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tractures of  knee  due  to,  by  partial  infiltration  of 
sciatic  nerve  with  alcohol,  471 

Arthrodesis,  Value  of  bone-pin,  in  treatment  of  flat-foot, 
308 

Arthroplasty,  36;  cases  of,  of  knee,  37;  bilateral  ankylosis 
of  hip  treated  by,  performed  according  to  Murphy's 
method,  122 

Ascites,  Surgical  treatment  of,  22;  preperitoneal  hydatid 
cysts  of  abdomen  suggesting,  467 

Astragalus,  Disarticulation  of  tibia  and,  with  anterior 
hypocinematic  strip,  386 

Atlas,  Removal  of  arch  of,  under  local  anaesthesia  in  case 
of  giant  endothelioma  of  medulla,  272 

Autoplasty,  Remarks  upon,  1 1 

Autotherapy,  481 

Axis,  Removal  of  arch  of,  under  local  anxsthesia  in  case  of 
giant  endothelioma  of  medulla,  272 


VU 


Vlll 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


BILE  duct,  Reconstruction  of  common,  107;  radical 
operation  for  carcinoma  of  common,  296;  chronic 
jaundice  cured  by  lateral  anastomosis  of  common, 
with  stomach,  376 

Bile  ducts,  Adenoma  of,  106;  surgery  of  gall-bladder 
and,  294, 466 

Biniodide  of  mercury,  Curative  fibrosis  of  varices  obtained 
by  local  injections  of,  482 

Bladder,  Fistulae  involving,  and  vagina,  56;  stone  in,  as 
mechanical  hindrance  to  birth,  6c;  end-results  of 
Maydl  operation  for  exstrophy  of,  64;  total  extirpa- 
tion of  urinary,  in  cases  of  tumor  of,  65;  squamous- 
cell  carcinoma  of  urinary,  66;  extraperitonization  of 
urinary,  by  Voelcker's  method  as  method  of  choice 
in  resections,  diverticula,  and  total  extirpations,  154; 
calculus  of,  154;  formation  of  cloaca  in  treatment  of 
exstrophy  of,  242;  huge  diverticulum  of,  242;  fistula 
involving,  and  sigmoid  following  chronic  sigmoiditis, 
243;  treatment  of  tumors  of,  without  local  excision, 
244;  adenomvoma  present  as  tumor  of,  245;  radical 
treatment  of  cancer  of,  245;  submucous  ulcer  of,  and 
its  surgical  treatment,  331;  spinal  cord,  occurring  in 
pernicious  anaemia,  331;  incontinence  of,  relieved  by 
operation,  374;  fistula;  of,  involving  vagina  and  uter- 
us, 4n;  adenocarcinoma  of,  422;  contracture  of  neck 
of,  in  female,  422;  obliteration  of  fistula  involving 
rectum  and,  496;  surgical  treatment  of  papilloma  of, 
497;    histology  and  mortality  in  tumor  of,  497 

Blindness,  Etiology  and  pathology  of,  from  accessory 
sinuses,  157;  total,  of  Doth  eyes  cured  by  drainage  of 
sphenoid  and  ethmoid  cells,  500 

Blood,  Changes  in,  in  gastrectomized  patient  simulating 
those  in  pernicious  ana.-mia,  43 ;  results  of  examination 
of,  in  osteomyelitis,  109;  transfusion  of,  in  infants 
with  malnutrition,  129;  immediate  efifectsof  X-ray  on 
lymphocytes  of,  138;  experimental  study  on  trans- 
fusion of,  222;  deleterious  effect  of  sodium  citrate  in 
transfusion  of,  314;  ferments  of,  in  man  and  animals 
in  narcosis  and  certain  poisonings,  447;  medicolegal 
application  of,  groups,  481;  sources  of  antibodies 
developing  after  repeated  transfusion  of,  483 

Blood  vessels.  Suture  of,  392;  action  of  ethyl-chloride  used 
for  general  anaesthesia  on,  448 

Bone,  Function  in  relation  to  transplantation  of,  36; 
values  of  various  methods  of  grafting  of,  36;  study  of 
methods  of  grafting,  116;  biology  of  development  of, 
in  relation  to  transplantation  of,  117;  operation  for 
rachitic  curvature  of,  118;  anatomical  and  clinical 
studies  in  free  transplantation  of,  118;  tumor  of 
right  petrous,  268;  central  abscess  of,  297;  status  of 
graft  of,  in  treatment  of  fractures,  302;  graft  of,  305; 
Hahn-Codivilla,  graft,  474;  "swallow-tail,"  graft,  475. 
See  also  names  of  specific  bones 

Bones,  Certain  problems  concerning  fractures  of,  34;  sus- 

f)ension  traction  treatment  of  fractures  of  long,  near 
arge  joints,  214;  fragility  of,  297;  errors  of  diagnosis 
in  tuberculosis  of,  468 
Brain,  Accomplishments  of  surgery  of,  90;  examination  of 
cerebrospinal  fluid  in  diagnosis  of  tumor  of,  90:  sur- 
gical aspect  of  tumor  of,  90;  bilateral  rigidity  due  to 
haemorrhage  of  middle  meningeal  artery,  91;  early 
decompressive  trephination  and  closed  injuries  of, 
184;  treatment  of  tumors  of,  185;  relation  of  tumor 
of,  to  ear,  186;  eye  findings  in  injuries  of,  247;  neuro- 
logical manifestations  of  injuries  of,  due  to  fracture  of 
skull,  267;  extraction  of  foreign  bodies  from,  269; 
treatment  of  injuries  of,  270;  clinical  aspects  and 
pathology  of  abscesses  of,  272 ;  treatment  of  tumors  of, 
273;  clinical  aspects  and  results  of  surgery  of,  273; 
early  diagnosis  of  tumor  of,  before  eye  signs  occur. 


360;  postoperative  treatment  of  abscess  of,  361; 
method  to  discover  tumors  of,  at  trephination  by 
measuring  electrical  resistance,  453.  See  also  names 
of  parts  of  brain 

Branchioma,  Cases  of  malignant,  15 

Breast,  Lymphatics  of  female,  in  relation  to  carcinoma  of, 
17;  end-results  in  cancer  of,  17;  relation  of  Paget's 
disease  of  nipple  to  cancer  of  underlying,  18;  cause 
and  prevention  of  swelling  of  arm  after  operations  for 
cancer  of,  96;  new  surgical  treatment  for  cancer  of, 
96;  massive  hypertrophy  of,  279;  radium  combined 
with  X-ray  treatment  of  carcinoma  of,  318;  physio- 
logical and  pathological  relationship  of,  to  bleeding 
from  nipple,  367;  life  expectancy  following  radical 
amputation  for  carcinoma  of,  368;  diffuse  fibromatosis 
of,  and  its  transition  to  carcinoma,  456;  recurrent 
epithelioma  of,  with  limitation  of  recurrence  to  peri- 
phery of  irradiated  area,  486 

Bronchi,  Membranous  obstruction  of,  clinically  diphtherit- 
ic removed  by  bronchoscope,  98;  extraction  of  foreign 
bodies  from,  459 

Bronchoscopy,  Clinically  diphtheritic  membranous  obstruc- 
tion of  bronchi  removed  by,  98;  upholsterer's  tack  in 
right  main  bronchus  for  seven  years  removed  by 
peroral,  457 

Bronchus,  Upholsterer's  tack  in  right  main,  for  seven  years 
removed  by  peroral  bronchoscopy,  457;  primary 
adenocarcinoma  of,  458 

Bullet,  Disp>ersion  of  energy  of,  in  relation  to  wound 
effects,  46 

Bums,  Due  to  X-ray,  5  r ;  liability  for,  due  to  fluoroscopic 
exposures,  405 

Butyn,  A  new  synthetic  local  anaesthetic,  450 

C.-ECUM,  Use  of,  and  sigmoid  flexure  in  pelvic  peritoni- 
zation, 12;  torsion  of,  and  ascending  colon,  30;  al- 
tered anatomy  and  physiology  of  ascending  colon  and, 
due  to  adhesions,  104;  roentgen-ray  diagnosis  of 
developmental  rests  in,  and  ascending  colon,  230; 
inflammatory  tumors  involving,  and  ileum,  288 

Caesarean  section,  Two-flap  low-incision,  after  efllicient 
test  of  labor,  61;  indications  for  conservative  ab- 
dominal, other  than  contracted  pelvis,  147;  indica- 
tions for,  148;  methods  of  performing,  148;  indica- 
tions for  abdominal,  during  labor,  exclusive  of  con- 
tracted pelvis,  149;  methods  of  performing,  325; 
indications  for,  326;  critical  review  of,  413;  as  per- 
formed in  Great  Britain  and  Ireland  from  1911  to 
1920  inclusive,  414;  in  infected  cases  of  obstructed 
labor,  416;  in  treatment  of  placenta  prapvia,  417; 
lower  uterine  segment  incision  m  conservative,  417 

Cancer,  Treatment  of,  with  radium,  51.  See  also  Carcino- 
ma, Malignancy,  Tumors,  and  the  names  of  specific 
organs 

Carcinoma,  Serodiagnosis  of,  46;  case  of  primary  multiple, 
391;    surgical  treatment  of  extensive  basal-cell,  454., 
See  also  Cancer,  Malignancy,  and  names  of  specific 
organs 

Carpus,  Malformation  of,  470.    See  also  Wrist 

Cataract,  Chronic  choroiditis  with  liquid  vitreous  and 
bilateral,  operated  upon  successfully,  158;  treatment 
of,  248 

Cauda  equina,  Endothelioma  of,  311 

Cauterization  in  treatment  of  benign  lesions  of  stomach 
and  duodenum,  198 

Cerebellopontile  angle.  Symptomatology  and  differential 
diagnosis  of  tumors  of,  361 

Cerebellum,  Bilateral  abscess  of,  with  no  localizing  symp- 
toms, 271;  problem  of  localization  in,  359,  454.  See 
also  under  Brain 
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Cerebrospinal  fluid,  Examination  of,  in  diagnosis  of  brain 
tumor,  go 

Cerebrum,  Atypical  localization  in,  271.  See  also  under 
Brain 

Chemistry  of  traumatism,  46 

Chest,  Clinical  and  surgical  experience  in  diseases  of,  with 
special  reference  to  pneumothorax,  196.  See  also 
Thorax 

Chloroform,  Anaesthesia  induced  with  gas-oxygen-ethane- 
sal  and,  for  nose,  throat,  and  abdominal  surgery,  449 

Cholaemia,  Experimental  research  on  wounds  of  gall-blad- 
der and  experimental,  226 

Cholangiolitis,  Importance  of  infectious,  in  recurrences  of 
pain  after  operation  for  gall-stones,  207 

Cholecystectomy,  Ideal,  30;  formation  of  new  gall-bladder 
following,  31;  relative  merits  of  "ideal  cholecysto- 
tomy,"  cholecystostomy,  and,  464;  results  of  high 
ligation  of  cystic  duct  in,  465 

Cholecystitis,  Recurrence  of  symptoms  of,  following  opera- 
tions upon  gall-bladder,  105;  diagnosis  and  treatment 
of  chronic,  without  stones,  106;  lymphatic  origin  of, 
376 

Cholecysto-enterostomy,  464 

Cholecystogastrostomy,  464;  chronic  jaundice  cured  by, 
376 

Cholecystostomy,  Relative  merits  of  "ideal  cholecysto- 
tomy,"  cholestectomy,  and,  464 

Cholecystotomy,  Relative  merits  of  cholestectomy,  chole- 
cystostomy, and  ideal,  464 

Choledochitis,  Lymphatic  origin  of,  376 

Cholelithiasis,  Rare  cases  of,  surgically  treated,  207 

Chorio-epithelioma,  410 

Choroiditis,  Chronic,  with  liquid  vitreous  and  bilateral 
cataract  operated  upon  successfully,  158 

Chylothorax,  Traumatic,  280 

Cicatrization,  Latent  period  of,  of  wounds,  134;  effect  of 
peri-arterial  sympathectomy  on,  of  wounds,  135; 
factors  initiating  regeneration  in,  226 

Circulation,  Establishment  of  collateral,  following  ligation 
of  thoracic  duct,  395 

Clavicle,  Bilateral  symmetrical  luxation  and  bilateral  frac- 
ture of,  215;  treatment  of  fracture  of,  by  continuous 
traction,  381 

Cleft  palate,  Operations  for,  276;  surgical  principles  in- 
volved in  correction  of  congenital,  and  harelip,  338 

Club-foot,  Treatment  of  neglected  cases  of,  308 

Colon,  Operative  cure  of  intussusception  of  ileum  and, 
protruding  through  anus,  29;  torsion  of  caecum  and 
ascending,  30;  fistula  involving  stomach  and,  51; 
altered  anatomy  and  physiology  of  caecum  and  ascend- 
ing, due  to  adhesions,  104;  fistula  involving  stomach, 
jejunum,  and,  following  gastro-enterostomy,  199; 
roentgen-ray  diagnosis  of  developmental  rests  in 
caecum  and  ascending,  230;  dilatation  of,  simulating 
Hirschsprung's  disease,  463.  See  also  Intestine  and 
names  of  parts  of  colon 

Conjunctiva,  Metastasizing  sarcoma  following  foreign 
body  in,  501;    melanotic  epithelioma  of,  501 

Conjunctivitis,  Etiological  connection  between,  of  new- 
bom  and  puerperal  mastitis,  61 

Contract,  Construction  of,  between  physicians,  234 

Contractures,  CUnical  and  therapeutical  remarks  on,  fol- 
lowing war  wounds,  no 

Conus,  Endothelioma  of,  311 

Convulsions,  Experiences  with  Fischer-Bruening  operative 
reduction  of  adrenal  glands  in  treatment  of,  394.  See 
also  Epilepsy 

Cornea,  Ulcer  of,  and  hypopyon  cured  by  milk  injections, 
72;  papilloma  of,  157;  bilateral  changes  of,  in  an  air- 
man, 334 


Corpus  callosum.  Tumors  of,  14 

Craniectomy,  Decompressive,  by  Parlavecchio's  method, 
268.    See  also  Trephination 

Craniotomy,  Suboccipital,  and  removal  of  arches  of  atlas 
and  axis  under  local  anaesthesia  in  case  of  giant  endo- 
thelioma of  medulla,  272.    See  Skull 

Curiosity,  A  surgical,  287 

Cyst,  Unsuspected  dermoid,  diagnosed  by  roentgen  exami- 
nation, 396;  lymphatic,  developing  in  accessory  adrenal 
gland,  480 

Cystic  duct.  Results  of  high  ligation  of,  in  cholecystectomy, 

465 

Cystocele,  Vaginal  supracervical  hysterectomy  with  inter- 
position of  cervical  stump  for,  and  procidentia  asso- 
ciated with  enlargement  of  uterus,  142 

Cysts,  Congenital  fistulae  and,  of  neck  due  to  embryonic 
malformations,  187;  epidermoid,  312;  preperitoneal 
hydatid,  of  abdomen  suggesting  ascites,  467 

P\EAFNESS,  Modem  conception  of,  and  its  treatment, 

^  159- 

Deformity,  Sprengel's,  of  scapula  due  to  costal  malforma- 
tion, 380 

Diagnosis,  Old  methods  versus  new  in  surgical,  315 

Diaphragm,  Herniae  of,  22;  traumatic  mpture  of,  22; 
abscess  below,  210;  traumatic  hernia  of,  280;  surgical 
treatment  of  insufficiency  of,  460 

Digestion,  Investigations  regarding,  in  small  intestine  in 
patients  with  intestinal  fistula,  27;  function  of  spleen 
in,  48 

Digestive  tract,  Method  for  topographical  diagnosis  of  ul- 
cerations of,  281.  See  also  names  of  parts  of  digestive 
tract 

Disease,  Relation  of  Paget's,  of  nipple  to  cancer  of  under- 
lying breast,  18;  case  of  splenectomy  in  third-stage 
Banti's,  108;  pathogenesis  of  Koehler's,  1 1 2 ;  clinical 
observations  of  mediastinal  involvement  in  Hodgkin's, 
127;  surgical  treatment  of  Hutinel's,  127;  Pick's,  of 
unusual  distribution,  1 28;  etiology  of  haemorrhagic,  of 
new-bom,  150;  surgical  aspects  of  Recklinghausen's, 
213;  cases  of  Hodgkin's,  treated  by  radium  and  X- 
ray,  233;  value  of  radium  and  X-ray  in  Hodgkin's, 
317;  end-results  of  splenectomy  alone  or  combined 
with  omentopexy  in  Banti's,  378;  cases  of  Paget's, 
of  bones,  378;  secondary  foci  of  tuberculosis  in  spine 
in  Pott's,  390;  dilatation  of  colon  simulating  Hirsch- 
spmng's,  463;  von  Recklinghausen's,  468;  clinical 
and  anatomical  research  on  Bertolotti's,  479 

Diverticulum,  Typhoid  perforation  of  Meckel's,  374 

Drainage,  Experimental  research  on,  of  wounds  with  dry 
and  moist  dressings,  225;  anatomo-mechanical  bases 
of,  of  true  pelvis,  265 

Dressings,  Experimental  research  in  wound  drainage  with 
dry  and  moist,  225 

Duct,  Establishment  of  collateral  circulation  following  liga- 
tion of  thoracic,  395;  results  of  high  ligation  of  cystic, 
in  cholecystectomy,  465 

Duodenum,  Diagnostic  and  therapeutic  aspects  of  late 
sequelae  of  operations  for  chronic  ulcer  of  stomach 
and,  loi;  diverticula  of,  103;  operative  treatment  of 
acute  haemorrhages  of,  dangerous  to  life,  103;  ratfiol- 
ogy  of,  137;  use  of  actual  cautery  in  treatment  of 
benign  lesions  of  stomach  and,  198;  radical  or  con- 
servative operation  for  freely  perforating  ulcer  of, 
199;  ulcer  of,  according  to  material  of  surgical  clinic 
of  University  of  Moscow,  283;  pathology  of  ulcer  of, 
284;  diagnosis  and  treatment  of  perforated  ulcer  of, 
287;  relative  merits  of  resection  and  gastro-enteros- 
tomy in  the  treatment  of  ulcer  of,  371 

Dysostosis  cleido-cranialis,  32 
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EAR,  Plastic  fistulae  behind,  following  radical  trephina- 
tions, 13;  brain  tumor  and  the,  186;  cases  of  epithelio- 
ma of,  249;  subcranial  and  cervical  abscesses  follow- 
ing suppurative  processes  of  middle,  452 

Eclampsia,  Etiology  and  treatment  of,  147 

Elbow,  Injuries  to,  3.3;  anatomical  and  histological  exami- 
nation of  case  of  mobilization  of,  by  open  operation, 
217;  complete  and  incomplete  inward  luxation  of, 
382;  effect  of  rotation  movement  upon  total  function 
of,  and  its  importance  for  treatment  of  fractures,  473; 
operative  treatment  of  immobilization  of,  due  to  mus- 
cular retraction,  475 

Electricity,  Cases  of  ulcer  of  leg  treated  with,  392 ;  method 
to  discover  brain  tumors  at  trephination  by  measuring 
resistence  to,  453 

Embolism,  What  can  postmortem  examinations  teach  us 
regarding  gangrene  of  extremities  due  to,  392 

Emotion,  Relation  of,  to  exhaustion,  395 

Emphysema,  Pathogenesis  of  intestinal,  23 

Empyema,  Tidal  irrigation  of  wounds  by  means  of  liquid- 
tight  closure  with  reference  to  treatment  of,  of  thorax, 
96;  chronic,  190;  site  of  operation  for,  191;  diagnosis 
and  treatment  of  tuberculous,  365 

Endothermy,  Surgical,  in  malignancy  and  precancerous 
conditions,  133 

Enteroliths,  28 

Enterostomy,  In  treatment  of  intestinal  occlusion  and  peri- 
tonitis, 27;  high,  for  relief  of  ileus  complicating 
apf)endicitis,  289 

Epilepsy,  Treatment  of,  following  injuries  of  skull,  184; 
treatment  of  traumatic,  269;  cases  of  operative  treat- 
ment of,  359;  experiences  with  I'ischer-Bruening 
operative  reduction  of  adrenal  glands  in  treatment  of, 
394;   due  to  unerupted  and  impacted  molars,  426 

Episcleritis,  A  new  method  of  approach  in,  334 

Equinovalgus,  Whitman  loop  operation  for,  1 23 

Ethanesal,  Anaesthesia  induced  with  gas-oxygen,  chloro- 
form, and,  for  nose,  throat,  and  abdominal  surgery, 

449 

Ether  treatment  of  peritonitis,  99 

P'therization,  Rebreathing  and,  448 

Ethmoid  sinus.  Total  blindness  of  both  eyes  cured  by 
drainage  of  cells  of,  and  sphenoid,  500 

Ethyl-chloride,  Signs  of  overdose  and  action  on  cardio- 
vascular system  of,  when  used  for  general  anaesthesia, 
448;   consideration  of  anesthesia  induced  with,  448 

Evidence,  Roentgenograms  as  best,  448 

Examination,  Courts  may  order  more  than  one  physical, 
404;   liability  for  burns  from  fluoroscopic,  405 

Exhaustion,  Studies  of,  due  to  emotion,  395 

Eye,  Menace  to,  of  wood  alcohol  poisoning,  71;  fodings  in, 
in  brain  injuries,  247;  action  of  adrenalin  on  glauco- 
matous, 247;  phenomena  in,  in  cases  of  chiasmal 
lesions  not  of  pituitary  origin,  247;  symptoms  in,  due 
to  osteomyelitis  of  superior  maxilla  in  infants,  500 

Eyeball,  Radium  plugs  for  dissolution  of  orbital  gliomatous 
masses  after  excision  of,  72 

Eyelids,  Plastic  repair  of,  by  pedunculated  skin  grafts, 
93 

CACE,  Paralysis  of,  274;    autoplasty  of,  by  means  of 
*     scalp  flaps  with  long  pedicles  from  temporal  region, 

274;  neuralgias  of,  362 
Fallopian  tube,  Haemorrhages  of,  not  associated  with  ec- 
topic pregnancy,  56;  pregnancy  following  implanta- 
tion of  outer  end  of  only  remaining,  into  uterine  cornu 
after  resection  of  cornual  pregnancy,  59;  interstitial 
pregnancy  in,  60;  strangulated  hernia  of,  239;  preg- 
nancy after  sterilization  by  bilateral  double  ligation 
and  division  of,  239;    bacteriology  and  pathology  of, 


removed  at  operation,  321;   haemosalpinx  and  pyosal- 
pinx  with  torsion  of  right,  409;    pregnancy  in,  and 
blind  diverticular  canals  of,  410 
Falx  cerebri.  Development  of,  tentorium  ierel)elli   and, 

453 

Fat,  Transplantation  of,  in  peritoneal  cavity,  224 

Femur,  Fixation  by  wood  screw  without  arthrotomy  in 
certain  fractures  of  neck  of,  35;  fractures  of  aceta- 
bulum caused  by  forcible  central  luxation  of,  113; 
treatment  of  fractures  of,  114;  compound  fractures 
of,  114;  end-results  of  fractures  of ,  1 1 5 ;  osteochondri- 
tis of  upper  extremity  of,  214;  haemorrhagic  cyst  of 
upper,  301;  treatment  of  fracture  of  neck  of,  302; 
rational  treatment  of  fractures  of  neck  and  tro- 
chanters of,  303;  final  results  of  fracture  of  neck  of, 
without  treatment  or  with  worse  than  no  treatment, 
304;  pathologic  fracture  of,  due  to  cancer  metastasis 
followed  by  consolidation,  304;  supracondylar  osteo- 
tomy of,  in  extensive  infantile  paralysis,  386;  old 
arthritis  involving,  probably  of  typhoid  origin,  470; 
osteoplastic  amputation  of,  by  Dalla  Vedova's  method 
and  its  complete  cinematization,  476 

Fibrous  tissue.  Effects  of  radiotherapy  upon,  48 

Fistula,  Plastic  retro-auricular,  following  radical  trephina- 
tion, 13;  congenital,  of  neck,  due  to  embryonic  mal- 
formations, 187;  postoperative  biliary,  208;  tech- 
nique of  making  biliary,  316 

Flat-foot,  Value  of  bone-pin  arthrodesis  in  treatment  of, 
308;  various  forms  of,  and  their  treatment,  386; 
treatment  of  paralytic,  387 

Fluoroscope,  Removal  of  embedded  needles  in  broad  day- 
light with  intermittent,  control,  49;  motor  phenomena 
in  normal  stomach  in  presence  of  peptic  ulcer  and  its 
pain  as  observed  by,  371;  liability  for  burns  caused  by 
examination  with,  405 

Foot,  Stabilizing  operations  on,  37;  development  of  genu 
valgum  from  valgus  position  of,  112;  operation  for 
stabilizing  paralytic,  1 24;  hereditary  perforating  ulcer 
of,  471 

Fossa,  Tuberculoma  of  ischiorectal,  290;  etiology  and 
treatment  of  abscess  of  ischiorectal,  to  avoid  fistula 
and  recurrence,  290 

Fractures,  Certain  problems  concerning,  of  bones,  34; 
modern  methods  in  treatment  of,  113;  mechanics  of 
production  and  treatment  of  spiral,  113;  susf>ension 
traction  treatment  of,  of  long  bones  near  large  joints, 
214;  medical  and  medical-defense  aspects  of,  234; 
legal  phases  in  relation  to  liability  for  malpractice  with 
special  reference  to,  235;  status  of  bone  graft  in  treat- 
ment of,  302;  simple  operative  method  of  reducing 
obstinate  malposition  in  CoUes,  and  in  supracondylar, 
of  humerus,  302;  turnbuckle  extension  apparatus  for 
reduction  of,  358;  wound  excision  and  early  recon- 
struction in  treatment  of  compound,  381 ;  management 
of,  near  joints,  471;  delayed  and  non-union  of,  472. 
See  also  under  Bone,  Graft,  and  names  of  bones 

Fragilitas  ossium,  297 

GALL-BLADDER,  Formation  of  new,  following  chole- 
cystectomy, 3 1 ;  hepatoduodenostomy  and  Lyon- 
Meltzer  method  of  draining,  105 ;  recurrence  of  symp- 
toms of  cholecystitis  following  operations  upon,  105; 
function  of,  with  special  relation  to  Meltzer-Lyon  test, 
177;  technique  of  surger>'  of,  in  presence  of  jaundice, 
207;  postoperative  fistulae  of,  208;  experimental  re- 
search on  wounds  of,  and  experimental  cholaemia, 
226;  surgery  of,  and  biliary  ducts,  294;  malignant 
neoplasia  in,  295;  technique  for  making  fistula  of, 
316;  multiple  primary  carcinomata  of  ectopic,  461; 
problems  in  surgery  of,  466 
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Gall-stones,  Importance  of  infectious  cholangiolitis  in  re- 
currences of  pain  after  operation  for,  207;  tender 
pressure  points  vnXh  so-called  symptomless,  376 

Ganglion,  Cases  of  sphenopalatine,  syndrome  of  sympathe- 
tic  type,    251;    transorbital   puncture   of  gasserian, 

275 

Gangrene,  Emboli  and  embolic,  of  extremities,  392 

Gastrectomy,  Blood  changes  following,  simulating  those  of 
pernicious  anaemia,  43;  gastro-intestinal  union  follow- 
ing, for  cancer,  200 

Gastro-enterostomy,  Gastrojejunocolic  fistula  following, 
199;  functioning  of,  when  pylorus  is  permeable,  199; 
persistence  of  gastric  ulcer  after,  283;  disconnecting 
stomata  of,  284;  with  pyloric  exclusion  by  Parlavec- 
chio's  method  in  gastro-enteric  cancer,  285;  compari- 
son of  methods  of  closure  La  pyloric  exclusion  in,  to 
section,  285 ;  relative  merits  of  resection  and,  in  treat- 
ment of  gastric  and  duodenal  ulcer,  371;  performed 
without  turning  jejimal  loop,  462 

Genital  organs,  Surgical  treatment  of  malformations  of 
internal,  491 

Genu  valgum,  Development  of,  from  valgus  position  of 
foot,  112 

Glaucoma,  Repeated  operations  for,  158;  action  of  adren- 
alin on  eye  affected  with,  247;  peripheral  iridotomy 
(Curran)  in  treatment  of,  335;  new  technique  in 
punch  forceps  sclerectomy  for  chronic,  335;  simple, 
chronic,  501 

Goiter,  Indications  for  surgical  treatment  in  different  typ>es 
of,  94;  primary  carcinoma  of  intratracheal,  97;  non- 
thyrotoxic,  188;  X-ray  treatment  of  toxic,  231;  di- 
agnosis and  treatment  of  toxic,  277;  metastatic,  278; 
surgical  treatment  of,  363;  pathologic  classificarion 
of  thyroid  gland  diseases  with  radium  treatment  in 
toxic,  402;  surgical  treatment  of  toxic,  455 

Graft,  "Swallow- tail"  bone,  475;  Hahn-Codivilla  bone, 
474 

Grafting,  Value  of  various  methods  of  bone,  36;  function 
in  relation  to,  of  bone,  36;  method  of  skin,  89;  study 
of  methods  of  bone,  116;  status  of  bone,  in  treatment 
of  fractures,  302-   of  bone,  305 

Granuloma,  Tropical  inguinal,  in  eastern  United  States, 
"5 

Gum  glucose  solution,  Use  of,  in  major  urological  surgery, 

333 
GjTiecology,  And  acute  abdomen,  56;  X-ray  after  inflation 
of  peUac  cavity  with  carbon  dioxide  as  aid  to  diagnosis 
iQ>  57>  pneumoperitoneum  and  roentgenology  as  aids 
in  diagnosis  in,  146;   value  of  radium  in,  407 

O/EMATURIA,  Essential,  419,  441 

A  *  Hiemorrhages,  Operative  treatment  of  acute  duode- 
nal, dangerous  to  life,  103;  death  from  spontaneous, 
128;  etiology  of,  in  new-bom,  150 

Haemosalpinx  and  pyosalpinx  with  torsion  of  right  fal- 
lopian tube,  409 

Hahn-Codivilla  bone  graft,  474 

Hand,  Tendon  transplantation  for  intrinsic  paraljrsis  of 
muscles  of,  119;  congenital  talipes  of,  213 

Harelip,  Restoration  of  lower  border  of  nostril  in  simple,  14; 
nasal  relation  of  operations  for,  337;  surgical  prin- 
ciples involved  in  correction  of  congenital  cleft  palate 
and, 338 

Head,  Unusual  instance  in  which  foreign  body  penetrated, 
269 

Heart,  Surgery  of,  19;  signs  of  overdose  of  ethyl-chloride 
when  used  for  general  anaesthesia  and  its  action  on, 
and  blood  vessels,  448;   injections  into,  458 

Hepatoduodenostomy,  with  observations  on  Lyon-Meltzer 
method  of  biliary  drainage,  105 


Hernia,  Sliding,  of  intestine,  21;  of  semilunar  line  of  Spie- 
gel, 22;  diaphragmatic,  22;  retrocaecal,  containing 
entire  small  bowel  and  beginning  incarceration  caused 
by  perforating  appendicitis  cured  by  operation,  27; 
radical  operation  for  double  obturator,  99;  cannot 
require  submission  to  operation  for,  234;  strangulated, 
of  fallopian  tube,  239;  traumatic  diaphragmatic,  280; 
intra-abdominal  operation  for  femoral,  370;  method 
of  dealing  with  intestinal  loops  densely  adherent  to 
umbilical,  460;  closure  of  large  defects  due  to,  in  up- 
per abdomen,  461 

Herniotomy,  New  technique  for  inguinal,  281 

Highmore,  Case  of  squamous-cell  carcinoma  of  antrum  of, 
treated  with  radium  alone  and  free  from  recurrence 
twenty-two  months  after  application .  233 

Hip,  Juvenile  deforming  osteochondritis  of,  no;  deter- 
mination of  leg  shortening  in  disease  of,  in;  opera- 
tive extra-articular  stiffening  of,  121;  arthroplasty 
according  to  Murphy  for  bilateral  ankylosb  of,  122; 
treatments  of  caries  of,  and  observations  on  use  of 
traction  abduction  splint,  305;  operative  treatment  of 
congenital  luxation  of,  382 ;  end-result  of  treatment  of 
congenital  dislocation  of,  by  non-operative  reduction, 
474 

Humerus,  Simple  operative  method  of  reducing  obstinate 
malposition  in  CoUes  fractures  and  supracondylar 
fractures  of,  302 

Hunchbacks,  Nephrectomy  in,  421 

Hydrocephalus,  Exf)erimental  studies  on,  315 

Hygroma,  Clinical  and  anatomo-pathologic  contribution  to 
chronic  traumatic,  380 

Hymen,  Imperforate,  240 

Hypemephrectomy,  Investigation  on  parabiosis  with 
particular  consideration  of  transplantation  and,  484 

Hypemephromata,  Surgical  pathology  of,  with  special 
reference  to  origin  and  sjTnptomatology,  495 

Hyperthyroidism,  Surger>'  versus  roentgen  ray  in  treat- 
ment of,  94;   treatment  of,  with  X-rays,  486 

Hj-pochondrium,  Value  of  combined  incision  in  abdomen 
and  thorax  in  exploration  of  left,  1 1 

Hypophysis,  Traumatic  lesions  of,  and  multiple  paralyses 
of  cranial  nerv-es,  13;  relarion  of,  to  antibody  produc- 
tion, 451 

Hj'popyon,  Corneal  ulcer  and,  cured  by  milk  injecdons,  72 

Hysterectomy,  In  accute  puerperal  infection,  61 ;  vaginal 
supracervical,  with  interposition  of  cervical  stump 
for  cj'stocele  and  procidentia  associated  with  enlarge- 
ment of  uterus,  142;  radical  abdominal,  for  cancer  of 
cervix  uteri,  238;  abdominal,  for  interruption  of  preg- 
nancy, 324;  respective  indications  for  radium  treat- 
ment, penetrative  radiotherapy,  and,  in  cancer  of 
cervix  of  uterus,  489 

Hysterotomy,  Indications  exclusive  of  contracted  pelvis 
for  abdominal,  during  labor,  149.  See  also  Caesarean 
section 

ILEUM,  Operative  cure  of  intussusceprion  of  colon  and, 

^  protruding  through  anus,  29;  intussusception  of,  in 
adults  due  to  benign  tumors,  202;  inflammatory 
tumors  involving  caecum  and,  288;  carcinoma  of 
jejunum  and,  462 

Ileus,  High  enterostomy  for  relief  of,  complicating  appendi- 
citis, 289 

Immunity,  Old  and  new  knowledge  of,  315.  See  also  Anti- 
bodies 

Incision,  Value  of  combined,  in  abdomen  and  thorax  in 
surgical  exploration  of  left  h>'pochondrium,  1 1 

Infantile  paralysis.  Treatment  of  with  immune  horse 
serum,  313;  supracondylar  femoral  osteotomy  in 
extensive,  386 
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Infection,  Focal,  and  elective  localization  in  etiology  of 
myositis,  31;  hysterectomy  in  acute  puerperal,  61; 
tonsils  as  foci  of,  74;  the  prepared  soil  a  neglected 
factor  in  surgical,  89;  pathologic  anatomy  of,  with 
streptococcus  mucosus,  131;  iodine  injections  for, 
132;  character  of  iritis  caused  by  focal,  248;  prog- 
nosis and  treatment  of  puerperal,  353;  nephritis  and 
urinary  calculi  after  production  of  chronic  foci  of, 
419;  haematogenous  staphylococcus,  secondary  to  foci 
in  the  skin,  483 

Inflammation,  Experimental  studies  on,  with  regard  to 
influence  of  chemicals  on  chemotaxis  of  leucocytes  in 
vitro,  134 

Influenza,  Surgery  of,  42 

Intestine,  Sliding  hernia  of,  21;  pathogenesis  of  emphyse- 
ma of,  23;  digestion  and  absorption  in  small,  in 
patients  with  fistula  of,  27;  retrocaecal  hernia  contain- 
ing entire  small,  and  beginning  incarceration  caused 
by  perforating  appendicitis  cured  by  operation,  27; 
postoperative  occlusion  of,  following  lateral  entero- 
anastomosis  and  resection  of  small,  with  antiperistaltic 
position  of  intestinal  loops,  27;  effect  of  removal  of 
appendix  on  function  of,  29;  cystic  pneumatosis  of, 
29;  pernicious  anaemia  with  special  reference  to 
spleen  and  large,  44;  anastomosis  of  stomach  with, 
following  gastrectomy  for  cancer,  200;  involvement  of 
lymph  glands  in  carcinoma  of  large,  203;  gastro- 
enterostomy with  pyloric  exclusion  by  Parlavecchio's 
method  in  cancer  of  stomach  and,  285;  diagnosis  and 
treatment  of  cancer  of  large,  288;  epithelium  of  small, 
sensitive  to  X-rays,  484 

Intestines,  Suture  of,  12;  enterostomy  in  treatment  of 
occlusion  of,  and  peritonitis,  27;  diagnosis  and  treat- 
ment of  injuries  of,  102;  obstruction  of,  201 ;  clinical 
manifestations  of,  201;  surgical  treatment  0/  acute 
intussusception  of,  202;  experimental  obstruction  of, 
227;  method  of  dealing  with  loops  of,  densely  adher- 
ent to  umbilical  hernia,  460;  prognosis  in  acute  oc- 
clusion of,  462;  congenital  occlusions  of,  463.  See  also 
names  of  parts  of  intestine 

Intussusception,  Operative  cure  of  ileocolic,  protruding 
through  anus,  29;  the  clinical  manifestations  of,  201; 
of  ileum  in  adults  due  to  benign  tumors,  202;  surgical 
treatment  of  acute,  202 

Iodine,  Injections  of,  for  septic  conditions,  132;  costal 
osteochondritis  following  exanthematous  and  recur- 
ring typhus  and  its  treatment  with,  299;  as  wound  dis- 
infectant, 358 

Iridencleisis  operations  1915-1919  epitomized,  335 

Iridotomy,  Peripheral,  in  treatment  of  glaucoma,  335 

Iritis,  Character  of,  caused  by  focal  infection,  248 

Irrigation,  Tidal,  of  wounds  by  liquid-tight  closure  with 
reference  to  treatment  of  empyema  of  thorax,  96 

JAUNDICE,  Artificially  produced,  47;  technique  of  gall- 
bladder surgery  in  presence  of,  207;  pre-operative 
preparation  of  patients  with  obstructive,  293;  chronic, 
cured  by  lateral  anastomosis  of  common  bile  duct  with 
stomach,  376;   from  pancreatic  disease,  377 

Jaw,  Spontaneous  fractures  of  lower,  186;  vulcanite  re- 
storation of  receding  upper,  426 

Jejunostomy,  374 

Jejunum,  Fistulae  involving  stomach,  colon,  and,  follow- 
ing gastro-enterostomy,  199;  relation  of  surgical 
technique  to  ulcer  of,  224;  discrepancy  between  clini- 
cal and  roentgen-ray  observations  on  motor  function 
in  delayed  postoperative  obstruction  of  proximal  loop 
of,  from  adhesions,  229;  carcinoma  of,  and  ileum,  462; 
gastro-entero-anastomosis  without  turning  of,  462; 
case  of  multiple  atresia  of,  463 


Joints,  Suspension  traction  treatment  of  fractures  of  long 
bones  near  large,  214;  pathologico-anatomical  exami- 
nation of  ankylosed,  mobilized  by  operation,  385; 
synovial  membrane  tumors  of,  469;  management  of 
fractures  near,  471;  present  status  of  surgery  of,  475; 
errors  of  diagnosis  in  tuberculosis  of  the  bones  and, 
468 

l^  ERATOMALACL\,  Nutritional,  in  infants,  72 

^  *•  Kidney,  Multiple  calculi  of,  63 ;  tuberculosis  of,  63 ;  etiol- 
ogy of  infections  of,  with  special  reference  to  urinary 
stasis  in  infections  of  pelvis  of,  152;  combined  tumors 
of,  152;  pneumoperitoneum  and  original  method  of 
observing,  without  pneumoperitoneum,  152;  new 
method  for  fixation  of,  1 53 ;  indications  and  limitations 
of  transf>eritoneal  approach  to,  241 ;  tuberculosis  of, 
241 ;  trustworthiness  of  various  methods  of  explora- 
tion of,  329;  unusual  solitary  tuberculoma  of,  329; 
recurrent  calculi  in,  420 

Knee,  Cases  of  arthroplasty  of,  37;  reconstruction  of  ankyl- 
osed, 122;  movable  bodies  in,  218;  periosteal  sar- 
coma involving,  301;  injuries  of,  305;  treatment  of 
vicious  ankylosis  of,  due   to    tuberculous   tumor  in 

•  adult,  306;  immobilization  treatment  of  septic,  307; 
infected,  treated  by  incision,  drainage,  and  movement, 
307;  treatment  of  contractures  of,  due  to  arthritis 
by  partial  infiltration  of  sciatic  nerve  with  alcohol, 
471;  operative  treatment  of  ankylosis  of,  476;  lawsuit 
claiming  malpractice  in  treatment  of,  487 

I  ABOR,  Bladder    stone  as    mechanical   hindrance    in, 
^    60;    status    of    forced,    in    teaching     of    obstetrics, 

149;  cesarean  section  in  infected  cases  of  obstructed, 

416 
Labyrinth,  Alterations  of  orientation  caused  by  lesions  of, 

335 

Laminectomy  for  meningitis,  39;  large  cervical  cord 
tumor  with  slight  sensory  manifestations  removed  by, 
and  radical  excision,  310 

Larynx,  Unusual  case  of  bilateral  abductor  paresis  of,  75; 
treatment  of  multiple  papillomata  of,  in  children,  252 

Leg,  Obligation  to  attempt  to  save  injured,  52;  determina- 
tion of  shortening  of,  in  hip  disease,  in;  comfxiund 
fractures  of  thigh  and,  114;  technique  for  amputation 
of,  308;  classification  and  mechanism  of  fractures  of 
bones  of,  involving  ankle  in  300  cases,  383;  cases  of 
ulcer  of,  treated  by  electrical  methods,  392;  compara- 
tive analysis  of  213  fractures  of,  and  arm,  473.  See 
also  Tibia 

Lens,  Complete  discission  of,  by  V-shaped  method,  157; 
specific  precipitin  reaction  of,  334 

Leucocytes,  Influence  of  chemicals  on  chemotaxis  of,  in 
vitro,  134 

Leukaemia,  Treatment  of,  231;  radiation  in  treatment  of, 
316 

Life,  Expectancy  of,  following  radical  amputation  for 
carcinoma  of  breast,  368 

Linitis  plastica,  23 

Lip,  Autoplasty  on  lower,  by  doubly  inverting  flap  from 
neck,  14;  radium  in  treatment  of  epithelioma  of, 
317;  plastic  surgery  of,  337 

Lipoma,  Retroperitoneal,  212 

Lithiasis,  Etiology  of  urinar>',  i 

Liver,  Surgical  significance  of  incompetency  of,  205;  diffi- 
culties in  diagnosis  and  treatment  of,  293 

Lumbago,  Chronic  rheumatismal,  479 

Lung,  Extrapleural  thoracotomy  for  advanced  unilateral 
tuberculosis  of,  19;  two-stage  operations  for  hydatid 
cyst  of,  98;  prognosis  of  foreign  body,  in  98;  decortica- 
tion of,  in  chronic  purulent  pleurisies,  190;  observa- 
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tions  on  surgery  of,  193;  primary  cancer  of,  from 
roentgenological  viewpoint,  228;  points  in  diagnosis 
of  tuberculosis  of  hilum  of,  in  adult  by  means  of  X- 
rays,  228;  foreign  body  in,  innocuous  for  forty  years, 
369;  foreign  body  in,  for  thirty-five  years  complicated 
by  abscess  and  tumor  formation,  456;  drainage  of  ab- 
scess of,  following  removal  of  upholsterer's  tack  from 
right  main  bronchus  by  peroral  bronchoscopy,  457; 
primary  carcinoma  of,  45  7 

Lungs,  Roentgenologic  aspect  of  metastasis  in,  136; 
relation  of  tuberculosis  of,  and  ano-rectal  tuberculosis 
to  fistula  in  ano,  292 

Lymph  glands.  Involvement  of,  in  carcinoma  of  large 
intestine,  203 

Lymphangioma,  Cystic,  128 

Lymphocytes,  Immediate  effects  of  X-ray  on  blood,  138 

Lyon-Meltzer  biliary  drainage,  Hepatoduodenostomy  and, 
105;  function  of  gall-bladder  with  special  relation  to, 
177 

MALIGNANCY,  Justification  of  violation  of  recognized 
surgical  technique  in  dealing  with,  89;  surgical  endo- 
thermy  in,  and  precancerous  conditions,  133;  roent- 
genologic aspect  of  metastasis  of,  in  lungs,,  136;  im- 
plantation metastases  of,  481.  See  also  names  of  Can- 
cer, Carcinoma,  Sarcoma,  Tumors,  and  names  of  organs 

Malnutrition,  Transfusion  in  infants  with,  129 

Malpractice,  Errors  of  surgeons  no  defense  for  wTongdoers, 
141 ;  legal  phases  in  relation  to  liability  for,  with  special 
reference  to  fractures,  235;  lawsuit  claiming,  in  treat- 
ment of  knee  and  abscesses,  487 ;  roentgenograms  best 
evidence  in  lawsuit  alleging,  488 

Massage,  Relationship  of,  to  metastasis  in  malignant  tu- 
mors, 481 

Mastitis,  Etiological  connection  between  conjunctivitis 
of  new-born  and  puerperal,  61;  pathology  of  chronic 
cystic,  of  female  breast,  with  special  consideration  of 
the  blue-domed  cyst,  192 

Mastoidectomy,  Plastic  retro-auricular  fistulas  following 
radical,  13;  nature's  radical,  159;  radical,  followed  by 
formation  of  false  membrana  tympani  and  normal 
hearing,  159 

Maxilla,  Eye  symptoms  due  to  osteomyelitis  of  superior, 
in  infants,  500 

Mediastinum,  Cases  of  tumor  of,  which  proved  to  be  sub- 
sternal thyroid  enlargement,  15;  foreign  body  ex- 
tracted from  posterior,  by  posterior  thoracotomy,  2 1 ; 
clinical  observations  of  Hodgkin's  disease  with  special 
reference  to  involvement  of,  127;  life-saving  operation 
for  prevertebral  tuberculous  abscess  in  posterior,  191; 
tumor  of  neck  and,  on  left  side  probably  of  thyro- 
glossal  origin,  366;  surgery  of,  367 

Medulla  oblongata.  Giant  endothelioma  of,  removed  by 
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lesions  and  lesions  of  central,  335 


XIV 


INTERNATIONAL  ABSTRACT  OF  SURGERY 
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dioxide  as  aid  to  obstetrical  and  gynecological 
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accurate  obstetrical  and  gynecological  diagnosis,  146; 
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292;  incontinence  of,  relieved  by  operation,  374; 
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obstetrical  and  gynecological  diagnosis,  146;  points  in 
diagnosis  of  hilum  tuberculosis  in  adult  by  means  of, 
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in  normal  stomach  in  presence  of  peptic  ulcer  and  its 
pain  as  observed  with,  371;  unsuspected  dermoid 
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Sarcoma,  Cases  of,  treated  by  radiation,  396 
Scapula,  Painful  crepitation  of,  cured  by  operation,  215; 

congenital  elevated,  due  to  malformation  of  the  rite, 

380 
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Sclerectomy,  New  technique  in  punch  forceps,  for  chronic 

glaucoma,  335 
Sclerotomy,  After-treatment  of  small-flap,  501 
Scoliosis,  Thoracoplasty  and,  369;  surgical  treatment  of 

severe,  477 
Scrotum,  Pseudohermaphroditismus  masculinus  internus; 

congenital  malformation  in,  two  testes  and  uterus  in 

right  portion  of,  423 
Sepsis,  Iodine  injections  for,  132;  treatment  of  puerperal, 

327 

Septicaemia,  Treatment  of,  by  intravenous  injections  of 
peptone,  223  * 

Serositis,  Multiple,  (Pick's  disease)  of  unusual  distribu- 
tion, 128 

Serum,  Treatment  of  poliomyelitis  with  immune  horse, 

Sesamoid,  Traumatology  of,  301 

Shock,  Wound,  and  conditions  caused  by  it  after  injury, 
312;  evidence  of  toxic  factor  in  wound,  395 

Shoulder,  Reconstruction  of,  118;  operative  methods  and 
end-results  of  disabilities  of,  and  arm,  300;  congenital 
dislocation  and  congenital  malformation  of,  473 

Sigmoid,  Use  of,  flexure  and  cjecum  in  pelvic  peritoniza- 
tion, 12;  diverticulitis  of,  204;  safe  method  of  remov- 
ing polyps  of,  205;  anastomosis,  205;  fistula  involving, 
and  bladder  following  chronic  sigmoiditis,  243 

Sigmoiditis,  Sigmoidovesical  fistula  following  chronic,  243 

Sinus,  Case  of  thrombosis  of  lateral,  362 

Sinuses,  Etiology  and  pathology  of  loss  of  vision  from 
accessory,  157;  mucocele  and  pyocele  of  nasal  acces- 
sory, 160;  relation  of  obscure  forms  of  posterior 
uveitis  to  diseases  of,  ^s^'j  X-ray  diagnosis  of  in- 
flammation of,  397;  aeration  of  posterior  accessory,  in 
acute  optic  neuritis,  500;  total  blindness  of  both  eyes 
cured  by  drainage  of  sphenoid  and  ethmoid,  500 

Sinusitis,  Management  of  chronic  frontal,  with  external 
manifestations,  251;  X-ray  diagnosis  of  accessory,  397 

Skin,  Method  of  grafting,  89;  plastic  repair  of  eyelids  by 
pedunculated  grafts  of,  93;  tube  flap  of,  in  plastic 
surgery,  447;  hasmatogenous  staphylococcus  infections 
secondary  to  foci  in,  483 

Skull,  Epilepsy  following  injuries  of,  and  its  treatment, 
184;  early  decompressive  trephination  and  closed 
injuries  of,  and  brain,  184;  neurological  manifestations 
of  fracture  of,  causing  craniocerebral  injury,  267; 
unusual  instance  of  foreign  body  penetrating,  269; 
abscesses  beneath,  following  suppurative  processes 
of  middle  ear,  452 

Sodium  citrate,  Deleterious  effect  of,  in  blood  transfusion, 

314 

Sphenoid  sinus.  Total  blindness  of  both  eyes  cured  by  drain- 
age of,  and  ethmoid  cells,  500 

Spiegel,  Herniae  of  semilunar  line  of,  22 

Spina  bifida,  39 

Spinal  cord.  Section  of  antero-lateral  tract  of,  for  relief 
of  intractable  pain  due  to  lesions  of,  41;  traumatic 
injuries  of,  125;  intraspinal  injection  of  air  and  its 


diagnostic  importance  in  lesions  of,  especially  tumors, 
309;  large  cervical  tumor  of,  with  slight  sensory'  mani- 
festations treated  by  laminectomy  and  radical  ex- 
cision, 310;  diagnosis  and  surgical  treatment  of  tumors 
in  front  of,  310;  endothelioma  of  conus  and  cauda 
equina  of,  311;  insufflation  of  air  into  spinal  canal  for 
diagnostic  purposes  in  cases  of  tumors  of,  387;  diag- 
nosis and  treatment  of  intrathecal  tumors  of,  388 

Spine,  Injection  of  air  into,  for  diagnosis  of  lesions  of 
spinal  cord,  309;  small  extramedullary  tumor  at  first 
dorsal  segment  of,  with  vague  localizing  signs  and 
causing  advanced  paraplegia:  removed  by  laminec- 
tomy, 310;  insufflation  of  air  into,  for  diagnostic 
purposes  in  cases  of  tumors  in  the  spinal  cord,  387; 
case  of  bone  tumor  of  lumbosacral  region,  389; 
operative  ankylosis  of,  in  tuberculous  spondylitis,  389; 
secondary  foci  of  tuberculosis  in,  in  Pott's  disease, 
390;  anterolateral  luxation  of,  reduced  by  open  opera- 
tion, 478;  fractures  of,  478 

Spleen,  Pernicious  anaemia  with  special  reference  to,  and 
large  intestine,  44;  and  digestion,  48;  enlargement  of 
spienculus  to  size  of  normal,  after  removal  of  ruptured, 
ten  years  previously,  109;  syndromes  due  to  disease 
of,  208 

Spienculus,  Enlargement  of,  to  size  of  normal  spleen  after 
removal  of  ruptured  spleen  ten  years  previously,  109 

Splenectomy,  Under  local  anaesthesia  in  greatly  debilitated 
patient,  31;  in  third-stage  Banti's  disease,  108;  end- 
results  of,  alone  or  combined  with  omentopexy  in 
Banti's  disease,  378 

Spondylitis,  Operative  ankylosis  of  spine  in  tuberculous, 

389 

Spondylolisthesis,  Partial,  or  minor  displacement  forward 
of  fifth  lumbar  vertebra,  388 

Sprengel's  deformity  of  scapula  due  to  costal  malformation, 
380 

Stake,  Injury  due  to,  30 

Sterilization,  Pregnancy  after,  by  double  ligation  and 
division  of  both  fallopian  tubes,  239 

Stomach,  When  ulcers  of,  should  be  treated  surgically  and 
how,  24;  surgical  treatment  of  ulcer  of,  with  special 
consideration  of  end-results;  also  contribution  to 
ulcer-carcinoma,  25;  operations  on,  25;  sarcoma  of,  26; 
blood  changes  following  removal  of,  simulating  those 
in  pernicious  anaemia,  43;  fistula  involving  colon  and, 
51;  surgical  management  of  ulcers  of,  99;  diagnostic 
and  therapeutic  aspects  of  late  sequelae  of  surgery  of, 
for  chronic  ulcer  of,  and  duodenum,  loi :  use  of  actual 
cautery  in  treating  benign  lesions  of,  and  duodenum, 
198;  radical  or  conservative  operation  for  freely  per- 
forating ulcers  of,  and  duodenum,  199;  fistula  involv- 
ing jejunum,  colon,  and,  following  gastro-enterostomy, 
199;  union  of,  with  intestines  following  gastrectomy 
for  cancer,  200;  relation  of  surgical  technique  to  ulcer 
of,  and  jejunum,  224;  delayed  postoperative  obstruc- 
tion of  proximal  loop  of  jejunum  from  adhesions  and 
description  of  attendant  phenomena  including  tetany 
of,  229;  pathological  and  physiological  basis  for  surgi- 
cal treatment  of  chronic  ulcer  of,  282 ;  pedicled,  cavern- 
ous lymphangioma  of  outer  surface  of,  282;  persistence 
of  ulcer  of,  after  gastro-enterostomy,  283;  ulcer  of,  and 
duodenum  according  to  material  of  surgical  clinic  of 
University  of  Moscow,  283;  pathology  of  ulcer  of,  284; 
factors  determining  efficiency  of  operations  upon,  285; 
gastro-enterostomy  with  pyloric  exclusion  by  Par- 
lavecchio's  method  in  cancer  involving,  and  intestine, 
285;  motor  phenomena  occurring  in  normal,  in  presence 
of  peptic  ulcer  and  its  pain  as  observed  fluoroscopic- 
ally,  371  i  relative  merits  of  resection  and  gastro- 
enterostomy in  treatment  of  ulcer  of,  371;  cases  of 
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benign  tumors  of,  372;  cancer  of,  373;  chronic  jaundice 
cured  by  lateral  anastomosis  of   common  bile  duct 
with,  376;  benign  and  malignant  ulcers  of,  from  roent- 
genological viewpoint,  399 
Streptococcus  mucosus.  Pathologic  anatomy  of  infection 

by,  131 

Struma,  Primary  carcinoma  of  intratracheal,  97.  See  also 
Goiter 

Surgeon,  Errors  of,  no  defense  for  wrongdoers,  141 ;  hints 
regarding  expert  testimony,  237 

Surgery,  Accomplishments  of  intracranial,  90;  versus 
roentgen  ray  in  treatment  of  hj-perthyroidism,  94; 
value  of  pathological  and  X-ray  examinations  in,  of 
abdomen,  137;  observations  on,  of  lung,  193;  devel- 
opments and  possibilities  of  thoracic,  196;  technical 
points  in,  of  abdomen,  286;  use  of  gum-glucose  solu- 
tion in  major  urological,  2,2,3',  tube  skin-flap  in  plastic, 
447;  gas-oxygen-ethanesal-chloroform  anaesthesia  for, 
of  nose,  throat,  and  abdomen,  449 

"Swallow-tail"  bone  graft,  475 

Sympathectomy,  Effect  of  peri-arterial,  on  repair  of  tissues 
and  cicatrization  of  wounds,  135 

TALIPES,  Congenital,  of  hand,  213 
Teeth,    Epilepsy    due   to   unerupted   and   impacted, 
426;  when  to  extract  and  when  to  conserve  diseased, 
426 

Tendon,  Restoration  of  triceps,  by  transplantation  of 
peroneus  longus,  216 

Tendons,  Implantation  of,  35;  free  transplantation  of,  116; 
transplantation  of,  for  intrinsic  paralysis  of  muscles 
of  hand,  119;  physiological  method  of  transplantation 
of,  216;  transplantation  of,  in  cases  of  musculospiral 
injuries  not  amenable  to  suture,  217;  army  expe- 
riences with  transference  of,  384 

Tentorium  cerebelli.  Development  of  falx  cerebri  and,  453 

Testes,  Familial  occurrence  of  undescended,  499 

Testimony,  Barred,  of  physician  and  assistant  in  lawsuit, 
140;  hints  regarding  expert,  of  surgeon,  237 

Tetany,  Delayed  postoperative  obstruction  of  proximal 
loop  of  jejunum  from  adhesions  associated  with, 
229 

Thigh,  Compound  fractures  of,  and  leg,  1 14.  See  also  Fe- 
mur 

Thoracic  duct.  Establishment  of  collateral  circulation 
following  ligation  of,  395. 

Thoracoplasty,  Four  recent  cases  of,  366;  and  scoliosis, 
369 

Thoracotomy,  Extrapleural,  for  advanced  unilateral  pul- 
monary tuberculosis,  19;  foreign  body  extracted 
from  posterior  mediastinum  by  posterior,  21 

Thorax,  Tidal  irrigation  of  wounds  by  means  of  liquid- 
tight  closure  with  reference  to  treatment  of  empyema 
of,  96;  developments  and  possibilities  of  surgery  of, 
196.    See  also  Chest 

Throat,  Malignant  disease  of,  425;  gas-oxygen-ethanesal- 
chloroform  anaesthesia  for  surgery  of,  449 

Thrombophlebitis,  Ligation  of  veins  in  pyaemia  causing, 
314 

Thumb,  Plastic  reconstruction  of,  especially  when  there 
is  loss  of  entire  division  of,  1 20 

Thymus,  Lipoma  of,  370 

Thyroglossal  tract.  Cysts  of,  188 

Thyroid,  Cases  of  mediastinal  tumor  which  proved  to 
be  substernal  enlargement  of,  15;  regional  anaesthesia 
in  operations  on,  183;  malignant  tumors  of,  189 
malignant  degeneration  of  benign  tumors  of,  278 
special  points  in  technique  of  operations  on,  364 
treatment  of  carcinoma  of,  by  roentgen  rays  and  ra- 
dium, 398;  pathologic  classification  of  diseases  of,  with 


radium  treatment  in  toxic  goiter,  402;  technique  of 
operations  on,  455;  anomalies  of  function  of,  in  their 
relation   to  pregnancy,   492 

Thyroidectomy,  Use  of  local  anaesthesia  in,  16;  simple  and 
relatively  safe,  279 

Tibia,  Fracture  of  spine  of,  35 ;  disarticulation  of  astragalus 
and,  with  anterior  hypocinematic  strip,  386.  See  also 
Leg 

Tongue,  Cancer  of,  a  preventable  disease,  161 

Tonsillectomy,  Systemic  and  local  conditions  following 
adenoidectomy  and,  503 

TonsiUitis,  Treatment  of,  by  X-ray,  317 

Tonsils,  As  foci  of  infection,  74;  surgical  removal  of,  74; 
surgery  of  palatine,  74;  treatment  of  haemorrhage  in 
operations  on,  75;  conditions  predisposing  to  haemor- 
rhage in  operations  on,  75;  ligature  of  carotid  vessels 
in  serious  haemorrhage  of,  160;  radical  treatment  of 
abscess  in  tissue  surrounding,  337 

Trachea,  Malformation  of,  and  cESophagus  and  inter- 
pretation of  formal  genesis  of  these  malformations, 
20 

Tracheloplasty,  Obstetrical  end-results  of,  151 

Trachelorrhaphy,  End-results  of  amputation  of  cervix 
and,  407 

Transfusion,  of  blood  in  infants  with  malnutrition,  129; 
experimental  study  on,  222;  deleterious  effect  of 
sodium  citrate  employed  in,  314;  sources  of  antibodies 
developing  after  repeated,  483 

Transplantation,  Investigations  on  parabiosis  with  par- 
ticular consideration  of,  and  hypemephrectomy,  484 

Traumatism,  Chemistry'  of,  46 

Trephination,  Plastic  retro-auricular  fistulae  following 
radical,  13;  early  decompressive,  and  closed  cranio- 
encephalic  injuries,  184;  decompressive,  by  Par- 
lavecchio's  method,  268 

Triceps  tendon.  Restoration  of,  by  transplantation  of 
peroneus  longus,  216 

Tr^'panosomiasis  treated  by  intrathecal  serum,  43 

Tuberculosis,  Surgical,  379.  See  also  names  of  specific 
organs 

Tumor,  Pregnancy  diagnosed  as,  after  ovariotomy,  320 

Tumors,  Justification  of  violation  of  recognized  surgical 
technique  in  dealing  with  malignant,  89;  local  and 
generalized  action  of  radium  and  X-rays  upon  growth 
of,  140;  intussusception  of  ileum  in  adults  due  to  be- 
nign, 202;  surgical  treatment  of,  391;  comparison  of 
radiarion  dosages  attainable  by  use  of  radium  on  and 
within,  402;  relationship  of  massage  to  metastasis 
in  malignant,  481.     See  also  under  names  of  organs 

Tj-phoid,  Perforation  of  Meckel's  diverticulum  due  to, 
374;  old  coxofemoral  arthritis  probably  due  to,  470 

ULCER,  Surgical  treatment  of  varicose,  45.  Se*  also 
under  names  of  specific  organs 

Ulna,  Congenital  synostosis  of  radius  and,  227 

Umbilicus,  Method  of  dealing  with  intestinal  loops  densely 
adherent  to  hernia  of,  460 

Ureter,  Double  abdominal  fixarion  of,  64;  surgery  of,  154; 
primary  carcinoma  of,  241 ;  difficulties  in  diagnosis  of 
calculi  of,  241;  papilloma  of,  331;  failure  to  recognize 
obstruction  of,  a  frequent  cause  of  unnecessary 
operation,  496 

Urethra,  Manifestations  of  lesions  in  posterior,  66;  cancer 
of  female,  422;  obliteration  of  vesicorectal  fistula  and 
repair  of  defect  in,  496 

Urinary  tract.  Etiology  of  lithiasis  of,  i;  use  of  gum-glu- 
cose solution  in  major  surgery  of,  ssy,  nephritis  and 
calculi  of,  after  production  of  chronic  foci  of  in- 
fection, 419 

Urine,  Pus  cell  count  in,  424 
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Uterus,  Recurrent  adenomyoma  of,  53;  Alqui^-Alexander 
operation  for  fixation  of,  53;  dangerous  intrapjeritoneal 
haemorrhige  from  fibroid  of,  53;  results  of  vaginal 
operations  for  prolapse  of,  by  Manchester  school,  58; 
.  pregnancy  following  implantation  of  outer  end  of 
only  remaining  fallopian  tube  into  cornu  of,  after 
resection  of  cornual  pregnancy,  59;  vaginal  supra- 
cervical hysterectomy  with  interposition  of  cervical 
stump  for  cystocele  and  procidentia  associated  with 
enlargement  of,  142;  operation  for  prolapse  of,  142; 
roentgenotherapy  of  fibromyomata  of,  143;  differ- 
ential diagnosis  of  chancre  and  carcinoma  of  cervix 
of,  143;  prophylaxis  in  carcinoma  of  cervix  of,  144; 
treatment  of  carcinoma  of,  by  radium  supplemented 
by  deep  roentgen  therapy,  144;  histologic  study  of 
effects  of  radium  on  carcinoma  of  cervix  of,  145; 
polyps  of,  238;  radical  abdominal  hysterectomy  for 
cancer  of  cervix  of,  238;  present  position  of  treatment 
of  carcinoma  of  cervix  of,  321 ;  disposition  of,  following 
salpingectomy  where  it  is  desirable  to  preserve  men- 
struation, 321;  radical  abdominal  operation  for  car- 
cinoma of  cervix  of,  406;  new  procedure  for  fixation 
of,  406;  questions  concerning  prolapse  and  retroflexion 
of,  406;  end-results  of  amputation  of  cervix  of,  and 
trachelorrhaphy,  407;  fistula;  involving  bladder  and, 
411;  spasmodic  stricture  of,  412;  apoplexy  of,  and 
placenta  in  accidental  haemorrhage,  412;  incision  in 
lower  segment  of,  in  conservative  caisarean  section,  417; 
cases  of  perforation  of,  with  |)enetration  of  abdominal 
cavity  by  bougie,  489;  indications  for  hysterectomy, 
radium  treatment  and  penetrative  radiotherapy  in 
cancer  of  cervix  of,  489 

Uveitis,  Relation  of  obscure  forms  of  posterior,  to  sinus 
diseases,  334 

WACCINP),  Treatment  of  osteomyelitis  with,  488 
'  Vagina,  Fistula;  involving  bladder  and,  56;  results  of 
operations  through,  for  prolapse,  by  Manchester 
school,  58;  round  and  varicose  ulcer  of,  322;  treatment 
of  primary  carcinoma  of,  with  radium,  404;  fistulse  in- 
volving bladder  and,  41 1 


Varices,  Surgical  treatment  of  ulcers  due  to,  45;  curative 
fibrosis  of,  obtained  by  local  injections  of  biniodide 
of  mercury,  482 

Varicocele,  Operative  treatment  of,  without  injury  to 
spermatic  cord  or  scrotum,  332 

Varicose  ulcer.  Surgical  treatment  of,  45 

Vein,  Ligation  of  inferior  thyroid  artery  and,  according  to 
De  Quervain's  method  and  use  of  local  ansesthesia  in 
these  operations  and  in  thyroidectomy,  16;  ligation 
of   inferior  vena    cava,   in   puerperal    pyaemia,    150 

Veins,  Surgical  treatment  of  ulcers  due  to  varicose,  45; 
ligation  of,  in  puerperal  pyaemia,  150;  ligation  of,  in 
thrombophlebitic  pyemia,  314;  curative  fibrosis  of 
varicose,  obtained  by  local  injections  of  biniodide  of 
mercury,  482 

Version,  Analysis  of  Potter,  493 

Vertebra,  Resection  of  transverse  process  of  fifth  lumbar, 
124;  partial  spondylolisthesis  or  minor  displacement 
forward  of  fifth  lumbar,  388;  vicious  sacralization  of 
fifth  lumbar,  with  special  regard  to  its  morphology  in 
infancy,  389 

Vertebra,  Fractures  of  transverse  processes  of  lumbar,  40; 
bone  tumor  of  lumbosacral,  389;  gumma  of,  470; 
fracture  and  dislocation  of  cervical,  without  paralysis, 

479 
Verumontanum,  Clinical  study  of,  498 
Vision,  Etiology  and  pathology  of  loss  of,  from  accessory 

sinuses,    157;   total   loss  of,   cured   by  drainage   of 

sphenoid  and  ethmoid  cells,  500 

WOUNDS,  Dispersion  of  bullet  energy  in  relation  to, 
46;  tidal  irrigation  of,  by  means  of  liquid-tight 
closure,  with  special  reference  to  treatment  of  em- 
pyema of  thorax,  96;  clinical  and  therapeutical  re- 
marks on  contractures  following  war,  no;  latent 
period  of  cicatrization  of,  134;  effect  of  peri -arterial 
sympathectomy  on  cicatrization  of,  135;  experimental 
research  on  drainage  of,  with  dry  and  moist  dressings, 
225;  factors  initiating  regeneration  in  cicatrization 
of,  226;  iodine  as  disinfectant  of,  358 
Wrist,  Mechanics  of  fractures  of,  302.  See  also  Carpus 
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GENERAL  SURGERY 

Surgical  Technique 

Operative  Surgery  and  Technique,  77,  162,  339,  428, 

506 
Aseptic  and  Antiseptic  Surgery,  77,  162,  254,  428,  506 
Anaesthesia,  77,  162,  254,  339,  428,  506 
Surgical  Instruments  and  Apparatus,  162,  254,  339, 
428,  506 

Surgery  of  the  Head  and  Neck 

Head,  77,  163,  254,  339,  428,  506 
Neck,  77,  163,  254,  340,  429,  507 

Surgery  of  the  Chest 

Chest  Wall  and  Breast,  78,  163,  255,  340,  429,  507 
Trachea  and  Lungs,   78,   164,  255,  340,  429,  507 
Heart  and  Vascular  System,  78, 164,  255,  340,  429,  507 
Pharynx  and  (Esophagus,  78,  164,  255,  340,  430,  508 
Miscellaneous,   78,   255,  340,  343,  430 

Surgery  of  the  Abdomen 

Abdominal  Wall  and  Peritoneum,  78,  164,  255,  341, 

430.  508 
Gastro-Intestinal  Tract,  79,  164,  256,  341,  430,  508 
Liver,  Gall-Bladder,  Pancreas,  and  Spleen,  80,  165, 

257.  342,  431.  509 
Miscellaneous,  81,   166,  257,  343,  431,  510 

Surgery  of  the  Extremities 

Conditions  of  the  Bones,  Joints,  Muscles,  Tendons, 

Etc.,  81,  166,  257,  343,  432,  510 
Fractures  and  Dislocations,  81,  167,  257,  344,  432,  511 
Surgery  of  the  Bones,  Joints,  Muscles,  Tendons,  Etc., 

82,  167,   258,  345,  433,  512 

Orthopedics  in  General,  82,  168,  258,  345,  433,  512 

Surgery  of  the  Spinal  Column  and  Cord 

Diseases  and  Deformities  of  the  Spine,  82,  168,  258, 
34.>,    433,    512 
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THE  phenomenon  of  the  formation  of  calculus 
in  the  urinary  tract  has  attracted  the  atten- 
tion of  medical  men  fron  the  earliest  times. 
In  consequence,  the  hypotheses  advanced  to  ex- 
plain the  cause  of  and  the  efforts  made  to  treat 
and  prevent  the  formation  of  stone  have  been 
legion.  Hippocrates  was  the  first  to  venture  an 
explanation  of  the  disease.  He  believed  that 
waters  containing  certain  varieties  of  mud  and 
sand  fostered  the  stone-forming  process;  he  also 
emphasized  the  importance  of  inflammatory 
changes  in  the  kidneys  and  bladder  as  essential 
factors.  Schepelmann  believes  that  the  Father 
of  Medicine  appreciated  the  existence  and  im- 
portance of  the  mucoid  binding  Substance  in 
urinary  concretions.  Galen  asserted  that  a  rela- 
tionship exists  between  gout  and  urinary  lithiasis, 
and  with  him  began  the  long  train  of  efiforts  to 
establish  a  "crystalline  uric  acid  diathesis"  as  the 
forerunner  of  stone.  This  concept  held  sway  espe- 
cially during  the  latter  part  of  the  nineteenth 
century,  and  it  was  during  this  period  that  the 
use  of  lithium  salts  as  a  "uric  acid  solvent"  was 
much  in  vogue  in  the  therapy  of  both  gout  and 
stone. 

THEORIES  OF  THE  FORMATION  OF  CALCULUS 

In  1856  Meckel  expounded  the  doctrine  of  a 
"stone-forming  catarrh"  in  which  a  low-grade 
catarrhal  inflammation  of  the  kidneys  leads  to  the 
precipitation  of  certain  elements  of  the  exudate, 
with  certain  of  the  urinary  salts,  and  thus  the 


stone  has  its  origin.  But  little  was  done  exper- 
imentally until  the  middle  of  the  last  century. 
In  1857,  Rainey  produced  atypical  bizarre  crys- 
tals of  carbonate,  oxalate,  and  phosphate  of  lime 
by  precipitating  these  materials  from  media 
containing  colloidal  substances  such  as  gelatin, 
albumin,  gum  acacia,  and  mucus.  He  suggested 
a  relationship  between  such  atypical  crystal  de- 
position and  urinary  concrements. 

Ord  and  Shattock,  in  1895,  confirmed  and 
extended  the  ideas  of  Rainey.  They  showed  that 
calcium  oxalate  usually  crystallizes  from  water 
solutions  as  octahedra,  but  in  colloidal  media 
tabloid,  dumb-bell,  and  spheroid  forms  were 
obtained.  An  examination  of  the  nucleus  and 
body  layers  of  calculi  of  calcium  oxalate  showed 
these  to  be  composed  of  atypical  crystals  in 
many  respects  resembling  the  forms  produced 
in  vitro.  These  crystals  were  such  as  might 
have  been  deposited  in  a  colloidal  medium  and 
seemed  to  be  fused  together  by  an  organic  matrix. 
Fowler,  in  1906,  studied  a  series  of  calcium-oxa- 
late  calculi  and  came  to  similar  conclusions. 

Ebstein,  in  1884,  carefully  analyzed  calculi 
and  proved  the  existence  therein  of  an  organic 
matrix.  With  Nicolaier,  in  1891,  he  reported  an 
extensive  series  of  feeding  experiments  using, 
among  other  drugs,  different  derivatives  of  oxalic 
acid.  They  were  surprised  to  find  that  one  of  the 
derivatives,  the  diamid  of  oxalic  acid,  commonly 
known  as  oxamid,  on  being  fed  to  animals  of 
different  species,  was  excreted  in  the  urinary 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


stream  and  in  many  instances  formed  concretions 
varying  in  size  from  yellow  particles  of  sand  to 
hard  masses  i  cm,  in  diameter.  Chemical  analy- 
sis showed  the  stones  to  consist  of  oxamid  plus 
an  organic  substance  which  Ebstein  believed  to 
be  albumin.  He  held  that  the  desquamative 
catarrh  and  epithelial  debris  caused  by  the  toxic 
action  of  the  oxamid  on  the  renal  epithelium  fur- 
nished the  colloidal  material  by  means  of  which 
the  stone-forming  crystals  were  precipitated, 

Tuffier,  in  1893,  and  Rosenbach,  in  191 1,  re- 
peated the  work  of  Ebstein  with  positive  results, 
Rosenbach  found  that  partial  or  complete  section- 
ing of  the  nerve  or  blood  supply  of  one  kidney 
or  ligating  one  ureter,  was  followed  by  a  rela- 
tive deficiency  of  excretion  on  that  side,  with 
an  excess  of  excretion  of  the  stone-forming 
material  on  the  other. 

Schaede,  in  1909,  advanced  the  idea  that  stones 
are  formed  by  the  clotting  of  fibrinogen  in  the 
urine  with  the  simultaneous  precipitation  of  uri- 
nary crystalloids.  Fibrinogen,  according  to 
Schaede,  is  an  "  irreversible  colloid  "  or  one  which, 
having  passed  to  the  state  of  clot  or  gel,  cannot 
spontaneously  return  to  the  suspensoid  phase, 
that  is,  the  state  of  colloidal  solution,  Schaede 
was  able  to  produce  stony  masses  in  vitro  by  mix- 
ing fibrinogen  with  freshly  precipitated  lime  salts 
and  by  then  clotting  the  mixture  with  calcium 
chloride.  The  weakest  point  in  Schaede's  claim 
lies  in  the  fact  that  fibrinogen  in  demonstrable 
quantity  is  not  usually  associated  with  stone- 
forming  urine,  while  the  rare  instances  of  excessive 
fibrinogenuria,  such  as  have  been  reported  by 
O'Conor,  have  not  been  associated  with  stone. 
However,  there  are  rare  cases  of  fibrin  calculi, 
such  as  those  reported  by  Gage  and  Beal,  which 
might  have  such  origin. 

Among  other  evidences  of  a  chemical  cause  of 
stone  are  cited  the  occurrence  of  xanthin  calculi 
in  xanthinuria,  of  cystin  calculi  in  cystinuria,  the 
relatively  infrequent  occurrence  of  uric  acid 
gravel  in  acute  gout,  of  oxalate  calculi  in  oxaluria, 
and  of  phosphatic  calculi  in  phosphaturia.  There 
is,  so  far  as  we  know,  no  evidence  of  increased 
excretion  of  uric  acid,  oxalate,  or  phosphate  in  the 
greater  number  of  patients  with  stone.  The  rela- 
tion of  uric  acid  lithiasis  to  gout  is  much  disputed 
and  was  denied  by  Virchow,  Bouchard  reported 
eighty-seven  instances  of  uratic  calculi  in  1,000 
gouty  patients,  while  Brugsch  noted  that  six  of 
thirty  patients  with  gout  passed  uric  acid  gravel. 
Moore,  in  eighty  necropsies  on  gouty  patients  did 
not  find  evidence  of  lithiasis.  However,  it  is  the 
usual  textbook  statement  that  gout  predisposes 
to  stone. 


If  stone  is  due  to  a  local  mechanism  at  work  in 
the  kidney,  then  an  increased  elimination  of  uric 
acid  or  of  oxalate  or  phosphate  would  probably 
enhance  the  chances  of  lithiasis  by  furnishing  a 
more  abundant  supply  of  the  material  of  which 
the  stone  is  composed. 

Much  has  been  written  concerning  diet  as  the 
cause  of  stone,  but  the  evidence  is  inconclusive. 
High  purin,  oxalate,  and  phosphate  diets  have 
been  condemned  as  predisposing  causes.  Roberts 
attempted  to  explain  the  high  incidence  of  calculus 
in  India  as  being  due  to  excessive  elimination  of 
uric  acid.  This,  he  contended,  was  the  result  of 
a  high  vegetable  diet,  with  high  potassium  and 
low  sodium-chloride  intake.  Possibly  the  major- 
ity of  writers  continue  to  assail  a  high  calcium 
intake  as  the  cause  of  stone,  in  spite  of  the  fact 
that  our  available  pharmacological  and  clinical 
evidence  is  against  such  an'  etiologic  factor. 

Calcification  in  necrobiotic  tissues,  metabolic 
errors,  deficiency  in  oxidation,  neuroses,  sedentary 
habits,  and  the  like  have  also  been  considered 
causal  factors  (124).  Young  (127),  in  Osier's 
System  of  Medicine,  says  that  concentration  of 
crystals  in  the  collecting  tubules,  with  subsequent 
erosion  of  the  minute  mass  through  a  renal  papilla, 
serves  to  initiate  the  stone-forming  process. 
Kleinschmidt  believes  that  small,  soft  stones  are 
due  to  sudden  precipitation  and  compression  of 
crystals  while  larger  calculi  result  from  deposition 
of  crystalline  material  on  small  stones. 

Kuester  and  Rovsing  have  suggested  that  from 
uric  acid  infarcts  in  infants,  crystals  may  form 
and,  being  retained,  may  lead  to  calculus  deposi- 
tion in  later  life.  Israel  and  Maas  have  pointed 
out  that  renal  trauma  is  not  infrequently  followed 
by  calculus,  while  Seefisch  and  Mueller  have 
written  extensively  on  the  frequent  incidence  of 
calculus  following  spinal  cord  lesions. 

The  so-called  anatomical  or  mechanical  theories 
of  stone  formation  are  based  on  the  relative  fre- 
quency with  which  stones  have  been  found  asso- 
ciated with  urinary  stasis,  diverticula,  stricture, 
prostatic  hypertrophy,  and  other  forms  of  ob- 
struction. It  has  also  been  asserted  that  foreign 
material,  renal  or  extra-renal  in  origin,  is  the 
cause  of  stone,  as  a  result  of  reduplication  of  sur- 
faces and  the  increased  opportunity  for  surface 
tension  phenomena  to  come  into  play.  The 
significance  of  such  association,  which  has  been 
clinically  established  by  the  work  of  Rovsing, 
Schenck,  Hunner,  Braasch  and  Moore,  Crenshaw, 
and  others,  will  be  considered  in  an  experimental 
study  soon  to  be  published. 

The  bacterial  or  infectious  hypotheses  of  the 
formation  of  stone  are  in  part  based  on  the  demon- 
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stration  of  bacteria  in  stones  and  on  the  fact  that 
the  kidney  associated  with  stone  is  almost  always 
infected.  The  clinical  relationship  between  car- 
bonate and  phosphate  calculi  and  urinary  infection 
has  been  emphasized  particularly,  but  it  must  be 
borne  in  mind  that  the  infection  has  supposedly 
brought  about  the  deposition  of  stone  by  changing 
the  reaction  of  the  urine,  and  not  necessarily  by 
other  means.  For  this  reason  the  urate  and  oxa- 
late stones  have  been  considered  usually  as  non- 
bacterial in  origin. 

Within  the  past  few  years  Rosenow  has  devel- 
oped the  doctrine  of  elective  localization  and 
specific  activity  of  bacteria.  He  has  been  able  to 
produce  cholecystitis  and  cholelithiasis  experi- 
mentally by  the  intravenous  injection  of  bacteria 
obtained  from  the  gall-bladders  of  patients  with 
gall-stones.  He  has  suggested  that  specific  in- 
fection may  Hkewise  be  related  to  urinary  lith- 
iasis.  Charles  H.  Mayo  has  suggested  that  uri- 
nary calculi  are  formed  by  the  secondary  invasion 
of  a  previously  established  low-grade  pyelone- 
phritis by  specific  stone-forming  bacteria. 

Recently  Meisser  and  Braasch  have  produced 
alkalin  phosphatic  cystitis  and  urinary  concre- 
tions by  applying  Rosenow's  specific  bacteriolog- 
ical methods.  This  is  an  important  step  forward 
and  is  probably  the  best  existing  evidence  that 
specific  bacteria  are  related  to  the  process  of 
stone  formation. 

THE    PHYSICO-CHEMICAL    FEATURES    OF    URINARY 
COXCREMENTS 

Albarran  divided  calculi  into  those  unaccom- 
panied by  infection,  "primary  calculi, "  and  those 
which  appeared  clinically  to  be  due  to  infection, 
"secondary  calcuU. "  The  primary  calculi  in- 
cluded uric  acid,  ammonium  and  sodium  urate, 
calcium  oxalate  which  formed  in  highly  acid 
urines,  and  also  calcium  phosphate  (crystalhne) 
and  calcium  carbonate  (crystalline)  which  formed 
in  alkalin  urine  whose  reaction  was  not  due  to 
infection,  or  in  urine  faintly  acid  or  neutral.  The 
rare  calculi  of  cystin,  xanthin,  indigo,  urostealith, 
and  fibrin  were  also  considered  primary.  Second- 
ary calculi  were  found  in  alkalin  urine  whose 
alkalinity  was  due  to  the  conversion  of  urea  into 
ammonium  carbonate  by  so-called  urea-splitting 
organisms.  These  included,  therefore,  ammon- 
ium magnesium  phosphate  and  the  calcium 
phosphates  and  carbonates  of  the  amorphous 
varieties. 

VARIOUS  CHEMICAL  TYPES  OF  CALCULI 

Clinically,  there  is  no  uniformity  of  opinion  as 
to  the  relative  occurrence  of  the  different  chemical 


types  of  calculi.  The  work  of  Morris,  Thompson, 
Kahn,  and  Rosenbloom,  and  others  is  conflicting. 
A  careful  review  of  the  many  articles  listed  in  the 
bibliography  leads  us  to  beHeve  that  the  variation 
of  opinions  is  due  as  much  to  the  fact  that  no  one 
observer  analyzes  a  sufficient  number  of  stones 
from  which  conclusions  may  be  drawn  as  to  the 
discrepancies  in  technique. 

Calcium  oxalate,  uric  acid  and  urates,  phos- 
phates, and  carbonates,  in  the  order  named,  ap- 
pear to  be  the  most  frequent  constituents,  the  ves- 
ical calculi  of  India  and  China  seem  to  be  mostly 
of  the  urate  and  oxalate  variety.  It  is  said  that 
uric  acid  predominates  in  Europe  and  oxalate  in 
North  America  (i8).  Kahn  and  Rosenbloom 
believe  that  calcium  oxalate  composes  the  bulk 
of  most  stones  and  that  uric  acid  is  present 
for  the  most  part  in  traces,  seldom  in  amounts 
over  lo  per  cent.  A  few  of  their  stones  contained 
sUght  amounts  of  phosphorus. 

Most  authors  consider  the  nucleus  of  the  stone 
to  consist  of  ammonium  urate  in  infants,  of  uric 
acid  in  young  adults,  and  of  calcium  oxalate  in 
older  persons.  Renal  stones  from  patients  of  all 
ages  are  likely  to  contain  more  oxalate,  while  ves- 
ical calculi  are  chiefly  composed  of  uric  acid  and 
phosphate.  Carbonatic  stones,  while  common  in 
the  lower  animals,  are  rare  in  man  although  min- 
ute amounts  of  carbonate  are  often  foimd. 

Many  stones  are  layered,  the  layers  consisting 
not  infrequently  of  different  chemical  constituents, 
either  pure  or  mixed.  A  phosphate-carbonate 
layer  may  alternate  with  an  oxalate-urate  layer. 
This  feature  has  been  explained  as  due  to  a  change 
in  the  reaction  of  the  urine  during  the  time  of  the 
formation  of  the  stone,  the  phosphate-carbonate 
layer  precipitating  while  the  urine  is  alkalin,  and 
the  oxalate-urate  layer  precipitating  while  it  is 
acid.  Layers  of  oxalate  may  alternate  with 
layers  of  urate  and  here  again  differences  of  hy- 
drogen-ion concentration  or  of  colloidal  relation- 
ship have  been  used  to  explain  the  cause. 

FACTORS  DETERMINING  THE  SH.APES  ASSUMED  BY 
CALCULI 

The  shapes  assumed  by  calculi  is  believed  to  be 
determined  largely  by  the  site  of  the  develop)- 
ment  of  the  stone.  Thus,  small  calculi,  lying  in 
the  minor  calices,  usually  have  the  contour  of  the 
calyx,  and  larger  "stag-horn"  stones  may  uni- 
formly follow  the  pelvic  outline.  However, 
"jackstone  and  mulberry"  varieties  of  the  oxal- 
ate stones  are  difficult  to  explain  on  such  a  basis. 
Their  shapes  may  possibly  be  due  to  internal 
molecular  forces  which  came  into  play  during  their 
deposition  and  growth. 
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THE  MICROSCOPIC  STRUCTURE  OF  CALCULI 

The  structure  of  calculi  can  be  mentioned  only 
in  passing.  The  works  of  Ord  and  Shattock,  and 
Fowler  (29)  should  be  consulted  for  detail.  All 
stones  seem  to  be  composed  of  crystals  microscop- 
ically atypical  in  size  and  shape  from  the  usual 
crystals  of  similar  chemical  composition  found 
in  voided  urine.  These  crystals  are  fused  to- 
gether with  a  matrix  of  organic  material,  often 
pigmented  in  clefts  and  interstices.  Most  stones 
show  a  tendency  to  lamination  and  radial  stria tion. 
Certain  earthy  phosphates,  precipitate  from 
faintly  acid  or  neutral  urine  and  consist  of  large 
crystals  macroscopically  distinct  and  only  partly 
fused.  These  show  no  lamination.  In  pure  phos- 
phatic  calculi,  firm  amorphous  material  is  fused 
and  the  lamination  is  also  absent.  Young  holds 
that  the  nucleus  of  urate  and  oxalate  calculi  is 
not  laminated,  but  the  outer  layers  become  con- 
centrically striated  as  they  are  deposited.  Cystin 
calculi  are  not  laminated  although  they  may 
attain  large  size.  Typical  or  slightly  atypical 
hexagonal  crystals  are  fused  in  a  waxy  mass. 

SIGNIFICANT  CLINICAL  FEATURES  ASSOCIATED 
WITH  CALCULI 

Stones  occur  more  often  in  males  than  in  fe- 
males, the  ratio  being  two  to  one  in  the  Mayo 
Clinic  series  (12).  They  recur  in  less  than  10  per 
cent  of  cases  after  their  removal  at  operation 
where  fluoroscopy  and  later  reraying  fail  to 
reveal  fragments  which  have  been  overlooked. 
Following  the  removal  of  a  stone-forming  kidney 
the  development  of  stone  in  the  remaining  kidney 
is  extremely  rare,while  recurrence  in  damaged 
kidneys,  formerly  the  site  of  large  branched 
stones,  is  not  uncommon.  Renal  and  ureteral 
stones  are  probably  bilateral  in  approximately 
15  per  cent  of  cases,  and  renal  stones  are  multiple 
in  about  t,^,  per  cent.  The  right  and  left  sides  are 
about  equally  involved.  These  clinical  features 
are  strongly  suggestive  of  a  local  stone-forming 
process  at  work  in  the  kidney,  the  ureters,  or 
the  bladder. 

CONDITIONS  UNDER  WHICH  URIC  ACID,  URATES, 
OXALATES,  AND  PHOSPHATES  ARE  DEPOSITED 
FROM  URINE 

The  most  common  constituents  of  calculi 
are  oxalates,  urates,  and  phosphates.  Uric  acid, 
calcium  oxalate,  calcium  phosphate,  and  ammo- 
nium magnesium  phosphate  are  practically  insolu- 
ble in  neutral  distilled  water.  They  are  the  most 
insoluble  constituents  of  the  urine,  where  they 
are  present  in  smaller  quantities  than  other  im- 
portant crystalloids.    Normally  about  0.7  gm.  of 


uric  acid,  0.015  g^n-  of  oxalic  acid,  2.5  gm.  of 
phosphoric  acid,  and  0.25  gm.  of  calcium  are 
eliminated  every  twenty-four  hours.  These  insol- 
luble  substances  are  held  in  solution  in  urine  to  a 
far  greater  degree  than  in  water.  This  property 
of  urine  to  hold  uric  acid  and  calcium  o.xalate  and 
phosphate  in  solution  has  been  attributed  by 
most  physical  chemists,  including  Schaede,  Bech- 
hold,  and  Lichtwitz,  to  the  presence  of  so-called 
protective  colloids  (Schutzkolloide).  For  example, 
Lichtwitz  has  shown  that  the  extraction  of  colloid- 
al material  from  the  urine  by  means  of  benzin 
will  result  in  the  immediate  precipitation  of 
phosphates.  On  dialyzing  the  urine  against  water 
the  urinary  crystalloids  were  found  by  Lichtwitz 
to  pass  into  the  water  and  to  be  precipitated.  The 
precipitate  consisted  chiefly  of  calcium  oxalate. 

URIC  ACID  AND  URATES 

Uric  acid  is  deposited  in  acid  urine  in  several 
forms.  It  is  believed  to  be  present  in  solution  as 
the  monosodium  salt.  Monosodium  phosphate, 
however,  tends  to  take  the  sodium  from  sodium 
urate  and  is  thereby  converted  to  disodium  phos- 
phate. The  uric  acid  thus  formed  is  compara- 
tively insoluble.  Hence,  a  high  percentage  of 
acid  phosphates  will  tend  to  lower  the  solubility 
of  uric  acid,  while  the  neutral  phosphates  will 
tend  to  increase  its  solubility.  Sodium  chloride, 
urea,  and  the  urinary  colloids  seem  to  increase  the 
solubility  of  uric  acid.  Blatherwick  has  shown 
that  uric  acid  is  not  deposited  in  urine  if  the  alka- 
linity is  greater  than  P,,;  whereas  the  acid  urines 
deposit  it  in  increasing  amount  as  the  acidity  goes 
above  Ph7. 

OXALIC  ACID  AND  OXALATES 

According  to  most  authors,  oxalic  acid  owes 
its  presence  in  the  urine  to  incomplete  oxidation 
of  uric  acid  or  of  carbohydrate.  Others  believe 
it  is  formed  in  the  stomach  by  carbohydrate 
fermentation.  In  excessive  oxaluria  it  is  assumed 
that  this  deficiency  of  oxidation  or  fermentation 
assumes  a  pathologic  degree,  although  some 
authors  attribute  the  condition  to  lowered  urinary 
acidity,  claiming  that  the  excretion  of  oxalate  is 
not  actually  increased.  A  dietary  or  exogenous 
source  of  oxalic  acid  in  the  urine  depends  on  the 
ingestion  of  certain  foods,  such  as  rhubarb  and 
spinach.  It  is  extremely  doubtful  if  such  a  diet 
can  have  more  than  a  remote  influence  on  calculus 
production.  The  precipitation  of  calcium  oxalate 
takes  place  best  in  faintly  acid  urine.  It  is  also 
deposited  readily  in  alkalin  urine,  but  is  supposed 
to  be  held  in  solution  in  urine  of  high  acidity. 
Magnesium  salts  and  acid  sodium  phosphate  tend 
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to  increase  its  solubility.  In  any  crystalline  oxa- 
luria  the  limits  of  solubility  of  the  calcium  oxalate 
have  been  reached  and  discrete  unfused  octa- 
hedra  separate  and  are  passed  in  large  numbers. 
Calculi  are  seldom  found  under  such  conditions, 

PHOSPHATES 

The  phosphates  in  urine  are  largely  from  exog- 
enous or  dietar}-  sources.  Only  i  to  4  per  cent 
come  from  the  disintegration  of  body  tissues. 
Calciimi  and  magnesium  phosphates  may  be  de- 
posited in  faintly  acid  or  alkalin  urine,  while 
triple  ammonium  magnesium  phosphate  is  de- 
posited usually  in  infected  alkalin  urine.  The 
experiments  of  Lichtwitz  seem  to  show  that  col- 
loidal material  is  necessary  in  order  to  carry  them 
completely  in  solution.  The  urinary  reaction, 
however,  is  equally  important,  and  again  many 
authors  attribute  the  phosphaturia  seen  in  debil- 
itated persons  to  lowered  urinary  acidity  rather 
than  excessive  secretion  of  phosphates.  We  have 
found  no  statistical  evidence  of  an  unusually  high 
incidence  of  phosphatic  calculi  in  phosphaturia. 

CALCIUM  AND  MAGNESIUM 

The  calcium  and  magnesium  metabolism  is  of 
interest  in  relation  to  the  "water  theories"  of 
stone.  The  daily  urinary  output  of  calcium  is 
about  0.1  to  0.4  gm.  expressed  as  calcium  oxide. 
By  far  the  greater  part  of  the  calcium  in  health  is 
excreted  from  the  bowel.  Intravenous  injections 
and  feeding  of  calcium  salts  do  not  materially 
increase  the  calcium  content  of  the  urine  (20,  22, 
125),  as  most  of  the  element  is  excreted  through 
the  intestine.  In  states  of  low  calcium  content 
of  the  blood  and  tissues  an  excess  absorption 
may  take  place  from  the  intestine,  but  with  a 
normal  calcium  balance  in  the  body  an  increased 
ingestion  of  calcium  will  not  lead  to  a  marked 
increase  either  in  the  blood  or  in  the  urine.  An 
increased  ingestion  of  magnesium  salts  leads  to  an 
increase  of  calcium  in  the  urine;  the  converse  is 
also  said  to  hold  true. 

Magnesium  is  ehminated  to  the  extent  of  o.i 
gm.  to  0.3  gm.  each  day,  expressed  as  magnes- 
ium oxide.  Its'  amount  depends  on  the  diet. 
Fifty  per  cent  of  magnesium  ingested  passes 
through  the  kidneys,  the  remainder  through 
the  intestines.  So  far  as  we  know,  disturbailces 
of  magnesium  metabolism  are  unrecognized  in 
pathology, 

CYSTINURIA  AND  CYSTINE  CALCULI 

Cystinuria  is  an  error  of  metabolism  which  is 
inborn  and  hereditary  (34,  43,  125),  Males  seem 
to  be  afifected  by  the  disease  twice  as  often  as 


females.  Cystin  is  the  amino  acid  which  con- 
tains the  sulphur  of  the  protein  molecule.  It  is 
ordinarily  destroyed  in  two  ways:  by  conversion 
to  taurin  and  then  to  taurocholic  acid,  which  is 
excreted  in  the  bile,  and  by  oxidation  to  sulphates, 
which  are  excreted  in  the  urine.  In  cystinuria 
this  mechanism  seems  to  be  interfered  with,  prob- 
ably more  in  the  oxidation  to  sulphate  than  in  the 
conversion  to  taurin.  In  consequence,  large 
quantities  of  cystin  find  their  way  to  the  urinary 
stream,  when  they  are  carried  in  solution  if  the 
urine  is  alkalin;  an  acid  urine,  however,  precipi- 
tates the  cystin  as  colorless  hexagonal  plates, 
Cystinuria  is  often  associated  wdth  cystin  stones; 
in  most  instances  the  calculi  first  attract  atten- 
tion to  the  condition.  It  is  difficult  to  know  how 
often  cystinuria  is  unaccompanied  by  calculi. 
As  cystin  cr>'stals  are  precipitated  only  in  acid 
urine,  many  cases  of  alkalin  cystinuria  may  be 
missed  even  if  the  urine  is  examined  microscopi- 
cally. The  familiar  occurrence  of  cystinuria  may 
be  one  of  the  explanations  of  the  relatively  few 
cases  of  calculus  in  family  groups  (98,  78,  9). 
Cystin  calculi  may  be  pure  in  chemical  composi- 
tion or  mixed  with  other  ingredients,  such  as  uric 
acid  and  oxalates.  The  feeding  of  anmionium 
carbonate  to  alkalinize  the  urine  has  been  strongly 
recommended  in  cases  of  cystinuria  as  alkaline 
urine  dissolves  cystin  and  thus  prevents  the 
formation  of  stones. 

XANTHINURIA  AND  XANTHIN  CALCULI 

Xanthin  is  a  normal  urinary  constituent.  It  is 
the  most  abundant  purin  base  present.  It  is 
always  soluble  in  normal  persons,  the  appearance 
of  xanthin  crystals  in  the  urine  being  considered 
an  evidence  of  a  pathologic  condition.  However, 
the  nature  of  this  crystalline  xanthinuria  is  a 
matter  of  total  ignorance.  The  condition  is  very 
rare.  Xanthin  is  often  mixed  with  uric  acid 
calculi  and  is  rarely  found  as  the  chief  con- 
stituent of  stones.  Rosenbloom  collected  six 
such  cases  from  the  literature  and  reported  a 
seventh  of  his  own, 

RARE  TYPES  OF  CALCULI 

Two  cases  of  indigo  calculi  are  on  record.  It  is 
presumed  that  the  indigo  was  derived  from  indican 
by  oxidation. 

Fatty  stones  (urostealiths)  have  been  occasion- 
ally described.  Their  source  and  chemical  com- 
position are  veiled  in  obscurity  and  we  have 
found  little  literature  on  the  subject,  Horbac- 
zewski  analyzed  one  such  specimen  and  found 
protein,  fatty  acids,  and  neutral  fats  to  be  the 
chief  constituents. 
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Cholesterol  calculi  have  been  found  in  rare 
instances  (125),  but  the  cause  is  utterly  unknown. 
Horbaczewski  found  one  such  calculus  in  a  patient 
who  had  had  cystin  calculi. 

Fibrin  calculi  occur  infrequently.  They  appear 
to  consist  of  alternating  layers  of  fibrin  and  cal- 
cium phosphate  and  are  associated  with  repeated 
attacks  of  haematuria,  the  nature  and  cause  of 
which  are  obscure.  The  review  of  the  subject  by 
Gage  and  Beal  is  interesting.  Possibly  it  is  in 
such  cases  that  Schaede's  hypothesis  of  the  for- 
mation of  the  calculi  may  find  an  application. 

THE  GEOGRAPHIC  DISTRIBUTION  OF  URINARY 
CALCULI 

No  investigation  of  urinary  calculi  is  complete 
without  consideration  of  their  geographic  dis- 
tribution. An  analysis  of  the  literature  shows 
that  the  conceptions  of  the  present  day  are  based 
largely  on  the  work  of  Hirsch  and  several  more 
recent  contributions  from  Chinese  and  Indian 
sources.  The  data  are  drawn  chiefly  from  hos- 
pital statistics,  mortality  records,  and  the  expe- 
rience of  individual  practitioners.  Naturally,  data 
from  well-organized  hospitals  with  properly  tab- 
ulated case  records  and  necropsy  protocols  are 
most  valuable.  Mortality  statistics  are  based 
chiefly  on  death-certificate  reports  and  are  likely 
to  vary  with  the  training  of  physicians  and  the 
consequent  liability  to  errors  in  diagnosis.  The 
fact  that  in  the  majority  of  patients  calculi  are 
not  the  primary  cause  of  death  also  renders  such 
data  unreliable.  However,  on  a  large  scale,  mor- 
tality records  may  be  of  value.  The  experience 
of  individual  physicians  contains  so  much  of  the 
personal  factor  that  this  seems  the  least  reliable 
source  of  all. 

According  to  most  observers,  the  formation  of 
calculus  is  uniformly  high  in  Holland,  Syria, 
Lower  Egypt,  Persia,  Italy,  Morocco,  and  Algiers, 
The  rarity  of  the  condition  in  Iceland,  Norway, 
Sweden,  Denmark,  Finland,  Northern  Russia, 
Germany  (except  endemic),  Ireland,  East  Indies, 
West  Indies,  East  Africa,  Central  Africa,  West 
Africa,  Nubia,  Tunis,  Polynesia,  Australia,  Brit- 
ish Guiana,  Uruguay,  Peru,  and  Nicaragua  has 
been  emphasized  by  practically  all  writers  on  the 
subject,  most  of  whom  quote  Hirsch's  obser- 
vations. 

Urinary  lithiasis  seems  to  be  endemic  in  cer- 
tain localities,  often  circumscribed  within  narrow 
geographic  limits.  Among  such  localities  are  the 
Canton  province  of  China  (extremely  high),  the 
Punjab  and  interior  upland  districts  of  India, 
Arabia,  Germany  (Altenburg  has  a  high  inci- 
dence within  a  radius  of  sixty  miles;  old  Bavaria, 


and  certain  Alpine  districts),  England  (Norfolk, 
Bristol,  and  other  isolated  areas),  Scotland, 
Italy  (especially  in  Brescia  and  Cremona),  Mex- 
ico (Oaxaca),  France,  and  Central  Russia  (a 
very  high  incidence  in  the  region  around  Mos- 
cow). 

The  relationship  of  the  soil  and  water  to  the 
incidence  of  stone  has  been  studied  only  super- 
ficially. Areas  in  which  stone  is  of  frequent  occur- 
rence and  limestone  is  plentiful  are  the  basins  of 
the  Don  and  Volga,  the  eastern  counties  of  Eng- 
land, Wuertemberg,  Italy  (Brescia  and  Cremona 
districts),  Syria,  Bosnia,  and  Herzegovina.  Stone 
abounds  in  countries  in  which  limestone  is  not  an 
abundant  constituent  of  the  soil,  e.  g.,  Canton 
Province  of  China,  the  Island  of  Mauritius, 
Indian  districts,  the  Duchy  of  Altenburg,  and 
Lorraine.  Certain  limestone  areas  in  which  the  in- 
habitants are  notably  free  from  stone  are  the 
West  Indies,  the  Barbados,  Western  Switzerland, 
many  parts  of  England  and  America,  and  the 
limestone  districts  of  India.  In  this  connection 
it  may  be  noted  that  in  the  Alpine  districts  in 
which  limestone  and  calculus  are  coincident  most 
of  the  natives  drink  rain  water  from  cisterns. 

Frederick  L.  Hoffman,  of  the  Prudential  Insur- 
ance Company,  has  carried  out  an  extensive  in- 
vestigation' of  the  geographic  data  for  the  United 
States.  A  careful  study  of  his  tables  reveals  an 
increase  in  the  recorded  death  rate  from  urinary 
calculus  within  the  last  two  decades.  There  is  a 
certain  definite  variation  among  the  states,  a 
tendency  to  parallelism,  in  many  instances,  be- 
tween deaths  from  biliary  and  urinary  calculus, 
and  an  increase  in  the  mortality  with  the  advance 
of  age. 

On  the  whole,  a  study  of  the  literature  leaves 
us  dubious  with  regard  to  the  geographic  ele- 
ment in  the  cause  of  stones.  The  tendency  to 
formation  of  calculus  in  limestone  regions,  in 
cold,  warm,  dry,  damp,  tropical,  or  temperate 
countries  is  not  clear.  It  seems  that  the  ex- 
tremely cold  regions  of  the  far  North  are 
peculiarly  exempt  and  that  certain  districts, 
particularly  China  and  India,  are  more  liable  to 
this  condition  than  others. 

RACE 

Racial  differences  seem  to  play  little  part.  The 
Jews  of  Northern  Gerrnany,  Christians  in  the 
Balkan  States,  and  Italians  in  America  are  accred- 
ited with  a  high  incidence.  The  negroes  have  long 
been  considered  exempt,  but  Hoffman's  tables 
throw  new  light  on  this  statement.    They  show 

•  Dr.  Hoffman's  work  is  soon  to  appear  in  the  International  Journal 
of  Public  Health,  Geneva,  Switzerlancl. 
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that  the  mortality  from  urinaty  lithiasis,  in  this 
country  at  least,  is  about  equal  in  the  two  races. 

HEREDITY 

The  familial  incidence  of  cystin  calculi  has  been 
mentioned.  Some  authors  ascribe  uric  acid 
calculi  to  a  familial  tendency  but  it  is  to  be 
feared  that  their  conclusions  are  drawn  more 
from  the  hereditary  nature  of  gout  than  of  stone. 

AGE 

The  greatest  discrepancies  of  opinion  occur 
with  regard  to  age.  Various  writers  consider 
children  almost  exempt,  while  others  hold  that 
the  incidence  in  this  group  is  extremely  high. 
The  age  of  greatest  occurence,  as  judged  by  time 
of  operation,  is  in  the  second,  third,  and  fourth 
decades.  Below  ten  years  and  above  fifty  years 
the  incidence  is  much  less.  However,  the  condi- 
tion may  occur  at  any  age.  Thompson,  reporting 
3,492  operations  for  calculus  (almost  all  vesical) 
in  the  Canton  Hospital  found  43  per  cent  in  males 
under  20  years,  41  per  cent  in  those  from  20  to 
50,  and  14  per  cent  in  those  over  50.  Only  2  per 
cent  of  his  patients  were  females. 

SUMMARY  OF  CONCLUSIONS  FROM  AN  ANALYSIS 
OF  THE  LITERATURE  ON  THE  ETIOLOGY  OF 
LITHIASIS 

1.  The  problem  of  the  formation  of  calculus 
is  one  of  chemical  precipitation.  We  must  en- 
deavor to  discover  what  mechanism  causes  urates, 
o.xalates,  phosphates,  and  so  forth  to  be  precip- 
itated in  a  manner  to  cause  fused,  hard  concre- 
tions rather  than  individual  crystals  to  maintain 
their  state  of  isolation  in  their  passage  through 
the  urinary  tract.  Whatever  mechanism  is  at 
fault,  we  are  certain  that  the  veracity  of  this 
statement  will  remain  unaffected. 

2.  Differences  of  reaction  as  determined  by 
the  hydrogen-ion  concentration  and  qualitative 
and  quantitative  changes  in  the  colloidal  mate- 
rials of  the  urine,  such  as  pigments,  mucin,  nebec- 
ula,  albumin,  and  nucleo-albumin  have  been 
shown  to  influence  the  nature  of  urinary  sedi- 
ments both  chemically  and  physically.  The 
microscopic  and  gross  features  of  calculi  seem  to 
show  that  an  abnormal  variation  of  these  factors 
is  at  work  in  the  formadon  of  stone. 

3.  Geographic  distribution,  race,  heredity, 
age,  diet,  sex,  and  trauma  seem  to  offer  little  sug- 
gestion with  regard  to  the  cause  of  concrements. 
If  factors  at  all,  they  are  probably  of  secondary 
importance. 

4.  The  three  commonest  diseases  associated 
with  a  visible  increase  in  the  crystalline  content 


of  the  urine,  that  is  gout,  oxaluria,  and  phospha- 
turia,  are  found  far  more  frequently  without 
calculus  deposition  than  with  it.  Many  authors 
have  assumed  that  there  is  a  high  incidence  of 
lithiasis  in  such  diseases,  but  have  offered  little 
or  no  statistical  evidence  in  support  of  their  views. 
Xanthinuria  and  cystinuria  are  undoubtedly 
necessary  to  the  formation  of  xanthin  and  cystin 
stones,  but  how  often  patients  with  xanthinuria 
and  cystinuria  escape  calculus  formation  is 
problematic. 

5.  On  the  whole,  the  clinical  evidence  of  the 
cause  of  stone  points  to  a  local  mechanism  at 
work  in  the  pelvis  of  the  kidney  or  in  the  bladder. 
The  frequent  occurrence  of  demonstrable  foci 
of  infection  in  patients  with  calculi,  and  the 
almost  universal  finding  of  infected  kidneys  and 
bladders  associated  with  stone  lend,  tremendous 
weight  to  the  idea  of  a  specific  stone-forming 
infection.  It  is  conceivable  that  at  times  excessive 
excretion  of  crystalloid  material  may  reach  such 
a  degree  that  the  normal  "protective"  colloids  of 
the  urine  cannot  handle  the  extra  burden.  Under 
such  conditions  calculi  may  form.  Likewise,  it  is 
possible  that  qualitative  or  quantitative  changes 
in  the  urinar\'  colloids  may  occur  without  bacte- 
rial infection.  Such  changes  may  lead  to  the  form- 
ation of  concrement,  even  though  the  urinary 
crystalloid  excretion  remains  within  normal 
limits. 

6.  There  is  little  direct  evidence  that  anatom- 
ical factors  or  stasis  can  initiate  the  stone-form- 
ing process,  but  their  frequent  association  with 
calculus  makes  it  seem  likely  that  the  stone- 
forming  mechanism  may  work  to  better  advan- 
tage under  such  conditions. 
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Imbert,    L.:     Remarks   upon    Autoplasty    (Notes 
d'autoplastie).  /.  de  chir.,  1921,  xviii,  113. 

The  fundamental  difficulty  in  all  plastic  skin 
operations  is  the  maintenance  of  the  nutrition  of 
the  flap.  Success  in  overcoming  this  difficulty 
depends  upon  many  anatomical  and  mechanical 
factors  in  addition  to  general  conditions  which 
influence  the  vitality  of  the  transplant. 

Two  vascular  plexuses  run  parallel  to  the  surface 
of  the  skin.  The  deep  plexus,  which  is  derived  from 
the  subcutaneous  tissue,  is  connected  with  the 
superficial  plexus  by  a  number  of  very  fine  vessels. 
The  area  of  skin  between  is  rather  jx)orly  nourished. 
The  transplant  must  therefore  include  the  entire 
thickness  of  the  skin.  The  ideal  technique  consists 
in  dissecting  the  flap  in  the  direction  of  the  arteries 
but  this  is  often  impractical. 

In  general,  the  principal  nutrition  of  the  flap  must 
be  obtained  from  its  pedicle  although  at  times  it 
may  be  sufficiently  nourished  by  anastomoses  from 
the  surrounding  tissues.  Consequently  it  is  rational 
to  direct  the  pedicle  in  accordance  with  the  general 
circulation  of  the  particular  part  of  the  body  under 
consideration.  The  width  of  the  pedicle  must  de- 
pend upon  the  abundance  of  vessels  which  course 
within  it.  The  narrow,  highly  vascular  pedicle  is 
very  well  exemplified  in  the  frontal  transplant  which 
may  be  obtained  for  a  rhinoplasty.  In  the  majority 
of  cases,  however,  the  surgeon  must  depend  upon 
vascular  anastomoses  from  the  surrounding  tissues. 
The  surgical  problem  therefore  is  how  large  a  flap 
may  be  successfully  nourished  by  a  pedicle  of  a 
given  size  but  it  must  be  remembered  that  the 
ultimate  vitality  of  the  flap  does  not  depend  solely 
upon  the  mechanics  of  the  circulation  as  thromboses 
and  infections  are  often  disturbing  elements. 

In  considering  the  vitality  of  the  flap  one  often 
neglects  to  consider  the  area  in  which  the  transplant 
is  to  be  placed.  The  tissues  must  be  freshened  and 
disinfected  and  all  scar  tissue  must  be  thoroughly 
removed  before  the  flap  is  applied.  The  author  has 
found  that  the  results  are  more  often  successful 
when  the  angle  of  torsion  of  the  pedicle  is  between 
45  and  135  degrees. 

Imbert  does  not  free  the  pedicle  until  at  least 
seventeen  days  have  elapsed.  The  usual  interval  is 
twenty  to  twenty-one  days.  The  sectioning  is  done 
under  local  anaesthesia.  At  times  it  is  best  to  do 
it  gradually  at  two  or  three  sittings  as  this  makes 
it  fwssible  to  judge  the  vitality  of  each  portion  of 
the  flap  cut  away. 


The  author's  results  with  homoplasty  have  been 
uniformly  poor  even  under  the  most  favorable 
conditions.  Loyal  E.  Davis,  M.D. 

Costantini,  H. :  The  Value  of  a  Combined  Incision 
in  the  Abdomen  and  Thorax  in  the  Surgical 
Exploration     of     the     Left     Hypochondrium 

(Valeur  de  rincision  combinee  de  I'abdomen  et  du 
thorax  dans  I'exploration  chinirgicale  de  I'hypo- 
chondre  gauche).  /.  de  chir.,  1921,  xviii,  130. 

The  operative  technique  described  by  the  author 
permits  wide  exposure  of  the  left  hypochondrium 
without  the  risk  of  creating  a  pneumothorax  or  the 
necessity  of  resecting  any  of  the  ribs. 

The  operation  is  carried  out  with  the  patient  lying 
upon  the  right  side  with  the  pelvis  and  lower  limbs 
acutely  flexed  upon  the  trunk.  A  transverse  incision 
from  the  midline  at  a  point  midway  between  the 
xiphoid  process  and  umbilicus  is  made  to  the  tip  of 
the  left  tenth  costal  cartilage.  The  abdominal  cavity 
is  entered  and  the  tips  of  the  first  and  second  fingers 
of  the  left  hand  are  introduced.  With  these  fingers, 
the  lateral  wall  of  the  diaphragm  is  held  firmly 
against  the  ninth  and  tenth  ribs. 

A  lateral  skin  incision  is  then  made  following  the 
course  of  the  ninth  intercostal  space  down  to,  and 
exactly  dividing,  the  intercostal  muscles.  The 
cartilage  between  the  anterior  extremities  of  the 
ninth  and  tenth  ribs  is  removed.  A  through-and- 
through  running  suture  is  then  introduced  through 
the  upper  edge  of  the  divided  intercostal  muscles 
and  the  diaphragm  and  another  through  the  lower 
edge  of  the  intercostal  muscles  and  the  diaphragm. 
These  tightly  appose  the  diaphragm  to  the  chest  wall 
and  seal  off  the  pleural  cavity  hermetically.  It  is  of 
course  extremely  important  to  hold  the  diaphragm 
against  the  chest  wall  as  tightly  as  possible  until 
this  latter  step  is  completed. 

The  diaphragm  is  then  incised  between  the  lines 
of  suture  and  the  field  of  operation  is  exposed. 
Closure  is  effected  by  bringing  the  diaphragmatic 
edges  together.  The  line  of  suture  is  further  strength- 
ened by  approximating  the  ninth  and  tenth  ribs. 

This  operation  is  indicated  in  cases  of  thoraco- 
abdominal wounds  which  have  a  thoracic  wound  of 
entry,  for  diaphragmatic  hernia,  tumors  in  the  left 
hypochondrium,  and  contusions  and  wounds  in  the 
left  hyp)ochondrium  which  have  an  abdominal 
wound  of  entry.  In  the  first  tyf)e  of  case  pneumo- 
thorax is  already  present  but  the  incision  described 
allows  thorough  treatment  of  the  diaphragmatic 
wound  and  complete  exploration  of  the  abdominal 
viscera.  Loyal  E.  Davis,  M.D. 


II 


12 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


Robineau,  M.:  Suture  of  the  Intestines  (Les  su- 
tures sur  le  tube  digestif)  Prase  m6d.,  Par.,  192 1, 
xxix,  721. 

In  the  usual  intestinal  anastomosis  a  small  dead 
space  is  left  between  the  sero-serous  and  the  sero- 
muscular layers  of  sutures.  This  fact  is  well  il- 
lustrated when  the  stump  of  an  appendix  is  ligated 
and  invaginated  by  a  sero-serous  row  of  sutures. 
In  his  own  cases  and  those  of  others  the  author  has 
observed  the  formation  of  a  small  abscess  in  this 
dead  space  following  the  escape  of  intestinal  contents 
through  the  perforation  of  a  through-and-through 
suture. 

To  prevent  this  complication  Robineau  has  been 
using  a  slight  modification  of  the  classical  method. 
No  sero-serous  suture  is  applied.  The  surfaces  of 
the  bowel  are  incised  to  the  mucosa  and  the  sero- 
muscular edges  are  united.  The  mucosa  is  then 
incised  and  the  posterior  edges  are  sutured.  In  the 
next  step  the  anterior  edges  of  the  mucosa  are 
brought  together  and  lastly  the  anterior  musculo- 
serous  edges. 

This  method  is  particularly  efficacious  in  gastric 
surgery  and  for  lateral  anastomosis  of  the  intestines. 
The  author  has  never  seen  the  formation  of  an 
abscess  or  fistula  following  its  use. 

Loyal  E.  Davis,  M.D. 

Culbertson,  C:  Use  of  the  Sigmoid  Flexure  and 
Caecum  in  Pelvic  Peritonization.     J.  Am.  M. 

Ass.,  1921,  Ixxvii,  772. 

The  problem  of  disposing  of  raw  areas  resulting 
from  peritoneal  adhesions  is  discussed  with  sp)ecial 
reference  to  the  variety  representing  suppurative 
processes  in  the  pelvis  and  lower  abdomen.  Trans- 
plantation of  peritoneal  or  omental  grafts  is  perhaps 
the  best  method  for  a  small  area  of  raw  surface  that 
must  necessarily  remain  exposed.  The  ideal  opera- 
tion on  the  pelvis  when  raw  areas  are  produced 
leaves  none  but  smooth  peritoneal  surfaces  through- 
out. 

In  the  author's  opinion  it  is  freedom  of  the  ileum 
from  postoperative  involvement  that  is  most  de- 
sired as  it  is  such  involvement  that  is  the  cause  of 
most  of  the  distress.  Intestinal  obstruction  due  to 
involvement  of  the  sigmoid  flexure  is  seen  more 
commonly  in  cases  of  malignancy  than  in  cases  of 
inflammation. 

If  the  ileum  is  involved  it  must  be  freed  and 
peritonization  must  be  effected  by  means  of  omental 
or  peritoneal  transplants.  The  sigmoid  flexure, 
however,  is  capable  of  functioning  when  there  is 
at  least  relative  immobilization,  and  the  best  way  to 
keep  the  ileum  out  of  the  pelvis  is  to  block  off  the 
true  pelvis  entirely.  This  is  accomplished  by  using 
the  sigmoid  and  rectum  alone  or  with  the  caecum  on 
the  right  side  after  the  appendix  has  been  removed. 
Infiltrated  and  raw  areas  present  on  these  structures 
are  rolled  under  by  the  same  procedure. 

Instead  of  trusting  to  the  sigmoid  flexure  to  be- 
come adherent,  as  Kelly  suggested,  its  adhesion  is 
brought  about  directly  and  the  place  of  its  adherence 


is  definitely  determined.  In  a  case  of  generalized 
peritonitis  due  to  bilateral  salpingitis  in  which  the 
tubes  and  uterus  have  been  removed,  the  ovaries 
being  left  in  situ,  the  technique  used  is  described  as 
follows: 

If  the  sigmoid  flexure  has  been  adherent  over  the 
uterus  and  appendages,  it  is  freed  except  for  its  at- 
tachment to  the  left  pelvic  wall.  Following  the  re- 
moval of  the  affected  organs  and  the  ligation  of  all 
bleeding  points,  the  sigmoid  is  allowed  to  fall  back 
over  the  true  pelvis  so  that  all  raw  areas  are  covered. 
The  round  ligaments  have  been  stitched  into  the 
cervical  stump  or  over  the  vaginal  vault. 

Beginning  at  the  point  where  the  peritoneal  coat 
of  the  sigmoid  is  reflected  from  that  of  the  pelvic 
wall,  a  continuous  catgut  suture  is  carried  along  just 
above  the  line  of  the  raw  tissue  on  the  pelvic  wall 
and  just  above  the  corresponding  line  on  the  sigmoid 
flexure  as  far  as  the  left  round  ligament.  Here  the 
reflected  flap  of  peritoneum  belonging  to  the  bladder 
is  picked  up  and  united  with  the  sigmoid  flexure 
across  the  center  of  the  pelvis  until  the  right  round 
ligament  is  reached. 

From  this  point  on,  the  right  pelvic  wall  and 
sigmoid  colon  are  brought  into  peritoneal  approxi- 
mation as  was  done  on  the  left  side,  until  the  shelf 
of  the  pelvis  is  reached,  when  the  suture  passes  from 
the  sigmoid  to  the  rectum  and  is  continued,  uniting 
the  rectum  with  the  posterior  peritoneum  as  far  as 
the  point  where  the  rectal  peritoneum  is  reflected, 
approximately  just  to  the  right  of  the  promontory 
of  the  sacrum. 

The  posterior  peritoneal  surfaces  must  be  accurate- 
ly approximated  in  order  to  prevent  the  descent  of  a 
loop  of  ileum  through  an  opening.  Occasionally  it  is 
necessary  to  stitch  into  the  intestinal  wall  when  the 
appendices  epiploiae  are  absent  as  a  result  of 
extensive  inflammatory  involvement  of  the  colon. 
Rotation  of  the  sigmoid  one-half  or  less  is  necessary 
in  order  to  come  out  on  the  right  side  of  the  rectum 
at  the  point  where  the  suture  ends.  This  is  best 
accomplished  in  the  mid-pelvis  where  the  vesical 
j)eritoneum  is  brought  into  use  as  here  flexibility 
is  greater  and  tension  less. 

In  518  cases  the  sigmoid  was  absent  only  once,  and 
rarely  is  it  too  short  to  cover  unusually  extensive 
raw  areas.  In  the  latter  case  the  caecum  may  be 
employed  to  close  the  right  side  of  the  pelvis,  while 
the  short  sigmoid  covers  the  left  and  center.  In  a 
series  of  543  cases  sigmoid-rectal  p)eritonization  was 
done  359  times.  In  addition,  the  rectum  has  been 
used  for  partial  j)eritonization  sixteen  times.  The 
method  has  been  used  after  total  hysterectomy 
thirty-two  times,  after  subtotal  hysterectomy  122 
times,  after  fundal  amputation  of  the  uterus  180 
times,  with  round  ligament  shortening  three  times, 
and  without  hysterectomy  five  times.  The  sigmoid 
was  brought  up  over  the  bladder  twenty-four  times, 
and  the  caecum  was  brought  in  to  cover  the  right 
pelvic  wall  twenty-eight  times.  An  omental  graft  to 
cover  infiltrated  areas  of  the  ileum  was  employed 
twenty-eight  times. 
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While  typically  employed  after  hysterectomy,  this 
type  of  peritonization  is  quite  as  eflfective  in  covering 
raw  areas  when  the  uterus  remains  in  toto  or  when  it 
is  decreased  in  size  by  fundal  amputation.  In  the 
majority  of  the  operations  the  indication  lay  in 


pelvic  peritonitis,  but  the  procedure  has  been  found 
useful  also  after  operations  for  uterine  fibroma, 
carcinoma,  tubal  gestation,  and  ovarian  cystoma. 
Drainage  following  this  type  of  operation  is  un- 
necessary. N.  K.  FORSTER,  M.D. 


SURGERY  OF  THE  HEAD  AND  NECK 


HEAD 

Pfecechtel,  A.:  Plastic  Retro- Auricular  Fistulae 
Following  Radical  Trephinations  (Plastik  retro- 
auriculaerer  Fistein  nach  Radikaltrepanationen). 
Casop.lek.  cesk.,  192 1,  Ix,  289. 

When  an  opening  of  considerable  size  surroimded 
by  scar  tissue  remains  after  the  radical  operation  and 
the  retro-auricular  fistula  lies  in  a  fairly  large  depres- 
sion which  in  itself  would  require  plastic  treatment, 
the  author  uses  the  following  double-flap  method: 

After  excision  of  the  scar  and  freshening  of  the  mar- 
gins of  the  fistula,  a  skin  and  muscle  flap  is  formed 
from  the  upper  third  of  the  sternocleidomastoid 
muscle  with  its  base  upward.  On  the  lower  end  of 
the  flap  a  disc  of  skin  is  cut  somewhat  larger  than 
the  depression  containing  the  fistula  which  is  to  be 
covered,  and  the  skin  of  the  rest  of  the  flap  is  dis- 
sected away.  The  flap  is  then  turned  upward  so 
that  the  disc  of  skin  Ues  directly  upon  the  fistula. 
This  skin  and  muscle  flap,  which  lies  with  its  raw 
side  outward,  is  then  covered  with  a  second  skin  flap 
with  its  pedicle  posterior  to  the  first  flap,  which  is 
cut  around  toward  the  neck,  turned  up  over  the  first 
flap,  and  fastened  with  a  few  stitches.  Primary 
closure  of  the  skin  defect  on  the  neck  is  effected  by 
mobilization  of  the  skin.  Kindl  (Z). 

Reverchon,  L.,  Worms,  G.,  and  Rouquier:  Trau- 
matic Lesions  of  the  Hypophysis  and  Multiple 
Paralyses  of  the  Cranial  Nerves  (Lesions  trau- 
matiques  de  rhypophyse  et  paralysies  multiples  des 
nerfs  craniens).    Presse  mid.,  Par.,  1921,  xxix,  741. 

The  authors  report  the  clinical  history  and 
autopsy  findings  in  the  case  of  a  man  34  years  of  age 
who  was  injured  in  an  automobile  accident  eight 
months  before  his  admission  to  the  hospital.  At  the 
time  of  the  accident  he  presented  all  the  symptoms 
of  a  basal  skull  fracture  with  otorrhagia  on  the  left 
side  and  blood  in  the  cerebrospinal  fluid.  At  the 
time  he  entered  the  hospital  he  had  complete 
paralysis  of  the  facial  nerves  on  the  right  and  left 
sides  and  of  the  motor  division  of  both  trigeminal 
nerves,  and  complete  anaesthesia  in  the  area  supplied 
by  the  ophthalmic  division  of  the  left  trigeminal 
nerve. 

Sensibility  to  all  types  of  stimulation  was  dimin- 
ished over  the  supply  of  the  maxiUary  and  mandib- 
ular divisions  of  both  fifth  cranial  nerves,  the 
decrease  being  more  marked  on  the  left  side.  The 
sensory  changes  also  involved  the  mucous  membrane 
of  the  nose  and  mouth.  With  these  changes  in 
sensation  there  was  a  bilateral  diminution  in  the 


corneal  reflexes  and  corneal  ulcerations  which  were 
more  marked  in  the  left  eye.  Vision  was  diminished 
in  both  eyes  but  there  was  no  hemianopsia.  The 
auditory  nerves  and  the  tympanic  membranes  were 
normal.  There  was  bilateral  paralysis  of  the  ab- 
ducens  nerves  resulting  in  an  internal  strabismus. 

During  the  last  two  months  preceding  his  en- 
trance to  the  hospital  the  patient  had  suffered  a 
marked  loss  in  weight  and  had  had  polydipsia  and 
pohniria.  His  mentality  had  degenerated,  his 
memory  had  become  p)oor,  and  he  was  unable  to  fix 
his  attention. 

Roentgen-ray  examination  of  the  skull  showed  an 
increase  in  the  size  of  the  posterior  clinoid  process 
of  the  sella  turcica  due  to  a  marked  irregular  callus 
formation  continuous  with  a  well-defined  fracture 
of  the  posterior  wall  of  the  sella  turcica. 

The  patient  suddenly  succumbed  to  cardiac 
exhaustion  accompanied  by  deep  coma.  Autopsj' 
showed  a  transverse  fracture  extending  from  one 
middle  cerebral  fossa  to  the  other  and  through  the 
base  of  the  posterior  clinoid  process.  Over  the  line 
of  the  fracture  the  dura  mater  was  very  adherent 
while  the  pia  mater  and  arachnoidea  were  greatly 
thickened. 

The  pituitary  gland  was  unrecognizable  as  such, 
having  been  replaced  by  a  small  nodular  mass  en- 
closed in  a  dense  fibrous  capsule.  Histologic  exam- 
ination disclosed  the  presence  of  fibrous  tissue  poor 
in  cells  but  no  hypophyseal  tissue.  There  were  no 
gross  interruptions  in  any  of  the  cranial  nerves  al- 
though the  fifth,  sixth,  and  seventh  nerves  were 
very  soft  and  friable.  The  gasserian  ganglia,  and 
especially  the  left  one,  were  very  adherent  to  the 
cavum  meckelii,  atrophied,  and  grayer  in  color 
than  normal. 

The  cranial  nerve  lesions  could  all  be  explained 
upon  the  basis  of  a  meningeal  haemorrhage  following 
the  fracture.  The  interesting  question  arises,  how- 
ever, as  to  whether  the  symptoms  of  diabetes 
insipidus  which  were  undoubtedly  present  were  due 
to  the  pronounced  pathology  in  the  pituitary  gland 
or  to  parahypophyseal  injury  occasioned  by  the  basal 
skull  fracture.  The  latter  theory  is  suggested  by  the 
animal  experiments  of  Camus  and  Roussy  who 
caused  symptoms  of  diabetes  insipidus  by  the  pro- 
duction of  irritative  lesions  close  to  the  pituitary 
gland. 

The  authors  compare  this  case  with  an  earlier  case 
reported  by  them  which  was  characterized  by  the 
syndrome  of  adip>osis  genitalis  with  bitemporal  hemi- 
anopsia, optic  atrophy,  and  marked  enlargement  of 
the  sella  turcica.    This  patient  gave  a  history  of 
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a  severe  head  injury  some  months  previous  to  the 
onset  of  the  symptoms.  X-ray  treatments  in- 
fluenced the  clinical  course  of  the  condition  very 
favorably. 

The  authors  believe  there  is  a  direct  relation 
between  trauma  and  the  development  of  certain 
hypophyseal  neoplasms.  Their  two  cases  illustrate 
entirely  different  types  of  hypophyseal  destruction. 
In  the  first  case  the  trauma  destroyed  the  gland 
directly  while  in  the  second  case  it  contributed  to  the 
onset  of  a  benign  hypophyseal  neoplasm. 

Loyal  E.  Davis,  M.D. 

Baehr,  E.  M.:  Tumors  of  the  Corpus  Callbsum. 

Ohio  Slate  M.  J.,  1921,  xvii,  626. 

Baehr  presents  a  brief  preliminary  study  of  tumors 
of  the  corpus  callosum  with  a  report  of  a  typical  case. 

The  patient,  a  man  65  years  of  age,  who  had  a 
negative  history,  suddenly  fell  to  the  floor  in  a 
state  of  collapse  and  remained  unconscious  for  a 
brief  time.  The  following  day  he  was  well  enough 
to  return  to  his  oflace.  Before  the  week  had  elapsed 
he  had  become  confused,  disoriented,  and  out  of 
touch  with  time  and  events.  His  mental  state  was 
a  rather  rapidly  advancing  soporific  stup>or  with 
loss  of  all  spontaneity  and  interest  which  was 
accompanied  by  an  expression  of  confusion  and 
daze.  He  was  docile  and  obedient,  knew  his  family, 
and  for  a  few  days  answered  questions. 

Physical  examination  revealed  no  abnormalities 
except  difTiculty  in  defalcation  and  loss  of  bladder 
control.  The  blood  pressure  was  120  mm.,  and  the 
discs,  reflexes,  and  urine  were  normal. 

In  the  course  of  a  few  weeks  the  patient  became 
more  and  more  stuporous  and  died  without  ever 
having  paralysis  or  convulsions. 

Postmortem  examination  of  the  brain  disclosed  a 
large  spongy  tumor  confined  strictly  to  the  corpus 
callosum  and  symmetrically  distributed,  extending 
bilaterally  over  the  striate  bodies  into  the  white 
substance  of  the  frontal  lobes.  There  was  complete 
destruction  of  the  corpus  callosum.  Microscopic 
section  showed  the  growth  to  be  a  small  roimd-cell 
sarcoma. 

A  review  of  the  reported  cases  indicates  that  the 
chief  difficulty  in  diagnosis  was  due  to  the  symp- 
toms caused  by  the  extension  of  the  tumor  and  pres- 
sure on  distant  parts. 

The  syndrome  of  Bristo.we  is  quoted  as  an  aid  to 
the  diagnosis.  This  is  as  follows:  (i)  gradually 
increasing  evidence  of  cerebral  involvement,  (2) 
absence  or  relative  insignificance  of  signs  of  in- 
creased intracranial  pressure,  (3)  deep  disorder  of 
the  intelligence  characterized  by  an  unusual  type 
of  stupor  and  peculiar  non-aphasic  speech  defects, 
(4)  absence  or  infrequency  of  impairment  of  the 
cranial  nerves,  and  (5)  hemiparetic  manifestations 
with  possibly  slight  impairment  of  the  opp)osite  side. 

The  author  draws  the  following  conclusions: 

The  mental  disorders  stand  out  prominently  in 
all  cases:  progressive  loss  of  spontaneity,  well- 
defined  memory  disorders,  interruption  in  the  nor- 


mal sequence  of  ideas,  and  loss  of  discrimination  but 
conservation  of  intelligence  until  late  in  the  course 
of  the  process.  The  author  offers  a  briefer  syndrome 
than  Bristowe's,  as  follows:  (i)  disorders  of  intelli- 
gence of  the  type  described,  (2)  absence  or  insignifi- 
cance of  signs  of  increased  intracranial  pressure, 
(3)  absence  of  definite  evidence  (Kennedy's  signs)  of 
ttunor  of  the  frontal  lobe,  and  (4)  absence  of  paraly- 
tic or  convulsive  phenomena  until,  as  the  result  of 
encroachment,  motor  and  sensory  pathways  or  the 
cranial  nerves  are  affected.    J.  J.  Lebowitz,  M.D. 

Tzaico,  A. :  Autoplasty  on  the  Lower  Lip  by  Doubly 
Inverting  a  Flap  from  the  Neck  (Autoplastie  de 
la  livre  inf^rieure  par  lambeau  cervical  deux  fois 
rcnvers^).   Presse  nUd.,  Par,  1921,  xxix,  723. 

In  the  complete  excision  of  a  carcinoma  of  the 
lower  lip  a  large  amount  of  tissue  is  often  removed 
and  in  some  instances  sufficient  tissue  cannot  be 
turned  down  from  the  cheeks  or  the  upper  lip  to 
bridge  the  defect.  To  repair  this  area  successfuUj 
the  author  has  devised  a  plastic  operation  which 
utilizes  a  flap  of  skin  obtained  from  the  median 
line  of  the  neck. 

Two  longitudinal  incisions  slightly  divergent  and 
about  four  times  as  long  as  the  width  of  the  defect 
are  made  downward  from  the  angles  of  the  mouth  and 
united  by  a  transverse  cut.  The  skin  is  then  dissected 
upward  so  that  the  base  of  the  flap  is  in  proximity 
to  the  lower  lip.  Care  is  taken  to  maintain  uniform 
thickness  in  the  flap.  The  flap  is  then  turned  upward 
and  its  edges  are  sutured  to  those  of  the  area  of 
defect.  The  outer  layer  of  skin  is  then  in  proximity 
to  the  teeth  and  gingiva  but  the  author  maintains 
that  this  surface  undergoes  changes  so  that  ultimate- 
ly it  resembles  mucous  membrane.  The  upper  end 
of  the  flap  is  then  turned  downward  and  its  edges  arc 
sutured.  This  brings  about  a  doubling  of  the 
original  flap  and  the  approximation  of  its  dissected 
surfaces.  The  dissected  surfaces  are  accurately  and 
tightly  apposed  to  prevent  the  formation  of  a 
haematoma. 

If  necessary,  transverse  incisions  are  made 
along  the  inferior  border  of  each  mandible  in  order  to 
resect  all  glandular  tissue.  These  edges  are  then 
united  and  the  original  median  and  transverse 
incisions  in  the  neck  are  brought  together.  Horse- 
hair sutures  are  used  throughout  to  prevent  un- 
necessary suture  scarring.  In  the  formation  of  the 
flap  allowance  is  made  for  retraction. 

Loyal  E.  Davis,  M.D. 

Ombr^anne,  L. :  Restoration  of  the  Lower  Border 
of  the  Nostril  in  Simple  Harelip.  (Restauration 
du  seuil  de  la  narine  dans  le  bec-de-Ifivre  simple). 
Presse  mid.,  Far.,  1921,  xxix,  703. 

In  harelip  operations  surgeons  have  given  nearly 
all  their  attention  to  the  reconstruction  of  the  lip 
and  have  almost  entirely  neglected  the  correction  of 
the  nostril.  When  the  nostril  is  not  properly  re- 
formed there  is  always  decided  disfigurement, 
however  well  the  lip  has  been  reconstructed. 
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For  the  reconstruction  of  the  lip  Mirault's  method 
as  modified  by  Jalaquier  is  recognized  as  the  best. 
In  Ombredanne's  opinion  a  similar  procedure  should 
be  employed  in  reconstructing  the  nose  but  he  uses  a 
symmetrical  strip  which  is  cut  inversely  to  that  used 
by  Mirault  and  is  formed  at  the  right  side.  He 
states  that  at  the  two  extremities  of  the  labial 
fissure  the  same  autoplastic  manoeuvre  must  be  done 
exactly  on  both  the  buccal  orifice  and  the  nostril. 
To  form  a  good  lip,  Strip  A  must  join  exactly  at 
A',  and  to  form  a  good  nostril,  Strip  B  must  join 
exactly  at  B'  (See  figs,  above).        W.  A.  Brennan. 

NECK 

Lenormant,  C:  Four  Gases  of  Malignant  Bran- 
chioma  (Quatre  cas  de  branchiomes  malins). 
/.  de  chir.,  1921,  xviii,  358. 

In  Lenormant's  opinion  primary  malignant  tu- 
mors of  the  neck  of  branchial  origin  are  not  so  rare  as 
the  textbooks  would  lead  us  to  believe.  The  clinical 
symptoms  are  sufficiently  clear-cut  to  enable  any 
experienced  surgeon  to  recognize  them  at  once  and 
he  will  find  them  quite  often  if  he  looks  for  them. 
Siegel  found  six  unpublished  cases  in  two  years  and 
Lenormant  operated  upon  four  cases  in  the  same 
space  of  time.  Three  of  the  latter  four  cases  had  the 
usual  evolution:  a  hard  and  irregular  kernel  appeared 
deep  in  the  carotid  or  the  carotid-submaxillary  region, 
rapidly  invaded  the  neighboring  organs,  and  showed 
all  the  characters  of  a  solid  malignant  tumor.  The 
fourth  was  a  case  of  transformation  of  a  branchial 
cyst. 

Several  cases  of  transformation  of  branchial  cysts 
into  malignant  branchiomata  are  reported  in  the 
literature.  The  growth  in  the  author's  case  was  a 
mixed  tumor  with  both  mesodermic  and  epithelial 
elements.  The  majority  of  tumors  of  branchial 
origin  are  mixed  tumors. 

Lenormant  states  that  there  are  certain  characters 
which  differentiate  branchial  cancer  from  other 
malignant  tumors  of  the  neck  and  from  neoplastic 
adenopathy.  In  its  size  and  irregularity,  its  early 
adherence  and  fixation,  its  quick  infiltration  of  the 
tissues,  and  its  form,  which  is  that  of  an  indurated 


plaque  like  a  breast  or  parotid  cancer,  it  diflFers 
decidedly  from  a  lymphosarcoma  and  the  rarer 
tumors  of  the  inter-carotid  gland. 

In  the  ablation  of  the  tumor  it  is  prudent  to  re- 
move the  regional  glands  although  in  forty-nine 
cases  of  branchial  epithelioma  Veau  foimd  that 
they  became  invaded  in  only  nine.  This  procedure  is 
tedious,  mutilating,  and  bloody,  but  not  particularly 
severe.  Lenormant's  four  patients  supported  the 
operation  well,  making  a  good  recovery.  Siegel 
reported  nine  deaths  in  sixty  cases  in  which  the 
tumor  was  completely  removed.  The  unfortunate 
fact  remains,  however,  that  very  early  recurrence 
is  the  general  rule.  Lenormant's  cases  form  no 
exception  to  this  rule  as  there  have  been  three 
recurrences,  one  of  which  appeared  within  a  month 
after  the  operation.  Operation  under  such  circum- 
stances would  scarcely  appear  justified  were  it  not 
for  the  fact  that  there  is  an  occasional  permanent 
recovery.  The  author  suggests  that  possibly  the 
combined  use  of  surgery  and  radiimi  would  improve 
the  prognosis.  W.  A,  Brennan. 

Bevan,  A.  D.:  Two  Cases  of  Mediastinal  Tumor 
Which  Proved  To  Be  Substernal  Thyroid 
Enlargement.  Surg.  Clin.  N.  Am.,  1921,  i,  957. 

Both  cases  reported  were  those  of  men  past  50 
years  of  age  who  came  to  the  hospital  because  of 
symptoms  of  mediastinal  tiunor  pressure  such  as 
engorgement  of  veins  in  the  neck  and  chest,  hoarse- 
ness due  to  pressure  on  the  recurrent  laryngeal 
nerve,  increasing  dyspnoea  on  exertion,  and  cyano- 
sis of  the  face. 

At  examination  percussion  revealed  an  enlarged 
area  of  dullness  over  the  mediastinum  and  more  to 
the  right  side.  The  Wassermann  test  was  negative. 
The  X-ray  showed  a  tumor  in  the  mediastinum. 
In  one  case  there  was  thyroid  gland  on  the  right 
side  of  the  neck  only,  while  in  the  other  case  no 
cervical  gland  was  palpable. 

The  treatment  was  much  the  same  in  both  cases. 
Under  local  anaesthesia  an  incision  was  made  along 
the  inner  side  of  the  sternocleidomastoid  muscle, 
the  omohyoid  muscle  and  deep  fascia  were  divided, 
and  the  thyroid  cartilage  and  trachea  were  exposed. 

In  Case  i  the  right  thyroid  lobe  was  grasped  and 
pulled  upon,  blunt  dissection  was  made  along  the 
tiunor  into  the  mediastinum,  and  as  much  of  the 
gland  as  possible  was  removed  by  morcellation 
after  ligation  of  the  superior  and  inferior  thyroid 
vessels.  After  considerable  haemorrhage  had  ensued, 
the  wound  was  packed  with  iodoform  gauze,  which 
'  readily  controlled  the  bleeding,  and  the  woimd  was 
closed  except  for  a  lower  opening  for  the  gauze. 

In  Case  2,  in  which  no  glands  in  the  neck  were 
palpable,  it  was  noted  that  during  swallowing  a 
small  piece  of  tissue  appeared  on  the  right  side.  This 
was  grasped  with  the  forceps  and  by  gentle  traction 
the  whole  mediastinal  tumor  mass  was  pulled  out  of 
the  chest.  The  mass  was  found  to  extend  part  way 
to  the  left  side.  All  the  tumor  was  removed  except 
the  left  portion. 
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In  both  cases  the  pressure  symptoms  were  greatly 
relieved,  and  although  in  Case  i  infection  ensued 
and  what  was  probably  the  greater  portion  of  the 
remainder  of  the  gland  sloughed  out,  both  patients 
were  progressing  favorably  some  weeks  after  the 
operation. 

As  supplementary  treatment,  thyroid  gland  ex- 
tract and  the  X-ray  were  used. 

M.  H.  HoBART,  M.D. 

Ochsner,  A.  J.,  and  Nuzum,  J.:  Ligation  of  the 
Inferior  ThjToid  Artery  and  Vein  According 
to  the  Method  Introduced  by  Professor  De 
Ouervain:  The  Use  of  Local  Anaesthesia  in 
These  Operations  and  in  Thyroidectomy. 
Surg.  Clin.  N.  Am.,  1921,  i,  981. 

The  authors  state  that  the  object  of  this  paper  is 
to  point  out  the  simplicity,  safety,  and  efficiency 
of  the  method  of  ligating  the  inferior  thyroid  artery 
which  was  first  developed  and  described  by  Professor 
DeQuervain  of  Berne.  • 

While  the  simplicity  of  ligation  of  the  superior 
thyroid  vessels  has  produced  a  practically  stand- 
ardized technique,  the  close  relationship  of  the 
inferior  thyroid  arteries  to  the  inferior  parathyroid 
glands,  the  recurrent  laryngeal  nerves,  and  the 
trachea  has  produced  a  variety  of  methods  for  liga- 
ting the  inferior  thyroid  vessels. 

The  point  where  the  inferior  artery  crosses  the 
recurrent  laryngeal  nerve  near  the  outer  border 
of  the  trachea  has  been  a  favored  site  for  ligation 
because  the  adjacent  structures  can  be  readily 
located.  Ligation  at  this  site,  however,  may  either 
directly  injure  the  inferior  parathyroid  or  block  its 
main  blood  supply.  In  the  former  case  permanent 
tetany,  and  in  the  latter,  transient  tetany,  may 
result. 

If  the  inferior  thyroid  artery  is  ligated  in  the 
course  of  a  thyroidectomy,  injury  of  the  parathy- 
roid can  be  avoided  by  clamping  the  lower  pole  of 
the  gland  from  without  inward  and  upward  so  that 
the  vessels  and  tissue  included  in  the  compression 
are  in  front  of  the  posterior  capsule  of  the  gland  and 
distal  to  the  branch  of  the  artery  to  the  parathyroid 
gland.  By  this  manoeuvre  injury  of  the  trachea  and 
recurrent  laryngeal  nerve  is  avoided.  In  view  of  the 
safety  of  ligation  by  this  method,  the  authors  pre- 
sent the  query,  "Why  not  in  all  instances  follow  the 
plan  of  operating  in  front  of  the  posterior  capsule  of 
the  thyroid  gland?"  In  cases  in  which  the  ligation 
is  a  step  in  the  removal  of  a  lobe  of  the  gland,  the 
method  described  is  to  be  preferred.  On  the  other 
hand,  when  the  patient's  condition  is  so  serious  that' 
even  a  partial  thyroidectomy  is  contra-indicated, 
too  much  traumatism  is  incurred  for  this  to  be  a 
safe  procedure.  In  such  cases  it  is  essential  to  employ 
a  method  which  is  simple,  which  produces  the  mini- 
mum amount  of  trauma,  and  which  will  avoid  injur- 
ing any  important  structures  either  directly  or 
indirectly.  The  authors  feel  that  the  operation 
developed  by  Professor  DeQuervain  fills  these  re- 
quirements. 


Only  one  vessel  should  be  ligated  at  one  sitting 
and  the  interval  between  successive  ligations  should 
be  at  least  a  week. 

The  ligation  is  performed  under  local  anaesthesia. 
The  incision  is  made  in  the  line  of  the  Kocher  trans- 
verse collar  incision  to  be  used  at  the  deferred  thy- 
roidectomy. In  this  line  a  transverse  incision  3  cm. 
in  length  and  3  cm.  above  the  clavicle  is  made  at  the 
outer  border  of  the  sternocleidomastoid  muscle. 
The  posterior  attachment  of  the  mtiscle  is  loosened 
and  the  carotid  artery  is  exposed  by  blunt  dissec- 
tion extending  $  cm.  along  the  outer  margin  of 
the  muscle.  The  inferior  thyroid  artery  maj"-  then 
be  located  by  gentle  exploration  with  the  finger 
near  the  center  of  the  free  space  in  front  of  the  carot- 
id artery.  Caution  is  essential  to  avoid  rupturing 
the  inferior  thyroid  vein.  The  inferior  thyroid 
artery  is  exposed  for  a  distance  of  i  cm.  from  its 
origin  and  closed  by  two  ligatures  i  cm.  apart. 
After  tightening  of  the  ligatures,  but  before  the 
knot  is  secured,  the  patient  should  be  asked  to  speak 
and  to  cough  as  hoarseness  will  indicate  that  the 
recurrent  laryngeal  nerve  is  in  an  aberrant  position 
and  has  been  included  in  the  ligature. 

If  a  second  ligation  is  indicated,  it  is  well  to  expose 
also  the  ima  thyroid  artery  and  the  external  jugulars 
and  to  ligatc  these  if  they  are  found  to  be  enlarged. 

The  authors  sum  up  the  advantages  of  this  pro- 
cedure as  follows:  "There  is  no  danger  of  injury  by 
this  operation  to  the  parathyroid  gland,  the  recur- 
rent laryngeal  nerve,  or  the  trachea  either  directly 
or  indirectly  because  the  field  of  operation  does  not 
approach  these  structures  sufficiently  to  permit 
direct  trauma,  and  there  is  always  a  sufficient 
amount  of  collateral  circulation  so  that  the  nutri- 
tion of  the  inferior  thyroid  gland  will  not  be  inter- 
fered with."  They  claim  also  that  "the  benefit  is 
greater  from  ligating  one  inferior  thyroid  artery 
than  from  ligating  both  superiors,  and  if  this  method 
is  followed  the  resulting  trauma  is  less  than  that 
resulting  from  the  ligation  of  one  superior  thyroid 
artery." 

The  balance  of  the  article  is  devoted  to  a  presenta- 
tion of  the  authors'  method  of  performing  thyroidec- 
tomies under  local  anaesthesia.  The  advantages  of 
local  anaesthesia  as  against  general  ether  anaesthesia 
have  been  so  generally  presented  that  it  is  not  neces- 
sary to  recapitulate  here  the  eleven  points  listed. 

The  patient  receives  two  hyp>odermic  injections 
of  ^  and  Vg  gr.  of  morphine  respectively  and 
1/150  gr.  of  atropine  sulphate,  the  first  two  hours 
and  the  second  one  hour  before  operation.  The 
local  anaesthetic  is  prepared  according  to  the  fol- 
lowing formula:  J 

Apothesene gm.  0.6  —  gr.  7.5  1 

Sodium  chloride gm.  0.8  —  gr.  12. 

Aqua  destillata q.  s.  ad  10  c.  cm. 

This  is  sterilized  by  boiling  for  from  three  to  five 
minutes.  Three  and  one-half  ounces  of  this  solu- 
tion are  generally  used.  Anaesthesia  is  complete 
within  three  to  five  minutes  and  lasts  for  one  to  two 
hours.    Anaesthesia  is  secured  by  the  intradermal 
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and  subcutaneous  injection  of  the  apothesine  solu- 
tion and  the  blocking  of  nerve  trunks.  The  regional 
points  and  the  method  of  injection  are  shown  by 
plates. 

The  presentation  includes  an  analysis  and  sum- 
mary of  the  results  of  the  method  in  107  consecutive 


cases  including  all  types  of  goiter  from  marked  ex- 
ophthalmic to  simple  colloid  goiters.  In  this  series 
there  were  no  deaths;  in  each  case  liqtud  nourish- 
ment was  taken  immediately  after  the  operation 
and  the  patient  was  discharged  from  the  hospital 
at  the  end  of  one  week.  W.  O.  Johnson,  M.D. 


SURGERY  OF  THE   CHEST 


CHEST  WALL  AND  BREAST 

Eisendrath,  D.  N.:  The  Lymphatics  of  the  Female 
Breast  in  Relation  to  Carcinoma  of  the  Breast. 

Surg.  Clin.  N.  Am.,  1921,  i,  1025. 

The  three  cases  presented  bring  up  the  question 
of  the  frequency  with  which  primary  involvement 
of  the  subclavicular  and  supraclavicular  lymph  nodes 
occurs  in  carcinoma  of  the  breast,  and  the  question 
as  to  what  change  is  necessary  in  our  radical  opera- 
tion to  conquer  this  regional  invasion.  In  the  dis- 
cussion of  the  conditions  in  which  an  exploration 
with  removal  of  all  lymph-node-bearing  fat  of  the 
subclavicular  and  supraclavicular  regions  is  justi- 
fied, attention  is  directed  to  Alornard's  investi- 
gations of  the  relation  of  the  lymphatics  of  the 
breast  by  means  of  injection. 

Five  types  of  lymphatic  drainage  toward  the 
axillary,  subclavicular,  and  supraclavicular  nodes 
are  described.  Typye  i,  found  forty-five  times  in  100 
breasts,  is  the  classical  type,  consisting  of  three  to 
five  lymphatic  tninks  leaving  the  outer  and  lower 
border  of  the  mammary  gland  and  reaching  the 
central  group  of  lymph  nodes  lying  on  the  axillary 
vein.  The  first  set  of  relay  nodes  were  those  lying 
along  the  outer  border  of  the  pectoralis  major 
muscle.  When  the  injections  passed  beyond  these 
pectoral  and  axillary  nodes  the  fluid  reached  the 
subclavicular  nodes  and  in  some  cases  even  the 
supraclavicular  nodes. 

In  Type  2  the  lymphatic  trunks  lead  to  the  outer 
■  axillary  chain.  This  type  was  found  in  twelve 
K^     breasts. 

H         In  Type  3,  found  in  thirty-five  breasts,  there  are 
^^    two  lymphatic  trunks,  axUlary  and  subclavicular. 
^M  One  of  these  is   the  classical   type  described    as 
^^B  Type  I.    The  other  lymphaUc  trunk  is  formed  by 
^H  two  or  three  smaller  ones  which  leave  the  upi>er 
^^B  inner  portion  of  the  breast.    These  trunks  proceed 
^^  directly  to  the  group  of  nodes  lying  beneath  the 
clavicle  and  pass  upward  beneath  the  pectoralis 
minor  near  its  costal  inserrions.    When  this  typ)e  is 
present  a  single  barrier  formed  by  the  subclavic- 
ular nodes    separates    the   breast   from   the   sup- 
raclavicular nodes.    In  twenty  cases  the  axillary 
and  subclavicular  territories  were  completely  inde- 
pendent. 

In  Type  4  lymphatic  tnmks  are  found  between 
the  two  pectorals.  This  type  closely  resembles  the 
third  type,  but  the  trunk  to  the  subclavicular  nodes 
passes  between  the  pectoralis  major  and  minor 
muscles. 


In  Type  5,  found  in  three  breasts,  the  lymphatic 
trvmks  lead  directly  to  the  supraclavicular  nodes. 
This  explains  how  the  axillary  nodes  may  be 
spared  while  an  early  invasion  of  the  supraclavicular 
nodes  occurs,  especially  in  cancers  of  the  upper 
inner  quadrant. 

The  author  describes  two  sets  of  supraclavicular 
nodes,  and  states  that  he  is  not  yet  convinced  of 
the  necessity  for  the  removal  of  the  lymph-node- 
bearing  fat  of  the  supraclavicular  region  as  a 
routine  procedure  in  the  radical  operation.  In  can- 
cer of  the  upper  half  of  the  breast,  however,  as  in 
three  cases  described,  aU  of  the  fat  and  other  tis- 
sues as  far  as  the  clavicle,  and  if  possible  to  the 
subclavian  vein  itself,  should  be  removed. 

J.  D.  Ellis,  M.D. 

Greenough,  R.  B.,   and   Simmons,   C.   C:    End- 
Results  in  Cancer  Cases;  Cancer  of  the  Breast. 

Boston  M.  y  S.  J.,  1921,  clxxxv,  253. 

The  authors  report  on  103  personally  observed 
cases  of  cancer  of  the  breast  and  oflFer  a  method  of 
classification  which  they  have  foimd  satisfactory 
in  a  study  of  the  cases  occurring  at  the  Massachu- 
setts General  Hospital.  The  scheme  for  the  report- 
ing of  the  end-results  of  the  treatment  of  carcinoma 
may  be  svunmarized  as  follows: 

A.  Record  all  cases  entering  the  surgical  wards 
with  the  specified  diagnosis  during  the  period 
selected. 

B.  Eliminate  all  re-entries.  No  case  should  ap- 
pear twice  in  the  report. 

C.  Eliminate  all  cases  recurrent  after  previous 
operation  in  a  hospital  or  elsewhere;  these  are  not 
cases  of  primary  attempt  to  cure. 

D.  Deducting  B  -\-  C  from  A ,  we  have  the  num- 
ber of  cases  of  cancer  available  for  the  study  of 
operabUity,  mortality,  and  other  op>erative  statis- 
tics. These  cases  may  be  subdivided  as  follows: 

E.  Cases  of  radical  operation. 

F.  Cases  of  palliative  operation. 

G.  No  operation  advised  or  performed. 
H.  Opyerative  deaths. 

/.   Operative  mortality,  B  ■¥  E-\-  F. 

J.  Operability  (radical  operations),  E  -i-  D. 

K.  Operabihty  (all  operations),  £  -f  F  -5-  £>. 

For  the  study  of  the  end-results  of  treatment  cer- 
tain cases  included  in  D  are  of  no  value  and  should 
be  deducted,  viz.: 

L.  Cases  proved  not  to  be  cancer,  either  by 
pathologic  examination  of  tissue,  absence  of  recur- 
rence, or  autopsy. 
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M.  Cases  of  patients  untraced  for  the  required 
time-interval  —  three  years,  five  years  —  after  they 
left  the  hospital. 

N.  Cases  of  patients  who  have  died  of  other 
diseases  within  the  required  interval  of  time  and 
without  evidence  of  recurrence. 

0.  The  cases  remaining  after  deducting  L,  M, 
and  N  from  D  are  available  for  the  study  of  end- 
results  as  follows: 

P.    Radical  operations. 

Q.    Palliative  operations. 

R.    No  operation. 

S.  Number  of  patients  alive  without  recurrence 
(three  years;  five  years). 

T.  Number  of  patients  who  have  died  (after 
three  or  five  years)  without  recurrence. 

U.  Number  of  three-year  or  five-year  "cures." 
All  operations.  S  -^  T. 

V.  Number  of  three-year  or  five-year  "cures." 
Radical  operations. 

W.  Percentage  of  three-year  or  five-year  "cures. " 
All  operations.    U  -i-  P  +  Q. 

X,  Percentage  of  three-year  or  five-year  "cures. " 
Radical  operations.    V  -r-  P. 

Using  this  method  for  reporting  end-results  the 
authors  submit  the  following  table  comparing  the 
results  obtained  in  cancer  of  the  breast  at  the 
Massachusetts  General  Hospital  for  the  periods 
1894  to  1904  and  191 1  to  1914,  each  case  having 
been  studied  over  a  five-year  period. 

end-results:    carcinoma  of  the  breast 

1894-1904   1911-1914 

A.  Total  entries  —  carcinoma  of 

breast 613  115 

B.  Re-entries  (entered  more  than 

once) 80  8 

C.  Recurrence  from  previous  op- 

eration   65  4 

D.  Cases  available  for  study  of 

operability,  mortality,  etc...  468  103 

E.  Radical  operation 360  74 

F.  Palliative  operation 56  20 

G.  No  operation 52  9 

H.  Operative  deaths 15  o 

I.    Operative  mortality  (H^E-fF)  3.6%         0% 

J.    Operability:  radical  operations 

(E-D) 77%  72% 

K.  Operability:  all  operations 

(E-fFjD) 89%  91% 

L.    Inconclusive  cases:  lack  (>ath- 

ologic  examination o  o 

M.  Inconclusive  cases:  untraced..  38  5 

N.  Inconclusive  cases :   death 

within   time   limit   without 

recurrence 2  3 

O.   Cases  available  for  end-result 

data 428  95 

P.    Radical  operations 320  69 

Q.   Palliative  operations 56  17 

R.   No  operation 52  9 

S.    Number  of  patients  alive  and 

well 64  22 

T.   Number  of  patients  who  died 

without  recurrence 7  i 


71 

33 

67 

22 

19% 

27% 

?I% 

32% 

U.  Number  of  five-year  "cures," 

all  operations 

V.    Number  of  five-year  "cures," 

radical  operations 

W.  Percentage    of    "cures,"     all 

operations  (U-J-P-f-Q) 

X.  Percentage  of  "cures,"  radical 

operations  (V-^P) 


The  following  table  gives  the  results  obtained  in 
67  cases  of  primary  radical  operation,  the  cases  being 
classified  according  to  the  type  of  carcinoma: 

Percent - 

Cases  "Cures"  ages 

Scirrhus 8  i  i2>^ 

Medullary 17  6  35 

"Cancer" 34  11  32 

Adenocarcinoma 6  a  n 

Colloid 3  2  100 

In  order  to  estimate  the  prognosis  in  95  tracetl 
cases  they  were  further  classified  according  to  the 
conditions  found  at  operation. 

Percent- 
Class  Condition  Cases  "Cures"    ages 

1  r^rly  favorable  (no  enlarged 

gland.s) 14  10  71 

2  I-'avorabIc    (glands    slightly 

enlarged) 26  9  a 

3  Average  cases  (glands  mark- 
edly enlarged 39  3  10 

4  .Advanced   cases   (palliative 

operation) 17  i  5 

5  Hopeless  cases    (no   opera- 
tion)          9  o  o 

R.  C.  Webb,  M.D. 

Kilgore,  A.  R.:  Is  Paget's  Disease  of  the  Nipple 
Primary  or  Secondary  to  Cancer  of  the  Under- 
lying Breast?  Arch.  Surg.,  1921,  iii,  324. 

On  the  basis  of  intensive  study  the  author 
has  come  to  the  conclusion  that  the  term  "Paget's 
disease"  should  be  limited  to  those  lesions  present- 
ing the  typical  histology:  (i)  epithelial  hyper- 
trophy; (2)  subepithelial  round-cell  infiltration, 
and  (3)    Paget's  cells. 

All  the  cases  of  Paget's  disease  reported  empha- 
size the  importance  of  removing  the  entire  breast 
for  any  chronic,  persisting  eczema  or  ulcer  of  the 
nipple,  regardless  of  the  apparent  presence  or 
absence  clinically  of  deeper  breast  changes.  At 
operation,  the  decision  for  or  against  axillary  dis- 
section should  depend,  not  on  frozen-section  diag- 
nosis of  the  nipple  condition  as  regards  true  Paget's 
disease  and  other  eczemas,  but  on  the  pathologic 
condition  of  the  breast  itself.  The  best  procedure 
is  amputation  of  the  breast  with  a  wide  zone  of 
skin,  the  knife  cautery  being  used  in  cutting  across 
the  lymphatics  leading  to  the  axilla  and  axillary 
dissection  being  done  immediately  if  any  gross  or 
frozen-section  evidence  of  cancer  is  found  in  the 
excised  breast. 
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Three  cases  are  reported  which  demonstrate  that 
Paget's  disease  is  usually  primary  to  cancer  of  the 
breast  which  has  been  found  frequently  in  association 
with  it.  In  one  of  these  cases  no  change  whatever 
had  occurred  in  the  breast,  and  in  two  cases  the 
early  changes  of  what  was  probably  duct  carcinoma 
had  begun  when  the  breast  was  excised.  A  fourth 
case  is  reported  in  which  all  the  evidence  of  the  his- 
tory and  pathology  pointed  to  a  reversal  of  this 
order,  the  cancer  in  the  breast  apparently  having 
originated  first.  If  the  deductions  in  these  cases 
are  correct,  both  schools  in  the  controversy  regard- 
ing the  primary  or  secondary  nature  of  Paget's 
disease  have  been  right.     H.  A.  McELnight,  M.D. 

TRACHEA  AND  LUNGS 

Whittemore,  W.,  and  Chaffin,  G.  L.:  Extrapleural 
Thoracotomy  for  Advanced  Unilateral  Pulmo- 
nary Tuberculosis;  Report  of  a  Case.  Boston 
M.  6*5.  /.,  1921,  cLsxxv,  249. 

Artificial  pneimiothorax  produces  marked  bene- 
ficial results  in  many  cases  of  pulmonary  tuberculo- 
sis but  cannot  be  used  in  25  per  cent  of  the  cases 
because  adhesions  prevent  the  collapse  of  the  limg. 
Bauer  and  Friedrich  in  1907  suggested  thoracoplasty 
for  the  latter  type  of  case.  The  original  mortality 
rate  of  25  per  cent  has  been  greatly  reduced  so  that 
today  the  procedure  is  comparatively  safe. 

The  authors  report  a  case  treated  at  the  Massa- 
chusetts General  Hospital.  The  patient  was  an 
Italian  laborer,  34  years  of  age,  who  gave  a 
history  of  tuberculosis  of  eight  years'  duration. 
All  the  clinical  signs  of  advanced  pulmonary  tuber- 
culosis were  noted  on  the  right  side  but  none  on  the 
left  side.  Operation  was  jjerformed  after  the  method 
of  Paulsen  and  Sangman  under  regional  and  local 
infiltration  anaesthesia.  The  incision  extended  paral- 
lel to,  and  about  3  cm.  from,  the  spine  and  then 
laterally  along  the  tenth  rib.  Subperiosteal  resec- 
tion of  sections  of  the  upper  eleven  ribs,  beginning 
at  the  eleventh  and  working  upward,  was  done.  The 
sections  removed  ranged  in  length  from  2  to  ii>^ 
cm.,  the  upper  sections  being  the  shorter.  After 
the  completion  of  the  rib  resection  the  parietal  pleura 
was  freed  from  the  chest  wall  forward  and  backward, 
a  rubber  dam  drain  was  inserted,  the  woimd  was 
closed,  and  a  chest  belt  was  applied  to  cause  pres- 
sure on  the  right  lung. 

Following  the  operation  the  patient  gained  rapid- 
ly. After  two  and  one-half  months  he  left  the  hos- 
pital and  went  to  a  tuberculosis  sanatorium  where  he 
continued  to  gain  for  four  months  more.  He  then 
felt  so  well  that  he  went  to  work  but  suffered  a 
relapse.  This,  however,  yielded  to  hygienic  treat- 
ment and  at  last  reports  he  was  again  rapidly  im- 
proving. 

The  authors  feel  that  although  the  case  reported 
is  by  no  means  cured,  the  marjj^d  improvement 
shown  justifies  the  operation  performed.  Several 
roentgenograms  and  illustrations  are  included  in  the 
article.  Roscoe  C.  Webb,  M.D. 


HEART  AND  VASCULAR  SYSTEM 

Braizew,  W.  R. :  Surgery  of  the  Heart  (Zur  Chirurgie 
des  Herzens).    Naiitschnaja  med.,  1920,  Xo.  3. 

The  author  takes  up  the  question  of  the  removal 
of  foreign  bodies  from  the  heart.  The  indications 
for  operation  are  to  be  considered  with  caution. 
In  the  case  reported  by  Braizew  there  were  severe 
heart  attacks  and  marked  dyspnoea.  Any  foreign 
body  in  the  heart  may  eventually  cause  inflamma- 
tion or  scar  tissue.  When  an  operation  is  necessary 
for  the  removal  of  foreign  bodies,  the  resection  of 
ribs  is  not  to  be  considered.  Braizew  obtained 
access  to  the  heart  by  resecting  the  fifth  costal 
cartilage.  If  necessary,  the  upper  and  lower  costal 
cartilages  may  be  separated  at  the  sternum  and 
drawn  back  with  a  retractor.  The  costal  cartilages 
so  handled  by  the  author  healed  back  in  place 
without  any  difficulty.  In  the  case  reported  the 
heart  stopped  whenever  traction  was  applied  to  it. 

Braizew  tested  the  resistance  of  the  heart  by 
experiments  on  animals.  He  found  that  a  dog's 
heart  withstands  compression  of  the  right  ventricle 
for  two  or  three  -minutes.  The  most  dangerous 
procedure  is  luxation  of  the  heart  out  of  the  wound 
which  causes  traction  on  the  large  vessels.  In  the 
dogs  experimented  upon  the  heart  finally  stopped. 
In  clinical  surgery,  however,  there  have  been  cases 
in  which  such  manipulation  did  not  cause  any 
untoward  results. 

In  suturing,  the  wound  edges  must  both  be 
grasp>ed  in  one  and  the  same  movement.  The  author 
recommends  the  placing  of  two  preliminary  sutures, 
one  on  either  side  of  the  site  of  the  foreign  body. 
The  heart  must  be  sutured  with  silk.  The  suture 
should  be  so  introduced  that  the  intima  is  not 
included. 

Dujarier  and  Kostenko  recommend  catgut  for 
heart  sutures.  The  author  used  catgut  No.  4  to  sew 
the  wall  of  the  right  ventricle  in  animal  experiments. 
After  five  days  the  catgut  was  absorbed  and  the  dog 
died  from  haemorrhage.  Catgut  therefore  should  not 
be  employed  for  wounds  that  perforate  into  the 
heart  cavities.  The  author  did  a  two-row  suture  of 
the  heart  in  which,  beside  the  interrupted  suture, 
he  employed  also  a  thin  silk  suture.  He  hopes  in 
this  manner  to  prevent  postoperative  adhesions. 
The  case  operated  upon  by  Braizew  was  as  follows: 

A  24-year-old  man  received  a  shrapnel  wound  of 
the  chest  four  months  previously.  The  bullet  en- 
tered the  posterior  wall  of  the  thorax  at  the  lateral 
edge  of  the  scapula  at  the  level  of  the  fifth  rib.  A 
pleural  exudate  on  the  right  side,  high  fever,  dys- 
pnoea, and  palpitation  of  the  heart  developed.  At 
intervals  there  was  pain  in  the  heart  region.  The 
pulse  was  120.  The  patient  wore  a  compression 
band  to  prevent  thorax  widening.  The  heart  was 
enlarged  to  the  left.  The  X-ray  showed  the  bullet 
in  the  right  ventricle.  Operation  was  performed 
under  combination  anaesthesia. 

.\n  arched  parasternal  incision  was  made  extend- 
ing along  the^sixth  costal  cartilage.    The  pleura 
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bulged  outward.  The  mammary  artery  was  ligated 
and  a  pericardiotomy  was  done.  On  palpation  the 
projectile  was  found  to  be  firmly  embedded  in  the 
connective  tissue.  After  extraction  the  myocardium 
was  sutured  with  three  interrupted  sutures  of  silk. 
The  first  line  of  sutures  was  then  covered  by  suture 
of  the  epicardium.  The  costal  cartilage  was  replaced 
and  a  tampon  inserted.  The  tampon  was  removed 
on  the  fourth  day. 

The  patient  made  an  uneventful  recovery  in 
spite  of  postoperative  bronchitis.  He  was  discharged 
from  the  hospital  at  the  end  of  two  months  in  excel- 
lent condition.  Some  palpitation  occurs  when  he 
runs  and  there  is  still  slight  enlargement  of  the 
heart  to  the  left.  The  X-ray  shows  no  pericardial 
adhesions.  The  electrocardiograph  shows  a  slight 
functional  derangement  of  the  myocardium.  After 
three  and  one-half  months  the  results  still  remain 
excellent.  Hesse  (Z). 

PHARYNX  AND  (ESOPHAGUS 

Sencert,  L.,  and  Simon,  R.:  The  Operative  Treat- 
ment of  Idiopathic  Dilatation  of  the  (Esophaflus 

(Le  traitcment  op6ratoire  de  la  dilatation  idio- 
pathique  de  roesophage).  Rev.  de  chir..  Par.,  1921, 
xl,  355- 

The  authors  report  a  case  of  oesophageal  dilatation 
of  unknown  cause.  On  examination  with  the  X-rays 
following  the  ingestion  of  a  barium  meal  an  enormous 
pouching  of  the  oesophagus  was  found  which  rested 
upon  the  diaphragm.  There  was  no  obstruction  to 
the  passage  of  sounds  or  catheters.  The  symptoms 
had  become  gradually  worse  for  twenty-three  years. 
At  the  time  of  examination  the  dilatation  made  it 
necessary  for  the  patient  to  straighten  his  body, 
raise  his  shoulders,  protrude  his  abdomen,  and  take 
a  deep  inspiration  in  swallowing  his  food. 

There  is  entire  agreement  regarding  the  symptoms, 
clinical  course,  diagnosis,  and  prognosis  of  idiopathic 
dilatation  of  the  oesophagus.  The  pathogenesis  may 
be  spasmodic  occlusion  of  the  cardia  or  congenital 
atony  of  the  oesophageal  musculature.  Sencert 
and  Simon  consider  the  condition  analogous  to 
megacolon  and  due  to  inability  of  the  muscular 
tissue  to  withstand  the  normal  intra-oesophageal 
pressure.  By  their  diagnostic  measures  they  have 
shown  that  there  is  no  organic  obstruction  in  the 
cardia  in  these  cases.  On  the  basis  of  this  finding 
it  is  evident  that  the  usual  treatment  of  dilatation, 
divulsion  or  cardioplasty,  is  incorrect  as  both  of 
these  procedures  are  directed  toward  removing  an 
obstruction  and  re-establishing  the  cardiac  orifice. 
The  authors  have  therefore  devised  a  new  operative 
technique  as  follows: 

Through  an  abdominal  incision  the  oesophageal 
opening  of  the  diaphragm  is  dilated  and  the  oesoph- 
agus is  pulled  downward  into  the  abdominal 
cavity  for  about  8  cm.  The  oesophagus  is  then  fixed 
in  its  new  position  to  the  borders  of  the  oesophageal 
orifice  of  the  diaphragm.  If  necessary  to  permit 
rapid  evacuation  of  the  oesophagus,  a  longitudinal 


incision  4  cm.  long,  including  the  stomach  wall  at 
its  lower  extremity,  is  made  and  closed  by  transverse 
sutures  in  two  layers.  Loyal  E.  Davis. 

Ladwig,  A.:  A  Remarkable  Case  of  Malformation 
of  the  CEsophago-Tracheal  Tube,  with  a 
Contribution  to  the  Interpretation  of  the 
Formal  Genesis  of  These  Malformations  (Ein 
bemerkenswerter  Fall  von  Missbildung  des  Oesopha- 
geo-Trachealrohres,  zugleich  ein  Beitrag  zur  AufiFas- 
sung  von  der  formalen  Genese  derarliger  Missbild- 
ungen).  Zenlralbl.  f.  ailg.  Pathol,  u.  palhol.  Anal., 
1921,  xxxi,  613. 

The  author  had  the  opportunity  to  observe  a  rare 
form  of  tracheo-cesophageal  malformation  in  a  child 
which  was  born  prematurely  (between  the  twenty- 
eighth  and  thirtieth  weeks)  and  died  three  days  later 
from  bronchopneumonia.  In  this  case  no  food  at  all 
was  retained.  Autopsy  showed  that  the  oesophagus 
ended  blindly  at  the  level  of  the  bifurcation  of  the 
bronchi.  From  the  gastric  end  probing  led  into  the 
trachea.  There  were,  therefore,  two  distinct  parts 
to  the  oesophagus,  an  upper  part  ending  in  a  dilated 
blind  sac,  and  a  lower  part  ending  in  the  trachea.  In 
addition,  the  left  kidney  and  ureter  were  absent  and 
the  right  lung  showed  extensive  bronchopneumonia. 

Blind  ending  of  the  oesophagus  with  a  slit  opening 
of  the  lower  end  into  the  trachea  is  one  of  the  com- 
mon malformations  of  oesophageal  atresia.  The 
interesting  finding  in  the  case  reported  was  the  wide 
communication  of  the  lower  end  with  the  trachea. 
Microscopic  examination  showed  that  after  opening  J 
into  the  trachea  the  oesophagus  was  continued  in  the  I 
tracheal  wall  for  some  distance  as  all  its  structures —  1 
circular  and  longitudinal  muscle  fibers,  glands,  and 
stratified  epithelium — were  found  there.  This 
malformation  has  been  observed  before,  and  accord- 
ing to  the  author  is  best  explained  by  the  theory  of 
Klebs,  Giffhorn,  and  Hoffmann,  according  to  which 
the  embryonic  folds  intended  to  separate  the 
oesophagus  and  trachea  grow  in  an  abnormal 
direction.  Gangl  (Z). 

Lilienthal,  H.:  Carcinoma  of  the  Thoracic  (Eso- 
phagus; Extrapleural  Resection  and  Plastic. 

Ann.  Surg.,  1921,  Ix.xiv,  259. 

The  operation  described  was  devised  to  minimize 
the  danger  of  septic  mediastinitis.  It  was  recog- 
nized that  before  opening  the  oesophagus  the 
mediastinum  must  be  sealed  oflf  by  a  healing  process 
which  should  have  advanced  to  the  stage  of  granu- 
lation. 

The  patient  was  a  35-year-old  man  with  a  par- 
tially obstructing  squamous-cell  carcinoma  below 
the  arch  of  the  aorta. 

At  the  first  step  the  operator  lifted  a  skin  flap 
about  3  in.  in  width  and  10  in.  in  length  which  was 
outlined  by  an  incision  beginning  at  the  eighth  inter- 
space close  to  the  spine  and  passing  obliquely  forward 
parallel  with  the  ribs  and  thence  downward  and 
backward  to  a  point  about  3  in.  below  the  point  at 
which  it  began.  This  flap  was  used  in  fashioning  the 
new  oesophagus  to  replace  the  resected  part. 
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A  6-m.  subj)eriosteal  resection  of  the  ninth  rib 
was  then  done  and  the  pleura  stripped  forward 
away  from  the  posterior  mediastinal  region.  The 
eighth,  seventh,  and  sixth  ribs  were  cut  through 
near  their  spinal  attachments  after  the  pleura  had 
been  peeled  away  and  then  the  tenth  rib  also  was 
divided.  The  pleura  could  now  be  pushed  forward 
so  that  the  organs  within  the  mediastinum  were 
exposed  through  a  wound  large  enough  to  p)ermit 
the  surgeon  to  work  in  its  depths  with  both  hands. 

With  a  stomach  tube  in  the  oesophagus  this  struc- 
ture was  easily  identified  and  stripped  from  the 
pleura  and  aorta.  The  fibers  of  the  plexus  gulae  of 
the  right  vagus  were  divided.  The  fusiform  swell- 
ing which  marked  the  tiunor  within  the  gullet  was 
about  i^  in.  below  the  arch  of  the  aorta.  The  skin 
Iflap  was  placed  in  the  wound  so  that  it  partly  en- 
'  circled  the  mobilized  oesophagus  and  its  cutaneous 
surface  was  toward  the  viscus.  This  first  step  of 
the  operation  was  concluded  by  packing  the  wound 
with  gauze.  The  patient  was  then  able  to  swallow 
fluids. 

Two  weeks  later,  without  anaesthesia  of  any  kind, 
the  wound  was  spread  apart  and  the  tumor-bearing 
section  of  the  oesophagus  was  resected.  Nourish- 
ment was  first  given  through  a  stomach  tube  passed 
into  the  lower  oesophageal  opening  and  later  through 
an  Einhom  tube  passed  from  the  mouth  to  the 
stomach  through  the  gap  left  by  the  resection.  At 
the  end  of  another  week  the  pedicle  of  the  skin  flap 
was  cut  across.  Subsequently  there  was  contraction 
of  the  cicatricial  tissue  at  the  mucocutaneous  mar- 
gins making  it  necessary  to  divide  the  strictures  by 
stellate  incisions  and  pass  bougies  frequently.  The 
final  step  consisted  in  closing  the  p>osterior  oesopha- 
geal opening  with  a  suture  and  performing  a  plastic 
op>eration  to  cover  the  defect  in  the  patient's  back 
with  skin  by  the  use  of  sliding  flaps.  A  few  days 
after  this  final  procedure  liquids  coiild  be  swallowed 
without  leakage,  and  soon  all  wounds  were  healed 
and  soft  food  could  be  taken  normally. 

A  nimiber  of  drawings  made  at  the  of>eration  are 
reproduced  in  the  article.  There  are  also  roentgeno- 
grams and  a  photograph. 


Other  cases  in  which  the  same  exposure  was 
effected  are  reported  but  all  proved  inoperable. 
The  conclusions  drawn  are  as  follows: 

1 .  Transpleural  resection  of  the  oesophagus  has  a 
forbidding  mortality. 

2.  Fatal  infection  follows  the  primary  opening 
of  the  oesophagus  within  the  mediastinum. 

3.  It  is  feasible  to  make  an  extrapleural  exposure 
of  the  posterior  mediastiniun  large  enough  to  per- 
mit the  operator  to  see  clearly  and  to  work  safely 
with  both  hands. 

4.  Resection  of  the  oesophagus  in  the  posterior 
mediastinum  can  be  done  by  performing  the  opera- 
tion in  two  stages.  In  the  first  stage,  the  oesopha- 
gus should  be  freed  from  its  attachments  and  the 
mediastiniun  sealed.  In  the  second,  ten  to  fourteen 
days  later,  the  resection  should  be  j)erformed. 

5.  This  procedure  deserves  a  fair  trial  by  thor- 
acic surgeons. 

MISCELLANEOUS 

Stincer,  E.:  A  Foreign  Body  Extracted  from  the 
Posterior  Mediastinum  by  Posterior  Thoracot- 
omy (Cuerpo  extrano  del  mediastino  posterior; 
extraccion  por  toracotomla  posterior).  Rev.  de 
med.  y  drug,  de  la  Habana,  1921,  xxvi,  767. 

The  patient  whose  case  is  rep)orted  by  Stincer 
was  a  young  man  who  had  been  operated  upon  for 
purulent  pleurisy  two  years  previously.  The 
drainage  tube  broke  because  of  poor  condition  of 
the  rubber  and  a  part  of  it  remained  in  the  pleuro- 
pulmonary  cavity.  Its  presence  ultimately  gave 
rise  to  a  fistula.  A  posterior  thoracotomy  was  there- 
fore performed  to  remove  it. 

The  operation  showed  that  the  fragment  of 
drainage  tube  had  perforated  the  left  lung  and 
lodged  in  the  posterior  mediastinum  where  its 
upi)er  end  touched  the  pleural  vault.  Its  position 
was  oblique  from  above  downward  and  from  left 
to  right.  The  only  damage  resulting  from  its 
wandering  was  the  suppurative  fistulous  tract. 
The  removal  of  the  tube  was  very  difficult  but  suc- 
cessfvdly  accomplished.  The  patient  rapidly  re- 
covered. VV.  A.  Brenn.\n. 
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ABDOMINAL  WALL  AND  PERITONEUM 

Erkes,  F.:  Sliding  Hernia  of  the  Intestine  (Der 
Gleitbruch  des  Darmes).  Ergehn.  d.  Chir.  u.  Orlhop., 
192 1,  xiii,  466. 

Sliding  herniae  occur  only  on  the  right  and  left 
ides  of  the  body  in  the  corresponding  parts  of  the 

irge  intestine  and  its  app)endages;  in  other  words, 
the  ascending  colon,  the  caecum,  the  appendix,  the 
leum,  and  the  descending  colon.  Congenital  cases 
ire  due  to  developmental  defects.    As  causes  of  the 

ccurrence  of  the  so-called  acquired  sliding  hernia 
ire  given  weakness  of  the  subperitoneal  tissue, 
itony,  obstipation,  and,  rarely,  trauma.   A  frequent 


cause  is  a  previously  present  large  hernia  of  the  small 
intestine  which,  especially  on  the  right  side,  draws 
down  the  parts  secondarily  with  the  p>arietal 
peritoneum.  The  author  distinguishes  herniae  with 
and  without  a  hernial  sac,  suspended  herniae,  and 
internal  sliding  herniae  of  the  caecum  in  the  right 
iliac  fossa. 

The  diagnosis  of  a  sliding  hernia  is  uncertain  but 
is  suggested  by  severe  pain,  incomplete  reduction, 
or  slight  bulging  during  coughing.  A  truss  is  of  no 
value.  Operation  is  the  treatment  of  choice.  Three 
of)erative  methods  are  used:  (i)  reduction  en 
masse;  (2)  resection  of  the  sac  and  suture;  and  (3)  a 
plastic  of>eration  on  the  mesentery-.    The  results 
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are  usually  good.  Of)eration  has  numerous  technical 
difficulties.  Incarceration  and  appendicitis  are 
serious  complications.  According  to  statistics,  the 
mortality  of  the  operation  is  3  per  cent.  This  form 
of  hernia  occurs  more  often  in  adults  than  in  chil- 
dren. Its  incidence  is  i .  i  per  cent.    Weichert  (Z). 

Aug6,  A.,  and  Simon,  R. :  Herniae  of  the  Semilunar 
Line  of  Spiegel  (Contribution  4  I'^tude  des  hernias 
de  la  ligne  semi-lunaire  de  Spiegel).  Rev.  de  chir., 
1921,  xl,  297. 

In  the  authors'  opinion  the  term  "ventral  hernia" 
is  too  general.  Herniae  of  the  anterior  abdominal 
wall  should  be  described  according  to  their  location. 
A  true,  spontaneous  herniation  through  the  semi- 
lunar line  of  Spiegel  is  rare.  The  authors  report  a 
case. 

In  this  condition  there  is  an  egg-shaped  tume- 
faction at  the  level  of  the  umbilicus  at  the  lateral 
border  of  the  rectus  muscle.  The  mass  is  partially 
reducible  in  the  recumbent  position  and  is  increased 
by  coughing  and  otherwise  increasing  the  intra- 
abdominal pressure.  In  about  half  the  cases  the 
hernia  is  covered  by  the  peritoneum,  subcutaneous 
tissue,  and  skin,  and  in  the  other  half  by  the  external 
oblique  in  addition.  The  border  of  the  hernial 
orifice  is  upon  the  rectus  sheath  and  is  usually  in- 
durated and  firm.  There  was  no  hernial  sac  in  the 
case  described  in  this  article. 

The  authors  believe  that  this  type  of  hernia  is 
due  to  a  congenital  malformation — complete  absence 
of  the  muscular  wall  of  the  abdominal  cavity  or  an 
anomaly  of  the  vessels  of  the  abdominal  wall. 
Such  anomalies  open  the  way  for  the  exciting 
factor  of  increased  intra-abdominal  tension  or 
trauma  to  the  abdominal  wall.  Lipomata  and 
fibromata  of  the  abdominal  wall  must  be  taken  into 
consideration  in  the  differential  diagnosis.  The 
authors  have  reviewed  all  of  the  cases  reported  in  the 
literature.  Loyal  E.  Davis,  M.D. 

Blumenau,  M.  B. :  Diaphragmatic  Herniae  (Zur  der 
Diaphragmalhernien).    Nautschnaja  mrd.,  1920,  715. 

The  subjective  symptoms  of  diaphragmatic 
hernia  consist  of  pain,  a  sense  of  pressure  chiefly  on 
the  left  side,  dysphagia,  vomiting,  and  obstipation. 
Their  severity  is  dependent  upon  the  state  of  fullness 
of  the  organs  which  have  entered  the  chest.  In  rare 
cases,  especially  those  of  children  and  young  persons, 
there  is  dilatation  of  the  chest  on  the  involved  side. 
The  affected  side  breathes  more  weakly  than  the 
normal  side.  If  the  organs  in  the  hernia  contain  air 
there  is  tympany;  if  they  contain  liquid,  there  is 
dullness.  When  there  is  tympany  the  breath  sounds 
cannot  be  heard.  If  the  lung  is  compressed  there  is 
bronchial  or  amphoric  breathing.  Often  intestinal 
sounds  are  audible.  When  the  hernia  contains 
fluid  and  air  succussion  sounds  may  be  heard. 

In  hernia  on  the  left  side  the  heart  is  often  forced 
over  to  the  right.  When  there  is  severe  compression 
of  the  heart  systolic  sounds  arise  from  kinking  of  the 
large  vessels.    These  signs  suggest  the  picture  of  a 


pneumothorax  with  a  pleural  exudate.  Diaphrag- 
matic hernia  can  be  differentiated  from  the  latter 
condition,  however,  by:  (i)  frequent  changes  in 
the  auscultation  and  p>ercussion  phenomena  due  to 
changes  in  the  fluid  and  gas  content  of  the  organs; 
(2)  intestinal  sounds;  (3)  the  absence  of  causes  pre- 
disposing to  pneumothorax  (trauma,  tuberculosis); 
and  (4)  in  doubtful  cases,  aspiration,  inflation  of 
the  stomach,  and  high  injections  into  the  intestines. 
The  X-ray  examination  is  of  the  greatest  value.  The 
author's  case,  which  was  not  operated  up)on,  was  as 
follows: 

The  patient  was  a  22-year-old  soldier  who,  follow- 
ing a  sudden  chill,  suffered  pain  in  the  left  side  of 
the  breast  and  attacks  of  coughing,  dyspnoea, 
haemoptysis,  obstipation,  and  vomiting.  His  pulse 
was  125  and  respiration  50.  The  left  side  of  the  chest 
was  totally  dull.  The  heart  boundary  was  not  de- 
finable. Bronchial  breathing  and  crepitant  r^les 
were  noted.  The  breath  sounds  were  weakened  in 
the  back  on  the  left  side.  The  abdomen  was  tense 
and  distended.  Peristalsis  was  absent.  The  temp>era- 
ture  was  loi  degrees.  Injection  was  without  result. 
The  patient  died  on  the  tenth  day  of  his  illness  and 
the  fourth  day  after  he  entered  the  medical  clinic. 
The  diagnosis  was  ileus  and  fibrinous  pneumonia. 
A  surgeon  was  not  consulted.  At  postmortem 
examination  the  colon,  the  entire  great  omentum, 
and  a  foul  exudate  containing  numerous  colon 
bacilli  were  found  in  the  left  pleural  cavity.  In  the 
diaphragm  was  a  slit  through  which  these  parts 
protruded.  The  left  lung  was  compressed  and  dis- 
located. Haimorrhagic  pleurisy  on  the  right  side  and 
atalectasis  were  found.  The  pneumonic  signs  were 
obscured  by  the  compression  of  the  lung. 

Hesse  (Z). 

Dodgson,  H.:  Traumatic  Rupture  of  the  Dia- 
phragm; Patient  Lives  Over  Two  Years.  Prac- 
titiotur,  1921,  cvii,  319. 

This  paper  is  based  on  an  autopsy  performed  on 
the  body  of  a  coal  miner  who,  two  years  before  his 
death,  had  received  a  crushing  injury  under  a  mass 
of  coal. 

Examination  showed  a  circular  aperture  about 
4  in.  in  diameter  in  the  center  of  the  left  half  of  the 
diaphragm.  In  the  left  pleural  cavity  anterior  to 
the  lung  were  found  half  the  stomach,  a  considerable 
portion  of  the  transverse  and  descending  colon,  and 
several  coils  of  small  intestine.  The  right  lung  was 
in  a  condition  of  consolidation,  the  immediate  cause 
of  death. 

The  author  has  been  able  to  find  the  report  of 
only  one  other  similar  case  in  which  the  patient 
lived  any  considerable  length  of  time. 

L  E.  BiSHKOW,  M.D. 

Cambresier,  G. :  The  Surgical  Treatment  of  Ascites 

(Traitement   chirurgical  de  I'ascite).     Arch.   mid. 
belies,  192 1,  Ixxiv,  640. 

For  more  than  thirty-five  years  there  have  been 
numerous    attempts    to    treat    ascites    surgically. 
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The  diversity  of  the  methods  employed  indicates 
the  complexity  of  the  problem  and  the  fact  that 
simple  paracentesis  is  not  satisfactory.  The  surgical 
mortality  in  ascites  is  high,  being  30  per  cent,  but 
the  causal  affection,  if  left  to  itself,  has  an  unfavor- 
able prognosis  and  is  often  rapidly  fatal. 

One  of  the  factors  favoring  surgical  intervention 
in  ascites  is  the  light  which  laparotomy  throws  on 
the  nature  of  the  causative  condition. 

The  author  considers  in  detail  the  principal 
of)erative  methods  which,  he  states,  may  be  divided 
into  two  classes:  (i)  those  having  as  their  object  the 
anastomosis  of  the  p>ortal  vein  to  the  vena  cava; 
(2)  those  having  as  their  object  permanent  drainage 
of  the  ascitic  fluid  toward  some  other  point  in  the 
bod3^  From  a  review  of  the  results  of  these  methods 
he  comes  to  the  following  conclusions: 

1.  In  cases  of  ascites  laparotomy  has  brought 
lesions  to  light  which  medical  or  surgical  treatment 
has  been  able  to  overcome. 

2.  Mutilating  operations  are  unnecessary. 

3.  Anastomosis  of  the  portal  vein  to  the  vena 
cava  interferes  with  the  antitoxic  role  of  the  liver 
by  withdrawing  a  considerable  quantity  of  blood 
from  the  hepatic  circulation.  This  explains  many 
postoperative  deaths. 

4.  Frequently  the  drainage  routes  are  obstructed 
by  peritoneal  adhesions. 

5.  Voluminous  cystic  pockets  may  be  formed 
in  the  anterior  abdominal  wall  following  operations 
draining  the  fluid  toward  this  region. 

6.  In  view  of  the  fact  that  the  causal  condition 
will  be  fatal  if  left  to  itself,  operation  should  be 
considered,  as  a  number  of  definite  recoveries  have 
resulted  from  such  treatment.         W.  A.  Brennan. 


Deaver,  J.  B.:  Peritonitis. 

cxiv,  257. 


A^    York  M.  J.,   1921, 


The  author  introduces  his  article  with  the  state- 
ment that  the  salient  points  of  a  subject  so  important 
as  peritonitis  do  not  suffer  from  being  repeated  from 
time  to  time. 

He  describes  the  mechanism  of  the  equilibriimfi 
between  exudation  and  absorption  which,  in  the 
ibsence  of  a  pathologic  process,  prevents  the  accumu- 
ition  of  even  a  small  amoxmt  of  free  fluid  in  the 
'peritonevun.  In  discussing  the  types  of  peritonitis  he 
states  that  he  is  inclined  to  believe  that  the  so-caUed 
chemical  and  the  idiopathic  p>eritonitis  are  really 
infective.  The  bacterial  flora  of  peritonitis  is  gen- 
lerally  a  mixed  one. 

The  dangers  of  purgation  in  early  peritonitis,  as 
for  instance  in  early  appendicitis,  are  emphasized, 

are  also  those  of  poor  selection  of  cases  or  stages 
rf  appendicitis  in  which  to  operate. 

When  an  abdomen  is  opened  in  a  badly  infected 
'case  in  which  the  peritoneum  in  the  immediate 
vicinity  of  the  lesion  is  green  and  there  is  foul- 
smelling  pus,  the  infected  cavity  should  be  sur- 
rounded by  a  rubber  dam  or  oiled  silk  and  lightly 
packed  with  gauze,  the  wound  being  left  open  but 
silkworm  gut  being  carried  through  the  margins 


and  tied  loosely  to  prevent  protrusion  of  the  intes- 
tines. The  packing  should  remain  in  place  for  sev- 
eral days.  Purgation  is  as  ill  advised  during  the 
f>ostoperative  treatment  as  before  oi)eration. 

J.  D.  Ellis,  M.D. 

GASTRO-mTESTINAL  TRACT 

Palmer,  E.  P.,  Watkins,  W.  W.,  and  Mills,  H.  P.: 
Linitis  Plastica.  Surg.,Gyn€C.  tff  Obst.,  1921,  xxxiii, 
281. 

Linitis  plastica  is  known  imder  a  variety  of 
names.  It  affects  the  stomach,  involving  the  small 
intestines  only  rarely  and  by  extension.  It  pro- 
duces diffuse  and  marked  hypertrophy  of  the  sub- 
mucous connective  tissue  and  to  a  lesser  degree  of 
all  the  coats  of  the  stomach  except  the  mucosa 
where  there  is  an  atrophy  of  the  glandular  elements. 
The  stomach  wall  is  thickened  to  six  to  eight  times 
its  normal  thickness  and  becomes  rigid  like  a  leather 
bag.  Its  lumen  is  decreased.  The  thickening  is 
most  marked  at  the  pylorus. 

The  chief  characteristics  of  linitis  plastica  are  a 
slow  progressive  stenosis  of  the  stomach  resulting 
in  food  stagnation  and  often  a  perceptible  tumor 
in  the  epigastric  region,  with  absence  of  pain, 
haemorrhage,  and  early  vomiting.  The  localized 
form  of  this  condition  is  situated  near  or  at  the 
pylorus.  The  disease  is  most  common  between  the 
ages  of  40  and  60.  It  is  classified  as  both  malig- 
nant and  benign. 

The  symptoms  are  slow  in  onset  and  are  those  of 
a  progressive  obstruction  with  loss  of  weight  and 
cachexia.  The  condition  is  often  mistaken  for  scir- 
rhous carcinoma  and  scirrhotic  syphilis  of  the 
stomach. 


Fig.  I.   Roentgenogram  of  stomach  showing  area  of 
involvement  in  Imitis  plastica. 
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Fig.  2.  Interior  view  of  resected  Fig.  3.    E.xterior  view  of  resected 

portion  of  stomach.  portion  of  stomach. 

{Linilis  Plaslica  — Palmer,  Watkins,  and  AfiUs.) 


The  X-ray  oflfers  the  best  differential  diagnosis. 
It  shows  a  filling  defect  with  a  smooth  inner  mar- 
gin and  the  absence  of  peristalsis  in  the  involved 
area. 

Treatment  is  always  operative.  Gastrectomy  is 
the  operation  of  choice. 

A  case  is  reported  with  the  detailed  pathologic 
findings.  I.  E.  Bishkow,  M.D. 

Schoenfeld,  H.  E.  H.:  When  Should  Gastric  Ulcers 
Be  Treated  Surgically  and  How?  (Wann  muss 
bei  Magengeschwucrkranken  eingegriffen  werden 
und  wie?).  Nederl.  Tijdschr.  v.  Geneesk.,  1921,  Ixv, 
1996. 

Schoenfeld  raises  the  following  questions: 

1.  In  which  forms  of  gastric  ulcer  should  internal 
treatment  give  way  to  surgical  treatment  and  what 
complications  demand  operation? 

2.  What  method  of  operation  is  best,  especially 
when  there  are  complications? 

3.  Is  it  possible  to  obtain  permanent  results  by 
surgical  procedures,  and  what  method  gives  the 
best  results? 

Routine  early  operation  is  not  to  be  considered 
as  the  isolated,  uncomplicated  ulcer  and  the  acute 
(usually  multiple)  ulcer  belong  to  the  internist. 
While  occasionally  dangerous  complications  may 
develop,  healing  usually  occurs  smoothly  and  without 
any  significant  scar.  Internists  admit,  however, 
that  their  treatment  is  satisfactory  in  only  about 
50  per  cent  of  the  cases.  Moreover,  the  patient's 
social  condition  and  the  severity  of  the  symptoms 
must  be  taken  into  consideration. 

Operation  is  indicated   in   the  following  cases: 

1.  Stagnation  of  gastric  contents  due  to  stenosis 
or  hour-glass  stomach  which  does  not  yield  to  any 
other  treatment.  If  a  gastro-enterostomy  is  per- 
formed in  such  a  case,  it  must  be  done  on  the  fundus, 
a  procedure  which  is  difficult  as  this  part  of  the 
stomach  is  under  the  ribs.  For  this  and  other  reasons, 
resection  is  recommended. 

2.  Perigastritis  with  adhesions  to  surrounding 
tissue.  Often  the  small  adhesions  cause  more 
difficulty  than  the  large  ones. 


3.  Persistent  hyperacidity,  especially  with  dilata- 
tion and  weakness  of  the  stomach  musculature.  It 
is  in  these  cases  that  gastro-enterostomy  is  most 
used. 

As  hypersecretion  and  disturbances  of  motility 
of  the  stomach  are  dependent  upon  the  tonicity  of 
the  vagus  nerve,  section  of  the  vagus  at  the  cardiac 
end  has  been  suggested  but  this  procedure  has  not 
yet  been  generally  accepted.  The  results  of  gastro- 
enterostomy have  become  better  since  the  pylorus 
has  been  closed  or  narrowed.  Without  such  closure 
stagnation  is  apt  to  recur.  According  to  Rosenheim, 
the  gastro-intestinal  anastomosis  forms  a  sphincter. 
Ewald  assumes  the  formation  of  a  valve-like  closure. 
The  highest  figures  for  the  hydrochloric  acid  content 
are  reported  by  surgeons;  therefore  surgeons  must 
receive  more  cases  with  disturbances  of  motility. 
These  perhaps  are  due  to  retention  of  secretion. 
Also  in  cases  of  ulcer  located  some  distance  from 
the  pylorus  there  is  a  spasm  of  the  pyloric  muscles 
and  the  circular  muscle  layers  at  the  level  of  the  ul- 
cer. Perhaps  this  is  responsible  for  the  stagnation 
of  the  secretion  or  the  lack  of  neutralizing  duodenal 
secretion.  At  any  rate,  in  these  cases  gastro-entero- 
stomy is  very  effective. 

4.  Ulcers  which,  by  their  long  duration  and 
repeated  bleeding,  threaten  life,  i.e.,  callous  ulcers. 
These  undoubtedly  should  be  resected  as  in  such 
cases  there  is  also  the  danger  of  carcinomatous 
change.  Perforation  may  occur  very  suddenly. 
Often  it  is  the  first  sign  of  a  latent  ulcer.  The 
prognosis  dejxrnds  on  the  time  at  which  operation 
is  performed.  Shock  is  not  a  contra-indication.  In 
cleansing  the  abdominal  cavity  one  must  not  forget 
the  Douglas  pouch.  American  surgeons  drain  it 
toward  the  rectum  or  suprapubically  and  by  so  doing 
have  decreased  the  death  rate  to  19  per  cent.  In 
doubtful  cases  an  exploratory  laparotomy  is  ad- 
visable. Morphine  tends  to  obscure  the  picture. 
The  prognosis  with  regard  to  the  bleeding  is  relative- 
ly favorable  unless  very  large  vessels  are  eroded. 
Often  it  is  impossible  to  discover  the  point  of 
haemorrhage  with  the  naked  eye.  Several  authors 
attribute  to  gastro-enterostomy  an  indirect  effect 
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such  as  the  removal  of  the  irritating  blood  masses, 
antiperistalsis,  hyperacidity,  and  hypersecretion. 
Jejunostomy  also  is  recommended  to  quiet  the 
stomach.  These  procedures  are  without  influence 
on  hard-walled  callous  ulcer.  When  haemorrhage  is 
repeated,  operation  is  indicated  as  the  next  haemor- 
rhage may  be  fatal.  Gastro-enterostomy  has  had 
good  results  in  some  cases  but  in  a  large  number  the 
results  are  late  and  obtained  apparently  only  after 
careful  internal  treatment.  Moreover,  the  ulcer 
remains  and  therefore  the  danger  of  haemorrhage, 
cicatricial  contraction,  the  threatening  peptic  ulcer, 
and  the  danger  of  carcinomatous  change.  Resection 
is  becoming  more  and  more  the  method  of  choice. 
The  simple  excision  of  the  ulcer  is  not  at  all  to 
be  recommended.  Even  in  the  most  favorable  cases 
only  the  ulcer  is  removed  and  not  the  tendency  to 
ulcer  formation.  It  is  the  province  of  gastric  physiol- 
ogists to  explain  the  relationship  between  the  vagus 
and  sympathetic  nerves  and  to  find  a  method  of 
operating  upon  these  nerves  which  will  cure  the 
gastric  ulcer  disease.  The  transverse  resection  has 
the  advantage  that  it  sections  the  vagus-nerve  fibers 
going  to  the  pylorus.  Perhaps  it  is  for  this  reason 
that  its  results  are  so  permanently  favorable.  When 
there  are  the  least  signs  of  neurosis  or  hysteria 
operation  is  contra-indicated.  In  cases  of  encapsu- 
lated perforations,  operation  should  be  delayed  in 
order  that  local  peritonitis  may  not  be  made  general. 

TiMU  (Z). 

Bruett,  H.:  The  Surgical  Treatment  of  Gastric 
Ulcer  with  Special  Consideration  of  the 
End-Results;  Also  a  Contribution  to  the  Sub- 
ject of  Ulcer- Carcinoma  (Die  chirurgische  Be- 
handlung  des  Magengeschwuers  unter  besonderer 
Beruecksichtigung  der  Fernresultate;  zugleich  ein 
Beitrag  zur  Frage  des  Ulcu5carcinoms).  Beitr.  z. 
klin.  Chir.,  192 1,  cxxiii,  324. 

The  author  considers  the  clinical  symptoms  of 
gastric  ulcer,  the  technique  of  resection  and  gastro- 
enterostomy, the  after-treatment  following  gastric 
operations,  and  the  history  of  the  treatment  of 
gastric  ulcer  during  the  last  thirty  years.  He  dis- 
cusses in  detail  the  indications  for  operation,  the 
different  operative  methods,  and  the  value  of  the 
various  procedures  for  the  diff^erent  types  of  gastric 
ulcer. 

The  importance  of  a  thorough  follow-up  examina- 
tion is  emphasized.  Consideration  must  be  given  not 
only  to  the  patient's  present  state  of  health  but  also 
to  his  history  since  the  operation.  The  X-ray 
examination  of  the  stomach  is  of  special  value. 
Chemical  examination  of  the  stomach  contents  and 
the  faeces  is  necessary  only  when  a  new  ulcer  or  a 
late  complication  is  suspected. 

In  the  choice  of  the  operation  both  the  duration 
of  the  results  it  usually  yields  and  its  mortality 
must  be  considered. 

The  newly  formed  uncomplicated  gastric  ulcer 
belongs  to  the  internists.  In  cases  of  callous  ulcer 
of  the  fundus  of  the  stomach  at  a  distance  from  the 


pylorus  the  permanent  effect  of  a  gastro-enterostomy 
is  very  unsatisfactory.  Of  importance  in  such  cases 
is  the  danger  of  subsequent  haemorrhage,  perforation, 
and  the  formation  of  a  peptic  jejunal  ulcer.  The 
end-results  of  resection  are  very  much  better  and 
therefore  this  procedure  is  to  be  preferred.  Trans- 
verse resection  has  a  considerably  lower  operative 
mortality  than  the  Billroth  II  method  and  the 
modifications  of  the  Billroth  method  and  creates 
conditions  more  nearly  resembling  those  of  the 
normal  stomach. 

In  cases  of  callous  ulcer-tumors  of  the  pylorus  the 
danger  of  confusing  the  condition  with  carcinoma 
is  greater  than  in  cases  of  callous  idcer  at  a  distance 
from  the  pylorus,  but  the  late  mortality  due  to 
gastric  cancer  is  considerably  higher  than  that  due 
to  callous  ulcers  at  a  distance  from  the  pylorus.  When 
the  presence  of  a  carcinoma  is  susjjected  any  type 
of  ulcer  should  be  resected.  For  juxtapyloric  ulcers 
and  cicatricial  stenoses  of  the  pylorus  the  author 
always  favors  gastro-enterostomy,  at  times  combin- 
ing it  with  exclusion  of  the  pylorus.  The  end-results, 
however,  have  shown  that  the  satisfactory  outcome 
of  operations  with  a  very  low  operative  mortality 
may  be  rendered  less  favorable  by  subsequent  com- 
plications (new  ulcers,  especially  jjeptic  ulcer  of  the 
jejunum) .  In  cases  of  acute  haemorrhage  due  to  ulcer 
operation  should  be  performed  only  exceptionally 
except  in  cases  of  callous  ulcer.  Heller  (Z). 

Barring  ton-Ward,  L.  E. :    Gastric  Operations:    A 
Note   on    One    Hundred    Consecutive   Cases. 

Lancet,  192 1,  cci,  382. 

A  careful  study  of  operative  and  postoperative 
results  in  a  series  of  100  consecutive  cases  op>erated  on 
within  a  period  of  eighteen  months  convinces  the 
author  that  the  majority  of  gastric  operations  per- 
formed by  capable  surgeons  are  satisfactory  and  that 
the  failures  are  due  chiefly  to  the  adoption  of  faulty 
operative  procedures. 

Gastro-enterostomy  is  a  most  valuable  but  much 
abused  operation.  Clear  indications  for  it  are:  (i) 
gastric  stasis  due  to  organic  obstruction  of  the  stom- 
ach, and  (2)  ulcer  of  the  stomach  or  duodenum  which 
may  be  afforded  rest  by  the  operation.  Gastro- 
enterostomy is  absolutely  contra-indicated  in  atonic 
dilated  stomach  and  when  an  ulcer  is  situated  so  that 
it  is  not  afforded  rest  by  the  operation  (for  example, 
in  the  cardiac  end  of  stomach).  For  the  latter  type 
of  case  the  best  available  treatment  is  simple  excision 
by  means  of  the  knife  or  by  Balfour's  method  with 
the  cautery. 

Partial  gastrectomy  is  the  most  satisfactor>'  method 
of  dealing  with  gastric  ulcer  in  the  pyloric  portion, 
with  hour-glass  stomach,  and  with  hypertrophied  and 
dilated  stomach.  The  postoperative  course  is  excep- 
tionally easy.  Ulcers  prone  to,  or  xmdergoing, 
maUgnant  change  are  completely  removed  by  this 
method  and  the  cure  of  symptoms  is  more  certain 
than  when  gastro-enterostomy  is  done. 

Ulcers  of  the  duodenum  in  the  series  of  cases  re- 
viewed were  apparenth'  cured  by  gastro-enterostomy. 
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Poor  results  reported  by  some  authors  may  be  due 
to  the  performance  of  gastro-enterostomy  in  the 
absence  of  definite  pathologic  evidence  of  duodenal 
ulcer. 

The  end-results  of  gastrectomy  for  malignant 
disease  were  disappointing  because  of  late  recurrences, 
but  earlier  recourse  to  surgery  and  the  more  radical 
treatment  of  gastric  ulcer  by  gastrectomy  should 
improve  the  outlook  in  such  cases. 

R.  W.  Nichols,  M.D. 

Konjetzny,  G.  E.:  Gastric  Sarcoma  (Das  Magen- 
sarkom).  Ergebn.  d.  Chir.  u.  Orlhop.,  1921,  xiv, 
256. 

This  article  consists  of  two  parts,  one  dealing  with 
the  general  pathology  and  pathological  anatomy, 
and  the  other  with  the  clinical  aspects  of  gastric 
sarcoma. 

According  to  various  statistics,  sarcomata  con- 
stitute from  0.5  to  1.9  per  cent  of  the  malignant 
tumors  of  the  stomach.  Both  sexes  are  equally 
affected,  and  the  condition  occurs  most  frequently 
during  middle  age.  The  etiology  and  histogenesis 
still  remain  almost  entirely  unexplained.  A  causal 
relationship  between  trauma  and  tumor  formation 
has  never  been  proved.  The  malignant  change  of  a 
primary  gastric  myoma  speaks  against  this  etiology. 

.\s  a  rule,  gastric  sarcoma  arises  from  the  sub- 
mucosa,  less  often  from  the  muscularis,  and  still 
less  frequently  from  the  subserosa.  Primarv'  sarcoma 
grows  either  in  the  form  of  a  circumscribed,  nodular, 
pedunculated,  or  broad-based  growth,  or  as  a  flat 
infiltrating  growth,  partially  or  diffusely  involving 
the  stomach  wall.  Its  site  is  usually  the  greater 
curvature  and  then,  in  order  of  frequency,  the 
posterior  wall,  pylorus,  lesser  curvature,  anterior 
wall,  cardia,  and  fundus,  .\lthough  true  dilatation 
of  the  stomach  does  not  often  occur,  the  tendency 
toward  shrinkage  noted  in  cases  of  carcinoma  is 
absent.  Circular  growths  of  sarcoma,  however,  often 
cause  a  narrowing. 

The  forms  of  gastric  sarcoma  may  be  classified  as: 
(i)  external,  exogastric  sarcoma;  (2)  pedunculated 
internal  endogastric  sarcoma;  and  (3)  flat  sarcoma 
invading  the  stomach  wall.  These  various  forms  arc 
described  in  detail  and  with  good  illustrations. 
A  special  type  of  sarcoma,  lymphosarcoma,  is 
described,  and  its  relationship  to  aleukemic  lympho- 
matosis is  discussed.  The  differential  diagnosis  of 
pedunculated  exogastric  sarcoma  from  carcinoma  is 
not  at  all  difficult.  The  other  forms,  however,  may 
be  very  easily  confused  with  carcinoma.  Sarcoma 
and  carcinoma  sometimes  occur  at  the  same  time 
and  very  rarely  there  may  be  growths  which  contain 
both  carcinomatous  and  sarcomatous  tissue. 

Whether  the  relation  between  primary  and 
secondary  gastric  sarcoma  is  different  than  that 
between  primary  and  secondary  gastric  carcinoma 
cannot  be  judged  on  the  basis  of  the  material  on 
hand. 

Unlike  gastric  carcinoma,  sarcoma  remains 
stationary  for  a  considerable  time.    Metastasis  is 


also  more  uncommon  but  occurs  in  a  considerable 
number  of  cases.  Round-cell  sarcoma  is  the  most 
malignant  of  all  varieties.  Sarcoma  does  not  have  a 
definite  plan  of  metastasis  like  gastric  carcinoma. 
The  statement  that  its  metastases  form  along  the 
blood  stream  appears  to  be  untrue  as  regards 
gastric  sarcoma  as  the  secondary  growths  of  the 
latter  develop  more  frequently  along  the  lymph 
channels.  Histologically,  there  have  been  observed 
in  the  stomach  round-cell  sarcoma,  lymphosarcoma, 
spindle-cell  sarcoma,  myosarcoma,  and  myxosarcoma . 
Round-cell  sarcoma,  including  lymphosarcoma,  is 
found  in  40  per  cent  of  cases  and  spindle-cell 
sarcoma  and  fibrosarcoma  each  in  about  20  f)er 
cent.  The  course  of  gastric  sarcoma  varies  greatly. 
Hesse  found  in  162  cases  an  average  of  twenty-two 
months  with  no  great  difference  between  round-  and 
spindle-cell  sarcoma.  It  may  be  assumed  that  some 
forms  of  gastric  sarcoma  are  more  malignant  than 
gastric  carcinoma. 

One  of  the  most  important  complications  of 
gastric  sarcoma  is  perforation,  which  apparently 
occurs  more  frequently  than  in  cases  of  carcinoma. 
Moreover,  severe  haemorrhages  may  occur  when  the 
tumor  disintegrates.  The  clinical  symptoms  sug- 
gesting sarcoma  are  similar  to  those  suggesting  car- 
cinoma. Vomiting  occurs  in  a  number  of  cases  and 
there  is  blood  in  the  vomitus  and  fjeces.  Chemical 
analysis  may  not  show  any  change  for  a  long  time. 
.\nacidity  is  not  an  early  symptom  and  even  in  cases 
of  flat,  ulcerating,  and  infiltrating  sarcoma,  free  acid 
may  still  be  present.  Tumor  formation  is  the  most 
important  of  the  local  symptoms. 

-According  to  the  statistics  of  Hesse,  a  tumor  was 
palpable  in  seventy-one  of  179  cases.  In  general,  it 
may  be  said  that  a  tumor  is  more  often  palpable  in 
cases  of  sarcoma  than  in  cases  of  carcinoma. 

The  so-called  Kundrat  symptom,  swelling  of  the 
follicles  at  the  base  of  the  tongue,  is  not  conclusive 
but  is  suggestive  of  gastric  sarcoma.  Gastric  tumor 
is  almost  always  associated  with  an  aleukaemic 
lymphomatosis  of  the  stomach.  The  haemoglobin 
content  was  decreased  in  all  of  the  cases  studied, 
often  very  much.  The  leucocytes  were  often  slightly 
increased.  There  is  no  constant  blood  picture 
pathognomonic  of  gastric  sarcoma.  Except  in  cases 
of  pedunculated  exogastric  sarcoma,  it  is  practically 
impossible  to  make  a  differential  diagnosis  between 
sarcoma  and  carcinoma  before  operation.  X-ray 
pictures  give  very  little  information  regarding 
gastric  sarcomata.  In  no  case  could  a  diagnosis  be 
made  from  these  findings.  On  the  basis  of  experi- 
ence to  date  it  may  be  said  that  a  differential 
diagnosis  based  on  the  roentgen  examination  may  be 
expected  only  in  cases  of  pedunculated  exogastric 
sarcoma.  The  other  forms  cannot  be  differentiated 
with  certainty  from  carcinoma  or  other  gastric  tu- 
mors by  means  of  the  X-ray.  Radical  removal  by 
operation  is  the  treatment  of  choice.  An  opinion  as 
to  the  permanency  of  the  results  cannot  be  given  as 
yet  because  the  number  of  cases  reported  is  not  yet 
sufficient.  Von  Tappeiner  (Z). 
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De  Graaff,  W.  C,  and  Nolen,  W.:  Investigations 
Regarding  Digestion  and  Absorption  in  the 
Small  Intestine  in  Patients  with  Intestinal 
Fistula  (Untersuchungen  ueber  die  Digestion  und 
die  Resorption  im  Duenndarm  bei  Patienten  mit 
Darmfistel).  Nederl.  Maandsch.  v.  Geneesk.,  1921. 
X,  113. 

The  authors  report  their  studies  in  two  cases. 
The  first  was  that  of  a  man  37  years  of  age  who  had 
amoebic  dysentery,  and  the  second  that  of  a  girl  25 
years  of  age  who  had  ulcerative  colitis.  In  each 
case  a  separate  ileum  and  c:.  cal  fistula  was  formed 
in  order  that  the  contents  of  the  ileum  might  be 
examined  separately. 

The  results  of  the  thorough  investigations  demon- 
strated that  a  carbohydrate  diet  yields  a  chyme 
containing  much  water,  and  a  nitrogenous  diet,  a 
chyme  containing  little  water.  The  passage  of  the 
intestinal  contents  from  the  small  to  the  large 
intestine  takes  place  continuously,  at  night  as  well  as 
during  the  day,  but  the  quantity  which  passes  over 
during  the  day  is  larger.  The  chyme  requires  from 
two  to  nine  hours  to  reach  the  ileocaecal  valve.  Its 
appearance  and  consistency  are  always  the  same. 
It  is  a  thick  yellow  pulp  with  a  slight  odor  which  is 
never  distinctly  faecal.  Its  reaction  is  generally 
alkaline,  but  after  the  chief  meal  is  acid. 

Proteolysis  reaches  its  maximum  at  night  and  its 
minimum  at  midday.  The  average  proteolytic 
strength  is  3,750  units;  the  amylolytic,  7,500. 
The  contents  of  the  small  intestine  contain  no 
amino  acids  or  coagulating  albumin,  and  no  glucose, 
except  after  a  diet  rich  in  carbohydrates.  In  the 
cases  studied  volatile  fatty  acids  in  combination 
with  aromatic  acids  and  biliary  pigment  were 
present.  Phenols  were  found  constantly  in  one 
case  but  never  in  the  other.  Indol  was  demonstrable 
neither  in  the  chyme  nor  in  the  urine.  Indol  forma- 
tion takes  place  in  the  large  intestine.  Its  physiolog- 
ical importance  has  not  been  entirely  established. 

KowaTz  (Z). 

Zoepffel,  H. :  A  Retrocaecal  Hernia  Containing  the 
Entire  Small  Bowel  and  Beginning  Incarcera- 
tion Caused  by  Perforating  Appendicitis 
Cured  by  Operation  (Ueber  eine  den  gesamten 
Duenndarm  einschliessende  retrocoecale  Hemic  mit 
beginnender.  dutch  eine  begleitende  perforative 
Appendicitis  verursachte  Einklemmung,  dutch 
Opetation  geheilt).  Deutsche  Ztschr.  f.  Chir.,  1921, 
clxv,  267. 

The  author  operated  upon  an  18-year-old  boy  for 
peritonitis  due  to  perforation  of  the  appendix.  A 
large  sac  containing  the  entire  small  bowel  was 
found  behind  the  caecum.    The  upper  part  of  the 

.jejunum  did  not  app>ear  within  the  peritoneum  at 
first  but  receded  immediately  behind  it  into  the 

[sac.  The  last  end  of  the  ileum  made  its  appearance 
first  at  the  small  opening  of  the  sac  just  behind  the 
caecum.  Only  the  colon  was  within  the  p)eritoneum. 
The  sac  was  first  split  and  then  removed.  The 
loops  of  small  bowel  were  found  to  be  collapsed, 
entirely  empty,  cyanotic,  and  nowhere  adherent  to 


the  sac.  That  part  of  the  bowel  lying  in  the  opening 
of  the  sac  was  narrowed,  and  its  wall  was  chroDically 
inflamed. 

In  the  author's  opinion  the  cause  of  the  hernia 
was  a  malformation.  The  patient  never  had  any 
symptoms  indicating  hernia  formation.  The  small 
bowel  was  in  a  state  of  strangulation  caused  by  an 
inflammatory  swelling  in  the  region  of  the  inflamed 
appendix  which  narrowed  the  neck  of  the  hernial 
sac.    The  patient  was  discharged  as  cured. 

In  conclusion  the  author  reviews  fifteen  similar 
cases  reported  in  the  literature.        Vollhardt  (Z). 

Eggers,  H.:  Postoperative  Intestinal  Occlusion 
Following  Lateral  Entero-.\nastomosis  and 
Resection  of  the  Small  Intestine  with  Anti- 
peristaltic Position  of  the  Intestinal  Loops. 

(Die  chirurgische  Behandlung  des  Magenge- 
schwuers  unlet  besondetet  Betuecksichtigung  der 
Fernresultate;  zugieich  ein  Beittag  zur  Ftage  des 
Ulcuscatcinoms).  Beitr.  z.  klin.  Chir.,  1921,  cxxiv. 
235- 

The  author  reports  two  cases  of  ileus  which 
proved  fatal  following  entero-anastomosis  of  the 
small  intestine  with  antiperistaltic  position  of  the 
intestinal  loops.  On  the  basis  of  these  cases  Eggers 
states  that  it  is  not  a  matter  of  no  importance 
whether  the  intestinal  loops  are  anastomosed  in  an 
anti-peristaltic  position  as  some  textbooks  say 
(Kausch,  Schmieden).  The  causes  of  the  immovabil- 
ity due  to  this  position  must  be  sought  in:  (i)  the 
overstretching  of  the  afferent  portion,  by  which  the 
lumen  of  the  efferent  portion  is  compressed;  (2)  the 
too  great  difference  between  the  lumina  of  the  aflfer- 
ent  and  efferent  portions,  because  of  which  too  great 
a  part  of  the  intestinal  serosa  of  the  narrower  efferent 
portion  is  taken  up  in  the  suture  and  the  lumen  is 
still  more  diminished ;  (3)  the  extent  of  the  anastomot- 
ic opening;  and  (4)  the  weakening  of  the  patient's 
general  resistence.  For  these  reasons  the  anti- 
peristaltic position  should  be  avoided  whenever 
possible,  and  when  it  is  necessary  on  account  of  too 
great  weakness  of  the  patient,  Kapf)eler's  method 
of  attaching  the  efferent  loop  for  a  considerable 
distance  should  be  employed,  although  even  in  this 
case  kinking  may  take  place  at  the  last  suture. 

It  is  better  to  choose  an  isopieristaltic  position  or 
end-to-side  union.  When  the  lumina  show  a  great 
variation  in  width,  the  entero-anastomosis  should 
be  short,  but  not  less  than  3  cm.,  and  spur  formation 
should  be  avoided  by  wide  joining  of  the  serous 
surfaces  of  the  narrower  loop. 

The  mechanism  of  ileus  is  illustrated  by  schematic 
drawings.  Vorschuetz  (Z). 

Wortmann,  W. :  Enterostomy  in  the  Treatment  of 
Intestinal  Occlusion  and  Peritonitis  (Die 
Enterostomie  in  der  Behandlung  des  Darmver- 
schlusses).    Med.  Klin..  1921,  xvii,  932. 

Wortmann  reviews  the  cases  of  intestinal  oc- 
clusion treated  in  his  clinic  and  recommends  enter- 
ostomy for  this  condition.  When  the  indications  are 
definite  this  procedure  gives  excellent  results,  espe- 
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daily  in  occlusion  due  to  kinking  and  cases  of  inflam- 
matory mechanical  ileus.  Wortmann  employs  it 
primarily  with  removal  of  the  occlusion  and  also 
secondarily  if  stasis  persists  after  the  removal 
of  the  obstruction.  Not  infrequently  intestinal 
occlusion,  especially  that  due  to  kinking,  is  relieved 
only  by  an  enterostomy.  This  result  is  due  to  the 
fact  that  the  valvular  closure  caused  by  the  over- 
filling, distention,  and  kinking  is  released  by  the 
evacuation  of  the  bowel. 

Enterostomy  gives  good  results  also  in  carefully 
selected  cases  of  peritonitis.  A  bowel  which  has  been 
injured  by  peritonitis  does  not  always  recover  at 
once  spontaneously,  in  some  cases  functioning  only 
after  stimulation  by  irrigation.  If  possible,  enter- 
ostomy should  be  performed  in  the  lower  part  of  the 
abdomen  on  the  left  side,  under  local  anaesthesia, 
and  in  an  upper  loop  of  the  ileum  rather  than  in  a 
lower  loop  or  the  ca;cum  because  most  kinkings  and 
adhesions  occur  in  the  upper  loops.  The  loop  of 
bowel  is  drawn  forward,  and  an  incision  is  made 
between  two  clamps  for  the  introduction  of  a  No.  13 
or  14  Nelaton  catheter.  With  a  few  sutures  the  site 
is  then  inverted  like  a  Kader-Witzel  fistula,  the 
bowel  is  replaced,  and  the  site  of  the  fistula  is  sutured 
to  the  peritoneum  with  four  sutures.  A  small 
catheter  is  sufficient  in  all  cases  as  it  is  necessary 
only  to  carry  off  gas  and  liquids  and  inanition  is  not 
to  be  feared.  After  the  removal  of  the  catheter 
following  the  return  of  normal  peristalsis  the  fistula 
closes  spontaneously  in  nearly  all  cases.  If  it  does 
not,  however,  its  closure  may  be  effected  by  a  slight 
operation.  Vox  Tappeinkr  (Z). 

Mokrowski,  P.  P.:  Enteroliths  (Zur  Frage  der  Entcr- 
olithen).  Arrlzl.  Anz.  d.  Gouv-Gesundkrilsamtx  11. 
d.  Rigaschcu  Mililaerhosp.,  1921,  i,  21. 

Intestinal  stones  are  rare.  Schwalbe  reported  one 
case  among  100,000  surgical  cases  in  the  Catherine 
Hospital  in  Moscow.  In  the  University  Surgical 
Clinic  in  Moscow  in  the  course  of  thirty-two  years 
only  two  cases  were  observed  among  7,680.  The 
author  observed  three  cases  among  5,193  major  ope- 
rations in  fourteen  years  in  the  hospital  in  VVologda. 
In  two  of  these  the  op)eration  was  necessitated  by 
the  enteroliths,  and  in  one  the  stone  was  found  ac- 
cidentally. In  Russian  literature  only  five  cases  are 
reported  (Schwalbe,  Chalafoff,  Haudelin  and  Struve, 
Erichsen,  Leshncw).  The  author's  three  cases  were 
as  follows: 

Case  i.  The  patient  was  a  38-year-old  woman 
who,  for  several  years,  had  had  a  hard  movable 
tumor  the  size  of  the  fist  in  the  right  side  of  the 
abdominal  cavity.  The  growth  gradually  became 
larger.  There  were  periodical  attacks  of  obturation 
ileus  and  chronic  obstipation.  At  operation  two 
tumors  which  almost  occluded  the  intestinal  lumen 
were  found  in  the  small  bowel.  The  proximal  part 
of  the  intestine  was  hypertrophied.  The  tumors 
could  not  be  moved  downward.  Mesenteric  scars 
were  found.  Two  stones  were  extracted  by  enterot- 
omy.    The  mucosa   was  unchanged.    The  patient 


recovered.  The  stones  were  dark  brown  and  weighed 
49  6  and  ^2.2  gm.  They  consisted  of  cellulose, 
magnesium,  and  calcium  salts. 

Case  2.  The  patient  was  a  50-year-old  woman 
who,  for  three  years,  had  had  a  hard,  nodular, 
rough,  and  movable  tumor  the  size  of  the  fist  in  the 
ileocaecal  region  which  caused  periodical  obturation 
ileus  and  obstipation  and  oedema  of  the  legs.  At 
operation  two  tumors  were  found  in  the  ca?cum. 
The  appendix  was  thickened  and  matted  to  the  ileum 
which  was  hypertrophied.  There  was  marked 
thickening  of  the  wall  of  the  caecum.  The  tumors 
could  not  be  pushed  into  the  descending  colon.  The 
mesenteric  glands  were  the  size  of  hen's  eggs. 
.■\pf>endectomy  and  caecotomy  were  done.  The 
intestinal  wall  was  3  cm.  thick.  The  enteroliths 
weighed  51.7  and  12  gm.  They  were  dark  brown 
and  had  inorganic  incrustations.  The  cross  section 
showed  islands  of  organic  substance.  Microchemical 
examination  showed  small  amounts  of  cellulose  and 
large  amounts  of  inorganic  salts  (calcium  phosphate, 
triple  phosphates,  calcium  and  magnesium  salts). 
The  mucous  membrane  was  greatly  ulcerated.  The 
intestine  was  sutured  with  difficulty  on  account 
of  the  friability  of  its  wall.  The  abdominal  cavity 
was  tamponed.  Peritonitis  developed  on  the 
eighth  day  and  death  occurred  on  the  eleventh  day. 
Postmortem  examination  showed  peritonitis,  local 
ileus,  tj'phlitis,  and  colitis;  a  scar  process  about  the 
ileocecal  valve;  ca;cal  tuberculosis;  caical  stenosis; 
multiple  tuberculous  ulcers  of  the  caecum,  descend- 
ing colon,  and  ileum;  and  perforation  of  one  of  the 
cajcal  ulcers  from  which  the  perforative  peritonitis 
originated  (bacillus  coli  communis).  The  intestinal 
suture  had  held  together  well.  Microscopic  examina- 
tion showed  caccal  tuberculosis  and  tuberculosis  of 
the  mesenteric  glands. 

In  the  presence  of  enteroliths  ileus  develops 
gradually,  as  hypertrophy  of  the  proximal  loop  tends 
to  force  the  stones  through  the  intestine.  Tiling  of 
Russia  has  reported  a  case  of  complete  intestinal 
obstruction  due  to  a  gall-stone  the  size  of  a  walnut. 
In  chronic  ileus  due  to  an  enterolith  the  loops  of 
intestine  are  practically  never  matted  together. 
The  chief  part  of  the  intestinal  stone  is  composed  of 
indigestible  cellulose.  Through  inflammatory  proc- 
esses adhesions  form  between  the  intestinal  mucous 
membrane  and  the  cellulose  masses.  If  these  masses 
lodge  in  a  pouch  of  intestinal  wall  the  conditions 
are  especially  favorable  for  the  formation  of  entero- 
liths. An  analogue  is  the  formation  of  fsecal  stones 
in  the  appendix.  In  such  cases  also  inflammation 
plays  a  part.  Borodulin  (Dissertation,  Moscow,  1903) 
has  shown  that  faecal  stones  of  the  app)endix  are  the 
result  rather  than  thfe  cause  of  appendicitis. 

Case  3.  In  the  third  case  reported  by  the  author 
operation  was  performed  for  chronic  appendicitis. 
In  the  region  of  the  caecum  was  a  diverticulum  in 
which  a  foreign  body  about  the  size  of  a  walnut  was 
lodged.  It  was  not  possible  to  press  the  body  out 
into  the  intestinal  lumen.  The  appendix  was  12  cm. 
long  and  adherent  a  slight  distance  from  the  diver- 
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ticulum.     App>endectomy  and  caecectomy  were  done 
and  the  faecal  stone  extracted.  The  patient  recovered. 
The  author  considers  enterotom>^  as  the  method 
of  choice  in  dealing  with  intestinal  stones. 

Hesse  (Z). 

Halstead,  A.  E. :  Ileocolic  Intussusception  Pro- 
truding Through  the  Anus:  Operation  and 
Recovery.    Surg.  Clin.  N.  Am.,  192 1,  i,  1083. 

The  author  reports  a  case  of  intussusception  in 
a  nursing  infant  of  four  months.  At  the  time  of 
operation,  performed  three  hours  after  the  first  ap- 
p>earance  of  the  symptoms,  the  ileum,  which  con- 
stituted the  head  of  the  intussusception,  presented 
at  the  anus.  The  abdomen  was  opened,  the  in- 
vaginated  small  intestine  manipulated  toward  the 
caecum,  the  ileum  pushed  entirely  out  of  the  large 
intestine,  and  the  distal  end  of  the  ileum  just  above 
the  ileocjecal  valve,  which  was  bluish  black  and 
showed  several  areas  of  necrosis  varying  in  size 
from  I  to  2  cm.  in  diameter,  was  covered  with  a 
small  piece  of  omentum  which  had  been  cut  off  from 
its  attachment.  The  ring  of  traumatized  serosa 
and  muscularis  which  marked  the  neck  of  the  intus- 
susception was  then  infolded  by  suturing  together 
the  uninjured  serosa  on  each  side  of  it,  and  the  ab- 
dominal wall  was  closed  in  layers  without  drainage. 
The  postoperative  course  was  uneventful.  Halstead 
discusses  the  incidence,  types,  symptoms,  and  treat- 
ment of  this  condition. 

Frederick  Christopher,  M.D. 

DeQuervain,  F.,  The  Eflfect  of  the  Removal  of  the 
Appendix  upon  the  Function  of  the  Intestine 

(De  I'influence  de  I'ablation  de  I'appendice  caecal 
sur  le  fonctionnement  de  I'intestin).  Bru.xelles 
mid..  1921.  i.  252. 

The  physiological  role  of  the  app>endix  remains 
unknown ;  none  of  the  numerous  hypotheses  offered 
have  been  proved.  The  question  as  to  whether  the 
removal  of  the  appendix  is  an  advantage  or  a  dis- 
advantage to  the  organism  is  still  unanswered.  To 
determine  the  influence  of  this  operation  upwn  the 
intestinal  function  DeQuervain  studied  500  cases. 
The  time  which  had  elapsed  since  the  operation 
varied  from  three  months  to  three  years.  The 
results  of  the  study  were  as  follows: 

In  60  per  cent  of  the  cases  there  was  no  alteration 
in  the  intestinal  function;  in  29  per  cent,  evacuation 
of  the  bowels  became  better;  and  in  11  p)er  cent 
evacuation  became  more  difficult.  The  removal  of 
the  appendix  therefore  appears  to  have  overcome 
constipation  three  times  more  frequently  than  it 
increased  it,  a  fact  which  does  not  argue  strongly  in 
favor  of  a  secretory  action  of  the  appendix  stimulat- 
ing peristalsis. 

DeQuervain  believes  all  operations  involving  the 
peritoneum  are  followed  by  analogous  reflex  phenom- 
ena. He  investigated  this  subject  in  200  cases  of 
operation  for  inguinal  hernia.  The  results  revealed 
that  the  function  of  the  intestine  remained  un- 
changed in  58  per  cent  of  the  cases,  was  accelerated 


in  33.5  per  cent,  and  was  slowed  in  8  per  cent. 
There  is  therefore  a  striking  agreement  between 
these  findings  and  those  following  appendectomy. 

DeQuervain  believes  that  hernia,  as  well  as 
chronic  app)endicitis,  is  capable  of  upsetting  the 
visceral  reflexes  sometimes  in  the  direction  of 
acceleration  and  at  other  times  in  the  direction  of 
an  arrest  of  peristalsis.  The  final  result  of  the 
removal  of  the  cause — appendicitis  or  hernia — is 
essentially  the  same. 

The  relation  of  these  observations  to  the  operative 
indications  in  cases  of  appendicitis  apf>ears  to  be 
evident.  We  are  justified  in  proposing  early  opera- 
tion pending  an  attack  and  in  the  interval  between 
attacks  without  considering  the  suppression  of  the 
function  of  the  appendix.  We  know  that  the  mortal- 
ity of  appendicitis  treated  non-operatively  is  about 
8  per  cent,  while  that  following  operation  performed 
during  the  first  day  is  o .  7  p>er  cent.  It  is  to  be 
presumed  that  a  patient  would  not  prefer  to  take  the 
risk  of  an  8  per  cent  mortality  rate  to  escape  the  9 
per  cent  risk  of  postoperative  constipation. 

LoY.\L  E.  Davis,  M.D. 

Barbosa,  J.  M.:  Cystic  Pneumatosis  of  the  In- 
testine (La  pneumatosis  quistica  del  intestine). 
Med.  Ibera,  1921,  xv,  217. 

Cystic  pneumatosis  of  the  intestine,  which  is  rare 
and  difficult  to  diagnose,  is  characterized  by  the 
apjjearance  of  numerous  gaseous  cysts  in  the  coats 
and  on  the  surface  of  the  intestine.  These  cysts  var>- 
in  size  and  do  not  contain  any  fluid.  About  70 
cases  are  reported  in  literature,  the  first  by  Duvemoy 
in  1754  and  by  Cloquet  in  1820. 

As  a  rule  the  condition  is  discovered  accidentally  at 
autopsy  or  operation  and  usually  is  associated  with 
gastric  ulcer,  especially  in  the  cicatricial  and 
stenosing  period. 

Barbosa  describes  the  case  of  a  man  aged  47 
\'ears  who  had  suffered  from  gastralgia  for  ten 
years.  Laparotomy  revealed  a  callous  ulcer  of  the 
pylorus  and  numerous  gaseous  cysts  scattered  over 
the  mesocolon  and  the  free  border  of  the  Ueum.  The 
detachment  of  these  cysts  caused  extensive  haemor- 
rhage. Death  occurred  soon  after  the  operation 
from  cardiac  failure. 

Callous  ulcer  of  the  stomach  or  pj'lorus  was  found 
in  59  per  cent  of  the  seventy  cases  reported  in  the 
literature,  and  pyloric  stenosis  in  72  per  cent.  In 
eight  cases  no  concomitant  lesion  of  the  intestine 
was  discovered. 

The  affection  may  take  different  clinical  forms. 
Barbosa  distinguishes:  (i)  the  pseudo-appendicitis 
type;  (2)  the  peritoneal  type;  and  (3)  the  typ>e 
simulating  acute  or  chronic  intestinal  obstruction. 
The  clinical  signs  are  a  ballooning  of  the  abdomen, 
a  flaccid  and  easily  depressed  wall,  a  peculiar 
elasticity,  tympanitic  percussion,  peritoneal  crepita- 
tion, abdominal  hypertranslucency,  and  acidity 
causing  gas  formation. 

In  the  author's  case  the  cysts  were  examined 
microscopically.   Some  of  them  were  well  vascular- 
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ized  while  others  showed  no  vascularity.  The 
contents  consisted  always  of  carbon  dioxide,  oxygen, 
hydrogen,  or  nitrogen  gas.  Sulphuretted  hydrogen 
was  never  found.  The  walls  of  the  cysts  consisted 
of  dense  and  sclerosed  fibrous  tissue. 

In  Letulle's  opinion  these  gaseous  cysts  are  due  to 
an  obliterating  chronic  lymphangitis.  The  author, 
however,  has  found  nothing  to  support  this  theory. 

W.  A.  BRE>fNAN. 

Hotnans,  J.:  Torsion  of  the  Caecum  and  Ascend- 
ing Colon.    Arch.  Surg..  192 1,  iii,  395. 

Torsion  of  the  right  side  of  the  colon  is  one  of  the 
rare  causes  of  intestinal  obstruction. 

The  pathology  of  this  accident  rests  on  certain 
congenital  maldevelopmcnts  plus  a  functional  dis- 
turbance—  rapid  gas  formation  in  the  intestinal 
canal.  For  the  development  of  a  twist  of  the  right 
colon  the  latter  must  have  a  mesentery.  In  addi- 
tion, there  may  be  a  displacement:  (i)  of  the 
caecum  toward  the  middle  or  left  side  of  the  abdo- 
men, (2)  of  the  caecum  upward  toward  the  liver, 
or  (3)  of  the  both  ca;cum  and  the  ascending  colon. 
In  some  cases  the  caecum  may  be  fixed  in  its  proper 
position  and  the  ascending  colon  may  form  a  down- 
ward hanging  loop. 

The  studies  of  a  number  of  men  have  demon- 
strated that  retardation  and  churning  of  the  con- 
tents of  the  bowel  occur  in  the  right  colon  for  a 
considerable  period;  also  that  in  the  ascending  colon 
and  ca;cum  fermentative  digestion  takes  place. 
Disturbances  in  the  anatomy  of  this  region  may 
produce  physiological  changes  bringing  about 
unusual  putrefaction  and  gas  formation  which  may 
lead  to  acute  distention,  kinking,  and  volvulus. 

Three  types  of  twists  may  occur.  The  csecum 
and  colon  may  twist  on  their  own  axes;  the  ascend- 
ing colon  with  a  long  mesentery  may  form  a  loop 
which  rotates,  or  become  locked  about  another 
intestinal  coil;  or  the  caecum  may  twist  or  bend 
on  itself. 

Three  cases  are  reported,  the  operative  procedures 
employed  in  each  being  described. 

I.  E.  BisHKOW,  M.D. 

Goldschmidt,  W. :  Operation  for  Carcinoma  of  the 
Large  Intestine  Complicated  by  Abscess  Forma- 
tion (Zur  Operation  der  mit  .\bsccssbildung  kom- 
plizierlen  Dickdarmcarcinome).  Deutsche  Ztschr.  f. 
Chir..  1921,  cl.w,  419. 

Heretofore  carcinomata  of  the  large  intestine  have 
been  regarded  as  inoperable  when  they  are  not 
mobile  in  relation  to  their  supporting  structure  or 
when  regional  or  remote  metastases  are  present. 
Those  with  abscess  formation  or  faecal  phlegmons 
are  least  suitable  for  radical  operation.  In  such 
cases  heretofore  the  abscess  was  op>ened  first  and 
resection  was  delayed  until  after  the  cessation  of  the 
symptoms  of  inflammation. 

The  author  reports  three  cases  of  his  own.  In  the 
first  two  there  were  large  tumors  of  the  descending 
colon  and  the  sigmoid  flexure  which  had  been  pro- 


duced by  perforation  of  a  carcinoma  and  abscess  I 
formation.  In  both  cases  the  tumor  was  successfully  ■ 
mobilized  and,  -without  incision  of  the  abscess,  was 
placed  in  front  of  the  abdominal  cavity.  In  the 
first  case  a  transverso-sigmoidostomy  was  performed 
in  a  second  stage  of  the  operation  and  the  two 
intestinal  fistulae  were  closed  in  a  third  stage.  At 
the  end  of  two  years  the  patient  was  still  entirely 
well.  The  second  patient  died  from  pneumonia  and 
urosepsis  one  month  after  the  operation. 

In  the  third  case  there  was  an  ileocaecal  tumor  the 
size  of  a  fist.  Primary  resection  resulted  in  a  cure. 
The  tumor  was  permeated  by  numerous  abscess 
cavities.  Histologic  examination  revealed  tuber- 
culosis. 

On  the  basis  of  his  experience  the  author  con- 
cludes that  the  indications  for  the  radical  removal 
of  tumors  of  the  large  intestine  must  be  extended. 

Winiwarter  (Z). 

Haeggstroem,  P. :  A  Case  of  Stake-Injury  (Noch  ein 
Fall  von  Pfaehlungsverletzung).  Upsala  Laekaref. 
Foerh.,  1921,  n.s.  xxvi,  215. 

A  12-year-old  boy  fell  from  a  hay-stack  and 
alighted  in  a  sitting  ptosture  on  a  stake.  The  stake 
penetrated  the  rectum  to  such  an  extent  that  he 
was  unable  to  free  himself.  The  stake  was  about  i 
yd.  long  and  from  i  to  iH  in.  in  diameter.  At  first 
the  injury  caused  little  disturbance.  After  three 
hours  the  patient  was  taken  to  the  hospital  in  an 
automobile.  The  transportation  caused  him  much 
pain.  On  admission  to  the  hospital  he  showed  signs 
of  peritonitis.  The  urine  was  normal,  showing  that 
the  bladder  was  intact.  .\  laparotomy  was  done 
immediately.  The  rectum  was  perforated  to  the 
base  of  the  Douglas  fold  and  the  lowest  coil  of  the 
ileum  was  contused  and  its  serosa  torn.  The  open- 
ing in  the  rectum  and  the  injured  portions  of  the 
small  intestine  were  sutured  and  the  abdominal 
cavity  was  closed.    Recovery  resulted. 

In  the  surgical  section  of  the  University  Hospital 
in  Uf)sala  five  cases  of  stake  injuries  were  treated 
in  the  f>eriod  from  1919  to  1Q21.  Three  of  these 
injuries  were  extraperitoneal  and  two  intraperitoneal. 
Recovery  resulted  in  every  instance.        Port  (Z). 

LIVER,  GALL-BLADDER,  PANCREAS, 
AND  SPLEEN 

Orth,  O. :  The  Ideal  Cholecystectomy  (Zur  Frage  der 
idealen  Cholecystektomie).  Zentralhl.  f.  Chir., 
1 92 1,  xlviii,  1 106. 

The  author  is  not  in  favor  of  the  primary  closure 
of  the  abdomen  following  cholecystectomy  which  is 
advocated  by  von  Huberer,  Ritter,  and  Schulz. 
He  cites  one  case  in  which  the  ligature  slipped  from 
the  cystic  duct  and  caused  an  accumulation  of  bile 
under  the  peritoneum,  the  stump  having  been 
peritonized.  The  pulse  dropped  to  60  per  minute 
due  to  the  absorption  of  the  bile. 

The  slipping  of  the  ligature  from  the  cystic  duct 
is  dependent  upon  the  bUiary  pressure  from  the  liver 
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and  the  physiological  pressure  due  to  the  tonus  of 
the  choledocho-duodenal  sphincter.  The  former 
should  be  200  mm.,  and  the  latter  675  mm.  of  water. 
Therefore,  until  the  wound  in  the  cystic  duct  is 
closed,  which  takes  three  days,  it  is  safer  to  insert  a 
drainage  tube. 

The  author  employs  the  extra-median  longitudinal 
incision.  Vorschuetz  (Z). 

Specht,  O. :  The  Formation  of  a  New  Gall-Bladder 
Following  Cholecystectomy  (Ein  Beitrag  zur 
Frage  ueber  die  Xeubildung  der  Gallenblase  nach 
Cystektomie) .   Beitr.  z.  klin.  Chir.,  1921,  cxxiii,  507. 

Experiments  on  animals  and  material  from  the 
Giessen  clinic  (3,704  operations  on  the  biliary  tract) 
have  shown  no  proof  that  the  gall-bladder  may  be 
formed  anew  after  cholecystectomy.  Occasionally 
there  may  be  a  dilatation  of  the  cystic  duct  but  this 
cannot  be  regarded  as  a  substitute  for  the  gall- 
bladder. This  widening  of  the  cystic  duct,  which 
occurs  regularly  in  dogs,  is  very  rare  in  man  and 
when  it  does  develop  is  rarely  regarded  as  a  cause  of 
the  difficulties  necessitating  the  second  laparotomy. 
The  formation  of  a  stone  in  this  stump  of  the  cystic 
duct  is  possible,  but  very  unusual. 

Kehr's  statement  that  after  the  removal  of  the 
gall-bladder  the  cystic  duct  tends  to  form  a  gall- 
bladder with  true  stones  has  not  been  proved. 
Therefore  his  suggestion  that  the  cystic  duct  should 


be  removed  close  to  the  common  duct  in  every 
cholecystectomy  to  prevent  the  formation  of  a  new 
gall-bladder  is  of  no  value.  In  difficult  cases  it  is 
often  best  not  to  isolate  the  cystic  duct.  In  ninety- 
nine  cases  in  which  such  isolation  was  not  effected 
no  regeneration  of  the  gall-bladder  was  observed. 

KOXJETZNY  (Z). 

Kanavel,  A.  B.:  Splenectomy  under  Local  Anaes- 
thesia in  a  Greatly  Debilitated  Patient.  Surg. 
Clin.  X.  Am..  1921.  i,  965. 

Kanavel  describes  in  detail  his  application  of 
Labat's  technique  to  prevent  excessive  pain  due 
to  manipulation,  particularly  pulling,  of  the  viscera 
during  laparotomy  under  local  anaesthesia.  A  needle 
was  passed  obliquely  inward  on  each  side  of  the 
body  of  the  first  lumbar  vertebra  so  that  it  p>ene- 
t  rated  the  retroperitoneal  tissues  in  the  region  of 
the  coeliac  plexus.  Thirty-five  cubic  centimeters 
of  a  y2  per  cent  novocaine  solution  were  used  on 
each  side.  After  ten  to  fifteen  minutes  the  abdomen 
was  opened  under  local  anaesthesia,  the  spleen  was 
dislocated  from  the  abdomen,  two  forceps  were 
placed  on  the  pancreatic  and  gastric  side  and  one 
on  the  splenic  side,  the  splenic  arter>'  being  grasped 
separately,  and  the  spleen  was  removed.  The  tug- 
ging and  pulling  on  the  viscera  necessitated  by 
such  manipulation  caused  no  pain.  The  spleen 
weighed  1,500  gm.  J.  D.  Ellis,  M.D. 
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DISEASES  OF  THE  BONES,  JOINTS,  MUSCLES 
TENDONS,  ETC. 

Rosenow,  E.  C,  and  Ashby,  W.:  Focal  Infection 
and  Elective  Localization  in  the  Etiology  of 
Myositis.    Arch.  Int.  Med.,  1921,  xxviii,  274. 

The  results  of  an  investigation  of  twenty-eight 
cases  of  myositis  at  the  Mayo  Clinic  and  the  findings 
in  animals  given  injections  of  cultures  made  from 
material  obtained  from  these  cases  are  rep)orted. 
The  technique  employed  is  that  devised  by  the 
author  and  used  in  previous  exi)eriments  regarding 
elective  localization.  In  twenty-five  of  the  cases, 
foci  of  infection,  such  as  tonsils  and  teeth,  were 
removed,  and  in  twenty-two  of  these  this  was  fol- 
lowed by  very  definite  improvement  or  recovery. 
In  all  but  one  case  elective  localization  of  bacteria 
from  foci  or  excised  muscle  occurred  following  intra- 
venous injection  into  animals.  Of  these  twenty- 
seven  p)ositive  cases,  the  streptococcus  was  found 
to  have  an  elective  affinity  for  muscle  in  twenty- 
four,  the  streptococcus  and  staphylococcus  in  two, 
and  the  staphylococcus  alone  in  one. 

Culturally  the  streptococcus  showed  two  types 
of  colonies  on  blood-agar  plates :  one,  a  small  colony 
surrounded  by  a  hazy  zone  of  haemolysis,  and  the 
other  a  slightly  larger,  dry  colony  surrounded  by  a 
greenish  zone.  The  muscle  lesions  produced  in  rab- 
bits were  caused  by  the  slightly  haemolyzing  strep- 


tococcus in  ten  instances  and  by  the  green-producing 
typ>e  in  ten  instances,  while  in  four  cases  both  were 
present.  The  staphylococcus  alone  was  responsible 
for  but  one  case. 

The  cases  of  myositis  investigated  fell  into  three 
distinct  clinical  groups:  (i)  cases  of  acute  and 
chronic  myositis  without  other  demonstrable  lesions 
at  the  time  of  study,  (2)  cases  with  predominating 
symptoms  of  myositis  in  which  periarthritis  and 
arthritis  were  present,  and  (3)  cases  in  which  myosi- 
tis was  the  chief  factor,  but  there  was  associated  neu- 
ritis or  perineuritis. 

Cultures  from  these  three  groups  were  injected 
intravenously  into  rabbits  and  the  resulting  lesions 
tabulated.  In  the  first  group  were  ninety  animals, 
in  the  second  sixty-one,  and  in  the  third  fifty-one. 
Of  the  first  group  of  animals,  88  per  cent  had  muscle 
lesions,  16  jier  cent  were  found  to  have  turbid  joint 
fluid,  and  only  i  per  cent  had  lesions  in  the  nerves. 
In  the  second  group  the  corresponding  figures  were 
79  per  cent,  28  per  cent,  and  o  per  cent,  while  in 
the  third  group  they  were  67  per  cent,  8  per  cent, 
and  35  per  cent.  These  results  paralleled  very  close- 
ly the  findings  in  the  clinical  cases,  not  only  with 
regard  to  muscular  lesions,  but  also  with  regard  to 
the  incidence  of  lesions  in  the  joints  in  the  arthritis 
group  and  in  the  nerves  in  the  neuritis  group. 

The  relation  between  the  results  of  this  group  of 
experiments  and  the  results  obtained  in  other  ex- 
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periments  on  elective  localization  is  striking.  There 
were  numerous  instances  of  very  marked  electivity 
brought  out  in  this  series,  some  of  the  most  specific 
instances  being  present  in  animals  which  had  been 
given  injections  of  salt  solution  suspensions  of  the 
small  numbers  of  bacteria  obtained  in  pus  expressed 
from  tonsils. 

A  detailed  report  of  clinical  and  experimental 
observations  on  the  more  important  cases  is  given 
and  the  microscopic  findings  in  the  affected  muscles 
are  described.  The  lesions  were  usually  found  be- 
tween muscle  fibers  and,  in  the  earlier  lesions,  extra- 
vasation of  red  blood  cells,  dilation  of  adjacent 
capillaries,  and  oedema,  with  loss  of  striation  of  the 
muscle  fiber  as  the  swelling  increased  were  the  chief 
characteristics.  Later,  in  larger  lesions,  fragmenta- 
tion and  necrosis  of  the  muscle  fibers  occurred  as 
leucocytic  and  other  cells  became  numerous.  Of 
eleven  animals  given  injections  of  cultures  of  strep- 
tococci which  had  been  killed  with  liquor  formalde- 
hydi,  eight  showed  lesions  of  the  muscles.  This 
indicates  that  the  property  of  localization  is  resident 
within  the  bacterial  cell. 

The  authors  state,  *'The  conclusion,  therefore, 
may  be  drawn  that  myositis,  including  even  the 
mild,  transient  affections  of  muscles,  is  caused  in 
the  main  by  lodgment  and  growth  of  bacteria, 
usually  streptococci,  which  have  elective  affinity  for 
muscle  tissue."  G,  H.  Jackson,  Jr.,  M,D, 

Jansen,  M.:  Dysostosis  Cleido-Cranialis.   J.Orlhop. 
Surg.,  1 92 1,  iii,  468. 

The  author  calls  attention  to  the  two  principal 
symptoms  to  which  dysostosis  clcido-cranialis  owes 
its  name:  (i)  the  enlargement  of  the  fontanel,  and 
(2)  the  pscudarthrosis  or  absence  of  parts  or  of  all 
of  the  collar  bone.  He  calls  attention  also  to  two 
other  conditions  which  were  present  in  seven  cases: 
(i)  shortening  of  the  toes,  and  (2)  bilateral  flatten- 
ing of  the  chest. 

In  Jansen's  opinion  the  mechanical  malforma- 
tion and  the  symptoms  of  growth-stunting  may  be 
explained  by  the  assumption  that  the  foetus  has 
been  infolded  in  its  long  and  transverse  axes  in  the 
eighth  week  of  foetal  life.  Direct  amnion  pressure 
forced  its  forehead  against  its  chest  and  its  shoul- 
ders forward.  Compression  of  the  flexible  parts 
means  arrest  of  blood  supply.  Arrest  of  blood  sup- 
ply may  produce  dwarf  growth  or  death.  The 
drawf  growth  is  proportional  to  the  rapidity  of 
growth  (law  of  the  vulnerability  of  fast-growing 
cell  groups). 

On  the  basis  of  these  principles  Jansen  concludes 
that  oligohydramnios  may  produce  dysostosis 
cleido-cranialis  in  the  eighth  week. 

F.   W.   CARRlTirERS,   M.D. 

Barrie,  G.:    llaemorrhagic  Osteomyelitis.     .Iw.  J. 
Surg.,  1921,  XXXV,  253. 

The  term  "haimorrhagic  osteomyelitis"  was  first 
used  by  the  author  ten  years  ago  to  describe  a  bone 
lesion    which    previously    had    been    considered    a 


malignant  neoplastic  process.  He  believes  that  the 
designations  "giant-cell  sarcoma"  and  "giant-cell 
tumor"  are  inadequate,  inexact,  confusing,  and 
misleading.  The  giant  cell  encountered  in  this 
lesion  is  a  scavenger  or  a  foreign-body  type  of  cell 
and  has  no  tumor  formation  properties.  Its  function 
app>ears  to  be  that  of  removing  sterile  debris. 

It  is  definitely  stated  that  a  preliminary  diagnosis 
is  impossible  without  the  use  of  the  X-ray.  It 
should  be  emphasized  also  that  an  area  of  osteolysis 
shown  by  the  X-ray  may  mean  one  of  many  other 
gross  pathologic  lesions.  It  may  be  necessary  to 
combine  the  clinical  and  X-ray  pictures  with  the 
gross  and  microscopic  studies  to  make  a  positive 
diagnosis  of  hsemorrhagic  osteomyelitis. 

The  condition  is  most  frequent  in  the  first  and 
second  decades  of  life.  Months  or  years  may  have 
elapsed  in  the  development  of  the  bone  to  a  large 
size.  There  is  usually  a  history  of  injury  which  may 
have  been  remote.  Pain  is  not  constant.  There 
is  enlargement  locally.  Sensitiveness  to  pressure 
is  present  and  there  is  some  limitation  of  motion  in 
the  nearest  joint.  If  the  lesion  is  in  the  lower  ex- 
tremity the  subject  limps.  The  roentgenogram 
shows  a  clear-cut  round  or  oval  area  of  osteolysis. 
The  periosteum  is  usually  intact. 

The  gross  specimen  shows  vascular  granulation 
tissue  interspersed  with  areas  of  fibrosis  or  degen- 
erated hyaline  masses. 

Microscopic  examination  shows  a  heterogeneous 
cellular  picture  of  fibroblasts,  scavenger  giant  cells, 
endothelial  and  polynuclear  leucocytes,  lympho- 
cytes, eosinophils,  and  red  blood  cells. 

The  treatment  recommended  is  curettage,  swab- 
bing with  tincture  of  iodine,  and,  if  the  lesion  is 
larger  than  a  pigeon's  egg.  filling  with  bone  shavings, 
chips,  or  a  bone  graft.  The  author  has  had  no  re- 
currences in  ten  years.  Philip  Lewin,  M.D. 

Jones,  S.  F.:  Sclerosing  Non-Suppurative  Osteo- 
myelitis as  Described  by  CJarre;  Report  of  a 
Clase,  with  the  Roentgenographic  and  Patho- 
logic  Findings  and   a   Review  of  Literature. 

J.  Am.  M.  Ass.,  192 1,  Ixxvii,  986. 

The  sclerosing  types  of  osteomyelitis  are  those  in 
which  there  is  merely  an  enlargement  and  a  thick- 
ening of  the  bone  without  suppuration  or  fistula 
formation. 

In  the  majority  of  cases  the  onset  of  the  disease 
is  acute  and  is  accompanied  by  a  high  fever,  swell- 
ing of  the  affected  limb,  pain  at  the  site  of  the  bone 
lesion,  and  considerable  infiltration  of  the  soft  parts. 
The  skin  over  the  affected  bone,  however,  is  not 
reddened  and  there  is  no  formation  of  pus.  VVith 
the  subsidence  of  the  temperature,  the  swelling  of 
the  soft  parts  disappears,  only  the  osseous  enlarge- 
ment remaining. 

Mauclaire  refers  to  the  statement  of  Kocher 
that  a  considerable  number  of  cases  of  bone  sar- 
coma which  have  been  cured  by  amputation  were 
merely  cases  of  sclerosing  non-suppurative  osteomye- 
litis.    The  latter  type  of  bone  involvement  may  be 
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confused  also  with  the  syphilitic  and  sarcomatous 
types  and  the  rare  type  of  solid  osteitis  fibrosa  en- 
countered in  the  long  bones. 

The  syphilitic  osteitis  and  periosteitis  result  in 
the  fusiform  enlargement  of  the  shaft  of  the  bone 
and  lead  to  a  diffuse  hyperostosis  closely  resembling 
the  chronic  stages  of  non-suppurative  osteomyelitis. 
Osteal  night  pains  are  common  to  both  bone  diseases. 

In  cases  of  sclerosing  non-suppurating  osteomye- 
litis the  absence  of  other  syphilitic  manifestations, 
the  gradual  subsidence  of  the  pain,  and  a  negative 
blood  and  spinal-fluid  Wassermann  reaction  should 
establish  the  diagnosis. 

In  bone  sarcoma  the  problem  is  even  more  diffi- 
cult, for  frequently  there  is  a  history  of  trauma  to 
the  affected  area.  The  initial  rise  of  temperature, 
the  absence  of  glandular  enlargement,  the  infiltra- 
tion of  the  soft  parts,  which  is  present  early  in  the 
sclerosing  type  of  osteomyelitis,  and  the  absence  of 
cachexia  and  rapid  loss  of  weight  are  important 
points  in  differentiating  the  osteomyeUtis  under  dis- 
cussion from  malignant  bone  disease.  A  careful 
roentgenographic  and  pathologic  examination  should 
be  made  in  every  case. 

In  osteitis  fibrosa  with  or  without  the  formation 
of  cysts  the  predominating  clinical  symptom  is 
that  of  a  spontaneous  fracture,  and  the  swelling 
and  pain  are  not  symptoms  of  which  the  patient 
complains.  The  temperature  is  usually  normal  and 
the  pathologic  process  is  so  insidious  in  its  onset 
that  only  the  occurrence  of  a  slight  trauma  resulting 
in  fracture  of  the  affected  bone  causes  the  patient 
to  seek  surgical  advice. 

Trauma  cannot  be  considered  as  an  etiological 
factor.  Most  observers  believe  that  the  disease  is 
due  probably  to  an  inflammatory  process  in  the 
long  bones.  We  must  depend  upon  the  pathologic 
laboratory  and  the  roentgen-ray  examination  to  aid 
in  differentiating  these  unusual  bone  conditions. 

A  detailed  case  history  is  given. 

L.  C.  Donnelly,  M.D, 

Cohn,  I.:  Observations    Based    on    a    Study    of 
Injuries  to  the  Elbow.    Arch.  Surg.,  1921,  iii,  357. 

The  author  describes  certain  Hnes  drawn  upon 
the  roentgenogram  of  the  elbow  joint  whereby  the 
normal  contour  of  the  joint  or  a  deviation  from  the 
normal  may  be  determined.  The  position  of  the 
capitellum  is  most  important.  With  the  elbow 
flexed  to  a  right  angle,  the  lateral  view  shows  the 
capitellum  occupying  the  sigmoid  cavity.  In  early 
life  a  wide  separation  appears  between  the  articular 
surface  of  the  capitellum  and  the  great  sigmoid 
cavity  which  is  entirely  eliminated  in  growth. 

.\  plane  bisecting  the  shaft  of  the  humerus  prior 
to  about  the  ninth  year  passes  behind  the  posterior 
border  of  the  capitellum.  .After  this  period  approxi- 
mately two-thirds  of  the  lower  epiphysis  is  anterior 
to  it. 

The  plane  of  the  anterior  limit  of  the  shaft  of 
the  humerus  shows  at  least  one-half  of  the  capitel- 
lum anterior  to  it.    A  plane  at  right  angles  to  the 


base  of  the  capitellum  and  bisecting  it  intersects 
the  plane,  bisecting  the  long  axis  of  the  shaft  at  an 
angle  of  about  130  degrees.  With  the  forearm 
extended  and  supinated,  a  plane  bisecting  the  hum- 
erus is  intersected  by  a  plane  bisecting  the  ulna 
at  an  angle  of  approximately  1 70  degrees. 

After  the  ninth  year  the  olecranon  occupies  the 
entire  olecranon  fossa  and  overlaps  the  capitellum, 
while  in  early  life  the  capitellum  is  not  overlapp>ed 
by  the  olecranon. 

A  small  group  of  patients  treated  by  the  author 
had  deformity  and  limitation  of  motion  and  all  of 
them  presented  themselves  for  treatment  several 
hours  after  the  injury  with  swelling  around  the 
site  of  fracture  which  made  it  impossible  to  main- 
tain the  hyi)erflexed  position. 

A  number  of  cases  have  been  reported  as  having 
epiphyseal  separation  when  careful  study  showed 
the  joints  to  be  normal. 

The  roentgen  ray  is  of  inestimable  value  when 
properly  interpreted.  The  roentgenogram  must  not 
be  depended  upon  to  show  a  fracture  within  an 
epiphysis  in  young  children  before  the  epiphysis 
has  been  sufficiently  ossified.  A  disturbance  of  the 
relationship  of  the  planes  mentioned  by  the  author 
would  enable  the  roentgenologist  to  state  that 
there  will  be  a  disturbance  of  function  and  deformity 
unless  the  condition  is  corrected.  Delay  in  reducing 
the  deformity  increases  the  difficulty  of  treatment 
because  of  the  swelling.  External  rotators  should  be 
developed  in  cases  with  supracondyloid  fractures  of 
the  humerus  to  prevent  the  carrying  of  the  arm  in 
internal  rotation  and  consequent  cubitus  varus 
deformity. 

In  the  correct  diagnosis  of  injuries  to  the  elbow 
the  history,  including  both  subjective  and  objective 
phenomena,  is  important.  On  inspection,  the  posi- 
tion —  semiflexion,  and  diminished  or  lost  carrying 
angle  —  should  be  determined.  Lateral  mobility 
may  be  increased  by  a  tear  of  the  lateral  ligaments 
and  is  exaggerated  if  one  of  the  condyles  is  fractured 
in  addition.  It  is  further  increased  by  contraction 
of  the  attached  group  of  muscles  which  are  unop- 
posed by  the  group  torn  away  from  the  shaft. 

Palpation  always  reveals  pain  at  the  site  of  frac- 
ture. Therefore  examination  should  be  continued 
under  anaesthesia.  Supracondyloid  fractures  should 
be  reduced  in  hyperflexion  because  the  triceps  acts 
as  a  natural  splint  and  the  relaxed  flexors  have  a 
tendency  to  bring  the  distal  fragment  into  the  bend 
of  the  elbow.  In  fractures  of  the  internal  condyle 
pronation  is  desirable  with  hyperflexion  to  prevent 
contracture  of  the  supinators  attached  to  the 
external  condyle,  and  consequently  does  not  diminish 
the  carrying  angle. 

In  fractures  of  the  external  condyle  hyperflexion 
and  supination  are  required  in  order  to  relax  the 
pronators  of  the  forearm  which  are  attached  to  the 
external  condyle. 

A  conical  bag  with  the  apex  down  supported  by 
tai^es  tied  around  the  neck  is  found  useful  to  pre- 
vent the  bandage  from  slipping. 
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After  the  tenth  day  flexion  should  be  diminished 
at  short  intervals,  and  contrast  baths,  massage, 
and  passive  motion  limited  by  pain  should  be  begun. 
Plaster  molded  splints  should  be  used  and  the 
arm  should  be  held  in  external  rotation.  The 
dressing  should  be  closely  observed  for  the  first 
twenty-four  hours  to  prevent  Volkmann's  ischaemic 
contracture.  The  hand  should  be  included  to  pre- 
vent secondary  swelling.  A  roentgenogram  should 
be  taken  and  studied  following  reduction.  Active 
and  passive  movements,  massage,  and  resistive 
exercises  should  be  employed  after  the  fourth  week. 
Rudolph  S.  Reich,  M.D. 

FRACTURES  AND  DISLOCATIONS 

Scudder,  C.  L. :     Certain    Problems    Concerning 
Fractures  of  Bones.    Ann.   Surg.,    1Q21,    Ixxiv, 

280. 

With  regard  to  fractures  of  bone  there  are  cer- 
tain problems  which  are  not  altogether  settled, 
viz.:  (i)  the  process  of  repair;  (2)  the  causes  of 
non-union;  (3)  the  treatment  of  ununited  fractures; 
(4)  the  repair  of  pathologic  fractures;  (5)  the  proper 
handling  of  comminuted  fractures;  and  (6)  the 
treatment  of  malunited  fractures. 

The  author  states  that  the  older  methods  (rigid 
bone  methods)  of  treating  fractures  by  "setting" 
the  fractured  bone,  by  the  use  of  splints  and  plaster 
of  Paris  to  fix  the  "set  bones,"  by  immobilization 
of  the  joints  above  the  fracture,  by  keeping  tightly 
constricting,  and  compressing  splints  and  bandages 
on  the  fractured  limb  for  weeks,  the  soft  parts,  the 
skin,  nerves,  vessels,  and  muscles  all  being  left 
without  care,  are  abominable  and  should  not  be 
tolerated  today.  Good  results  obtained  under  this 
ancient  regime  were  obtained  in  spite  of  the  treat- 
ment rather  than  because  of  it. 

The  following  methods  have  proved  valuable: 

1.  Extension  and  counter-extension.  These  re- 
quire careful  supervision  and  a  nice  discrimination 
in  their  application.  They  permit  supported  active 
movement  of  the  joints  adjacent  to  the  fractured 
bone  at  an  early  date  and  continuously  throughout 
the  treatment. 

2.  Direct  bony  traction,  which  brings  the  forces 
of  traction  and  counter-traction  into  action  most 
effectively  and  accurately. 

3.  The  direct  grasp  of  bone  without  penetration 
for  the  application  of  traction. 

4.  The  direct  traction  method  of  Parkhill  and 
Freeman  in  America. 

5.  The  direct  operative  treatment  advocated  and 
popularized  by  Sir  Arbuthnot  Lane. 

6.  The  suspension  of  fractures  which  helps  to 
eliminate  muscular  contraction  and  renders  traction 
forces  more  effective. 

7.  The  use  of  the  roentgen  ray. 

The  treatment  of  fractures  may  be  greatly  im- 
proved by: 

I.  An  organized  fracture  service  in  each  of  the 
large  hospitals  in  the  country: 


a.  Special  wards  should  be  used  for  the  treat- 
ment of  fracture  cases.  It  is  impossible  to  care  ade- 
quately for  these  cases  when  they  are  scattered 
throughout  a  hospital  as  under  such  conditions  the 
responsibility  is  divided  among  many  persons,  there 
is  no  concentrated  interest,  and  too  much  work  is 
delegated  to  ignorant  subordinates.  The  general 
service  would  be  more  free  if  separated  from  the 
fracture  cases. 

b.  A  special  f)ersonnel  should  be  in  charge  of 
these  fracture  wards.  The  chief  of  this  service 
should  be  a  surgeon  of  broad  general  experience  who 
is  actively  interested  in  molding  the  policy  of  the 
fracture  division.  He  alone  should  be  finally  respon- 
sible for  the  results.  Serving  with,  and  under,  this 
chief  should  be  the  necessary  assisting  surgeons, 
resident  house  surgeons,  and  nursing  force.  The 
service  of  this  staff  should  be  continuous  through- 
out the  year. 

c.  This  continuous  control  should  include  the 
out-patient  service  where  the  ambulatory  cases 
are  received  and  treated.  Each  day  of  the  week 
there  should  be  an  out-patient  clinic  for  fractures 
which  the  fracture  service  controls  and  with  which 
it  is  in  intimate  touch.  The  policies  of  the  out- 
patient and  house  fracture  service  should  be  iden- 
tical and  under  the  control  of  the  chief  of  the  service. 
Cases  of  fracture  should  be  followed  until  the  maxi- 
mum functional  results  are  obtained  and  the  wage 
earner  is  on  his  feet  and  re-established. 

d.  Insofar  as  fractures  are  concerned,  the  emer- 
gency ward  for  accident  service  should  likewise  be 
under  the  direct  care  of  the  chief  of  the  fracture 
service.  \  fracture  received  in  the  accident  ward 
should  be  regarded  as  an  emergency  case  requiring 
the  immediate  attention  of  those  directly  responsible 
for  the  ultimate  result.  \  fracture  should  be  con- 
sidered as  much  an  emergency  as  a  case  of  perfor- 
ated gastric  ulcer.  The  initial  treatment  is  vital 
to  a  satisfactory  outcome  in  both  instances. 

e.  .\n  operating  plant  in  connection  with  the 
house  service  is  essential.  The  operative  fractures 
must  be  kept  apart  from  septic  operations.  Sepa- 
rate instruments  must  be  employed. 

/.  A  lecture  room  with  easy  access  to  the  wards 
is  necessary. 

2.  Adequate  instruction  of  the  undergraduate 
medical  student. 

3.  The  institution  of  smaller  hospital  units  in 
towns  adjacent  to,  and  remote  from,  large  centers. 

4.  Graduate  instruction  of  the  general  practi- 
tioner interested  in  fractures. 

5.  Formal  instruction  of  medical  students  in- 
tending to  become  specialists  in  this  branch  of 
surgery. 

6.  Encouragement  of  specialization  within  gen- 
eral surgery  of  the  surgery  of  fractures.  Accident 
surgery  today  covers  a  complicated  and  varied  field. 

7.  The  organization  of  a  clinical  surgical  frac- 
ture society  meeting  once  a  year  for  the  sole  dis- 
cussion of  fracture  problems. 

L.  C.  Donnelly,  M.D. 
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Thomas,  T.  T. :  Fixation  by  a  Wood  Screw  With- 
out Arthrotomy  in  Certain  Fractures  of  the 
Neck  of  the  Femur.  Am.  J.Surg.,  1921,  xxxv,  292. 

Certain  neglected  fractures  of  the  neck  of  the 
femur  are  treated  by  the  author  by  means  of  the 
Whitman  abduction  method  followed  by  fixation 
by  means  of  a  wood  screw  without  arthrotomy. 
Under  anaesthesia  the  thigh  is  abducted  and  a 
plaster  spica  extending  from  the  lower  thorax  to, 
and  including,  the  foot  is  applied,  and  an  opening 
6  by  8  in.,  with  its  center  over  the  great  trochanter, 
is  cut  in  the  cast.  A  few  days  later  the  patient  is 
again  etherized  and  an  incision  about  3 5^  in.  long 
is  made  over  the  most  prominent  portion  of  the 
great  trochanter  in  the  long  axis  of  the  limb,  to 
expose  the  anterior  and  posterior  margins  of  the 
great  trochanter. 

With  the  X-ray  as  a  guide,  a  screw  is  driven 
through  the  trochanter  and  neck  into  the  detached 
head  of  the  femur.  The  necessary  length  is  deter- 
mined by  the  roentgenogram,  but  as  the  shadow  is 
larger  than  the  object,  the  screw  should  be  >^  to  K^ 
in.  shorter  than  the  distance  from  the  external  sur- 
face of  the  trochanter  to  the  surface  of  the  middle 
of  the  head  in  the  X-ray  plate.  This  obviates  the 
possibility  of  driving  the  screw  through  the  head 
and  into  the  acetabulum.  The  wound  is  then  wiped 
out  with  a  little  dichloramine-T  and  completely 
closed,  dressings  are  applied,  and  the  opening  of 
the  cast  is  reinforced  by  means  of  several  plaster- 
of-Paris  bandages. 

Because  of  the  small  exposure  there  is  practically 
no  chance  of  infection.  If  the  patient  is  young 
enough  he  may  be  permitted  to  get  about  on 
crutches  with  the  cast  on  at  the  end  of  four  or  five 
weeks  following  the  introduction  of  the  screw.  The 
latter  will  prevent  any  displacement  of  the  frag- 
ments and  the  weight-bearing  will  favor  the  more 
rapid  and  certain  development  of  bony  union. 

The  author  presents  the  reports  of  four  cases  in 
which  he  employed  the  method  described.  He  states 
that  to  date  the  results  have  been  good  but  not 
sufiicient  time  has  elapsed  to  warrant  final  judgment 
as  to  the  outcome.  Rudolph  S.  Reich,  M.D. 

Kurlander,  J.  J.:  Fracture  of  the  Spine  of  the 
Tibia.  J.  Am.  M.  Ass.,  1921,  Ixxvii,  855. 

The  author  states  that  fracture  of  the  spine  of  the 
tibia  is  rare  and  may  or  may  not  be  associated  with 
injury  to  the  crucial  ligaments.  In  this  connection 
he  describes  the  anatomy  and  physiological  action 
of  the  crucial  ligaments  and  the  knee  joint. 

A  resume  of  the  literature  regarding  fracture  of 
the  tibial  spine  is  given. 

Kurlander  believes  that  practically  all  fractures 
of  the  tibial  spine  are  produced  indirectly  by  pow- 
erful traction  on  the  crucial  ligaments  as  the  tibial 
spine  is  practically  inaccessible  to  direct  violence. 
Three  cases  are  reported : 

Case  i.  The  patient  was  a  man  19  years  of  age. 
In  a  fall  his  leg  was  suddenly  flexed  under  him  and 
he  struck  his  knee  on  the  curb  stone.    Swelling, 


severe  pain,  and  loss  of  function  followed  almost 
immediately  and  persisted  for  three  weeks,  at  the 
end  of  which  time  he  was  seen  by  the  author.  The 
X-ray  disclosed  a  complete  transverse  fracture  of 
the  tibial  spine.  A  plaster  cast  was  applied  with 
the  leg  in  complete  extension.  The  cast  was  re- 
moved in  six  weeks  and  active  and  passive  motion 
then  instituted.   Recovery  was  complete. 

Case  2.  The  patient  was  a  woman  50  years  of 
age  who  fell  with  the  knee  strongly  flexed  and 
abducted.  Examination  revealed  rupture  of  the 
internal  lateral  ligament  and  swelling,  pain,  tender- 
ness, and  loss  of  fimction.  The  X-ray  disclosed  avul- 
sion of  a  spine  of  the  tibia.  The  patient  was  seen 
four  months  after  the  injury. 

Case  3.  The  X-ray  showed  only  a  crack  through 
the  tibial  spine.  The  fragment  was  not  removed 
from  its  bed.  The  symptoms  were  thought  to  be 
due  to  a  displaced  external  semilunar  cartilage. 

The  diagnosis  may  be  made  positively  only  by 
means  of  the  X-ray.  The  most  presumptive  signs 
are  blocking  and  locking  of  the  knee. 

The  treatment  should  be  conservative.  Under 
anaesthesia  the  knee  should  be  manipulated  until 
full  extension  has  been  obtained  and  then  immobil- 
ized in  extension  in  a  plaster  cast  for  eight  to  ten 
weeks.  After  the  removal  of  the  cast  massage  and 
passive  motion  should  be  instituted. 

When  chronic  disability  due  to  blocking  of  exten- 
sion persists  it  is  best  to  remove  the  offending 
fragment  of  bone  through  a  patellar  incision. 
The  post-patellar  pad  of  fat  should  be  removed 
in  order  that  a  good  view  may  be  obtained.  The 
obstruction  to  complete  extension  should  then  be 
removed  and  the  incision  closed.  Complete  exten- 
sion should  be  maintailied  in  a  plaster  cast  for 
six  weeks  and  massage  and  motion  then  begun. 

Fr.\nk  G.  Murphy,  M.D. 

SURGERY  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Gallic,  W.  E.:  The     Implantation     of    Tendons. 

Am.  J.  Surg.,  192 1.  xxxv,  268. 

Gallie  states  that  wounds  of  tendons  heal  by 
ordinary  scar  tissue  which  is  produced  by  the  areolar 
membranes  on  the  surfaces  and  the  connective  tissue 
trabeciUas  which  separate  the  bundles  of  fibers. 
This  scar  tissue  when  subjected  to  strain  is  apt  to 
stretch  or  break  unless  it  is  present  in  considerable 
amount. 

To  unite  tendon  to  bone  as  in  tendon  fixation  or 
transplantation  it  is  necessary  to  place  the  tendon 
in  close  contact  with  the  bone  over  a  considerable 
area  in  order  that  the  scar  tissue  may  be  strong 
enough  to  withstand  the  anticipated  strain.  It  is 
necessary  also  to  remove  all  the  areolar  membranes 
from  the  surface  and  it  is  best  to  split  the  tendon  in 
order  that  the  raw  surface  may  come  in  contact 
with  the  bone. 

To  unite  tendon  to  tendon  the  raw  surfaces  must 
be  placed  in  contact  over  a  sufficient  area  to  insure 
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the  required  strength  in  the  scar.  This  may  be  done 
conveniently  by  braiding  or  splicing  one  tendon 
into  the  other.  Philip  Lewin,  M.D. 

McWilliams,  C.  A.:  The  Values  of  the  Various 
Methods  of  Bone  Grafting  Judged  by  1,390 
Reported  Cases.    Ann.  Surg.,  1921,  Ixxiv,  286. 

The  author  has  analyzed  all  bone  graftings 
reported  in  the  literature  and  the  replies  obtained 
from  a  questionnaire.  He  considers  a  method  as 
successful  only  when  the  graft  produced  a  satisfac- 
tory amount  of  new  bone. 

Connective  tissue  seems  to  be  essential  in  the 
formation  of  bone.  Osteoblasts  are  indistinguishable 
from  fibroblasts.  The  first  occurrence  in  bone  forma- 
tion is  the  gathering  of  fibroblasts  around  a  blood 
vessel.  In  this  new  fibrous  tissue  calcium  is  depos- 
ited by  some  unknown  influence  which  goes  on  to 
the  formation  of  bone.  If  calcium  is  deficient, 
fibrous  union  results.  If  there  is  too  great  mobility 
between  the  fragments,  cartilage  is  formed  but  this 
may  eventually  become  changed  into  bone.  When 
there  is  no  mobility,  as  when  one  bone  is  fractured 
and  a  parallel  bone  acts  as  a  splint,  there  is  no 
formation  of  cartilage.  There  are  three  require- 
ments for  successful  bone  grafting: 

1 .  The  graft  must  bridge  a  defect. 

2.  It  must  be  of  a  size  and  type  to  reestablish 
the  circulation. 

3.  It  must  act  as  a  stimulus  to  osteogenesis. 
The  osteoperiosteal  method  of  bone  grafting  is 

the  method  most  often  successful,  and  the  intra- 
medullary method  is  least  often  successful.  The 
presence  or  absence  of  periosteum  seems  to  be  imma- 
terial. Suppuration  is  apparently  the  most  evident 
cause  of  failure.  Insufficient,  or  even  too  brief, 
immobilization  seems  to  be  a  very  frequent  cause 
of  failure.  Grafting  should  not  be  undertaken  if  a 
roentgenogram  shows  the  ends  of  the  bones  to  be 
markedly  atrophied,  a  condition  caused  by  deficiency 
in  nutrition  due  to  too  tight  or  too  long  prolonged 
immobilization,  suppuration,  neurotrophic  distur- 
bances, or  senility.  L.  C.  Donnelly,  M.D. 

Haas,  S.  L.:  Function  in  Relation  to  the  Trans- 
plantation of  Bone.    Ardt.  Sur^.,  1021.  iii,  425. 

In  a  series  of  experiments  on  dogs  two  metacar- 
pals were  resected,  one  being  transplanted  to  the 
paraspinal  muscles  and  the  other  denuded  and  re- 
placed in  its  original  position  so  as  not  to  allow 
contact  with  other  bone.  The  dogs  were  then 
allowed  to  walk. 

The  experiments  lasted  from  forty-eight  days  to 
three  years.  The  transplants  were  then  removed 
and  examined  niacroscopically.  with  the  X-ray, 
and  microscopically,  the  object  being  to  determine 
the  effect  of  function  and  lack  of  function. 

In  all  the  experiments  the  transplants  which 
functioned  showed  very  much  less  degeneration 
than  those  transplanted  to  the  spinal  muscles. 

The  author  concludes  that  function  undoubtedly 
exerts  a  definite  influence  on  the  viability  of  a  trans- 


planted bone;  that  free  bone  transplants  degenerate 
less  rapidly  when  functioning;  and  that  transplants 
from  old  animals  do  not  degenerate  as  rapidly  as 
those  from  young  animals. 

Robert  V.  Funsten,  M.D. 

Putti,  v.:  Arthroplasty.    J.  Orlhop.  Surg.,  1921,    iii. 
421. 

This  paper  is  based  on  an  experience  of  113 
arthroplastic  operations  done  by  Putti  in  the  past 
ten  years:  forty  knees,  thirty-eight  elbows,  seven- 
teen hips,  ten  jaws,  two  ankles,  two  fingers,  two 
toes,  one  wrist,  and  one  shoulder. 

.Absolute  indications  for  arthroplasty  are  some- 
times encountered,  e.g.,  ankylosis  of  the  jaw,  bilat- 
eral ankylosis  of  the  hip,  and  ankylosis  of  the  elbow 
in  extension.  We  must  admit,  however,  that  it  is 
seldom  an  absolutely  necessary  operation,  and  due 
consideration  must  be  given  to  the  patient's  general 
health,  age.  temperament,  and  social  state.  It  is 
not  a  suitable  operation  for  children  or  for  old 
people,  the  best  age  being  between  20  and  50.  The 
intelligent  cooperation  of  the  patient  is  a  most 
important  factor  for  if,  in  the  postoperative  treat- 
ment, this  element  is  lacking,  the  operation  may 
fail  utterly  because  of  his  unwillingness  to  carry  on 
mobilization.  His  financial  condition  must  also  be 
considered.  If  he  cannot  afford  six  to  twelve  weeks 
of  after-treatment  (depending  on  the  joint  involved) , 
it  may  be  best  to  advise  against  operation. 

Post-traumatic  arthritis  is  best  adapted  to  arthro- 
plasty. The  results  of  treatment  are  usually  more 
successful  in  the  monarticular  type  than  in  the  poly- 
articular type.  The  bony  ankyloses  give  better 
results  than  the  fibrous.  One  should  not  under- 
take the  operation  until  the  joint  is  entirely  free 
from  pain  and  swelling,  and  no  trace  of  the  primary 
disease  remains.  As  a  rule  surgical  intervention  is 
delayed  until  a  year  after  all  sensitiveness  has  dis- 
appeared. Because  of  difficulty  in  determining  the 
absence  of  latent  infection,  it  is  best  not  to  operate 
on  old  tuberculous  joints.  The  author  has  done  this 
in  only  one  case.  Ankylosis  due  to  progressive 
arthritis  is  also  not  a  good  risk  for  arthroplasty. 
In  post-war  wounds  the  operation  should  not  be 
done  unless  all  sinuses  are  closed,  unless  we  are  sure 
that  no  foreign  bodies  or  sequestra  are  present, 
and  unless  no  reaction  follows  massage,  baking, 
and  gymnastics.  Even  then  we  should  wait  for 
months  or  even  years.  It  has  been  said  the  pro- 
longed delay  may  preclude  the  return  of  muscle 
function  but  clinical  experience  shows  that  muscles 
inactive  for  years  can  regain  their  function  to  a 
great  extent  rapidly. 

Regarding  the  special  indications  for  each  joint 
Putti  states  that  the  shoulder  rarely  requires  arthro- 
plasty because  the  immobility  is  compensated  by 
scapular  motion.  The  wrist  requires  operation  only 
when  it  is  rigid  in  flexion,  but  unilateral  ankylosis 
of  the  hip  is  a  deformity  to  which  the  patient  can- 
not accustom  himself.  From  the  author's  view- 
point,  the   very   narrowly   limited   indications   for 
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arthroplasty  on  the  knee  should  be  much  widened. 
He  states  that,  "since  experience  has  shown  the 
f>ossibility  of  creating  new  joints  which  possess 
excellent  functional  qualities,  which  can  support 
any  work,  and  which,  even  after  many  years  do  not 
lose  their  power,  I  think  that  also  the  knee  arthro- 
plasty ought  to  be  accepted  with  greater  faith  and 
should  be  executed  more  frequently.  But  at  the 
same  time  that  I  make  this  statement,  I  feel  it  neces- 
sary to  add  that  knee  arthroplasty  should  be  advised 
only  when  a  precise  indication  is  recognized,  and 
it  must  be  executed  by  operators  who  have  ac- 
quired a  notable  skill  in  the  constructive  surgery 
of  the  joints." 

In  performing  the  operation  the  incision  should 
allow  complete  exposure  of  the  joint  but  should  not 
sacrifice  the  tendons  and  muscles  w^hich  move  the 
part.  For  the  elbow,  the  Kocher  incision  is  best; 
for  the  hip,  a  cur\^ed  transtrochanteric  incision 
with  its  base  proximal;  for  the  knee,  a  U-shaped 
incision  with  its  base  downward;  for  the  shoulder 
and  wrist,  a  straight  cut;  and  for  the  ankle,  two 
lateral  cuts.  In  the  resection  of  the  bone  ends 
enough  should  be  taken  off  to  leave  an  interval  of 
at  least  an  inch  between  the  new  surfaces.  It  is 
necessary,  of  course,  to  interpose  some  sort  of  tissue, 
but  there  is  lack  of  accord  among  surgeons  regarding 
what  it  is  best  to  use.  The  author  has  always 
employed  free  flaps  from  the  fascia  lata  to  cover 
both  epiphyses  completely,  fixing  them  in  place 
with  catgut  sutures. 

After  operation  traction  is  applied  for  about  a 
month  to  keep  the  joint  surfaces  separated.  The 
first  movements  should  begin  after  ten  days  and 
should  be  passive.  They  may  be  carried  on  by  the 
patient  himself  by  means  of  simple  apparatus. 
Baking  should  be  begun  as  soon  as  the  wound  is 
healed  and  continued  for  many  months.  When 
the  lower  limbs  have  been  operated  up)on  the 
patient  should  not  walk  until  the  thirtieth  day. 
About  a  month  after  the  operation  a  critical  period 
of  pain  and  stiffness  usually  sets  in  during  which  the 
patient  and  the  surgeon  may  begin  to  doubt  the 
results.  This  is  due  to  a  drying-up  process  and 
perhaps  too  much  motion.  The  baking  should  then 
be  discontinued  for  a  while.  After  a  few  days  the 
movements  may  be  carefully  resumed.  The  p>ost- 
operative  treatment  is  longest  for  the  jaw  and  the 
knee. 

The  prognosis  of  arthroplasties  as  a  whole  is  now 
more  hop>eful  than  it  has  been  in  past  years.  Accord- 
ing to  the  statistics  of  the  author's  cases  the  best 
results  are  obtained  in  the  elbow,  the  next  best  in 
the  knee,  the  next  best  in  the  jaw  and  hip.  The 
knee,  which  has  been  considered  the  least  adapted 
to  this  operation,  has  been  found  in  the  light  of 
recent  advances  to  be  the  joint  in  which  the  results 
most  satisfactory  both  to  the  patient  and  the  sur- 
geon can  be  obtained. 

In  judging  the  results,  the  amount  of  motion  is 
not  the  only  criterion.  The  new  joint  must  be  pain- 
less, must  perform  a  reasonable  percentage  of  .the 


functions  of  a  normal  joint,  and  must  possess  sta- 
bility and  fair  resistance  to  hard  work. 

William  A.  Clark,  M.D. 

Campbell,  W.  C:  Arthroplasty  of  the  Knee — 
Report  of  Cases.  /.  Orthop.  Surg.,  1921,  iii,  430. 

The  knee  joint  presents  the  most  difficult  prob- 
lem in  arthroplasty  and  unfortunately  it  is  also  the 
joint  which  is  most  frequently  ankylosed.  In  solv- 
ing this  problem,  animal  experiments  are  of  little 
or  no  value  because  we  cannot  simulate  the  anky- 
losed human  knee  nor  can  we  obtain  intelligent 
cooperation  in  the  case  of  an  animal. 

Only  a  knee  with  ankylosis  following  acute  infec- 
tion is  suitable  for  operation.  Arthroplasty  may  be 
advised  for  all  cases  of  fibrous  ankylosis  and  for 
bony  ankylosis  in  which  the  normal  structure  of  the 
adjacent  sf>ongy  bone  has  not  been  changed.  When 
a  medullar\'  canal  has  been  established  through  the 
destroyed  joint  or  hypertrophied  bone  has  replaced 
spongy  bone  the  operation  should  not  be  attempted. 

Through  a  U-shaped  incision,  base  upward,  the 
intercondylar  notch  is  obliterated  and  the  end  of 
the  femur  made  to  conform  to  the  antero-posterior 
convexity  of  one  normal  condyle.  A  concave  sur- 
face is  then  shaped  on  the  upjjer  end  of  the  tibia. 
If  the  knee  has  been  in  extension  it  will  be  necessary 
to  lengthen  the  quadriceps  tendon  to  obtain  flexion; 
if  it  has  been  in  flexion,  the  usual  incision  is  made 
through  the  patellar  tendon.  The  opposing  new 
joint  surfaces  must  be  made  to  fit  accurately  to 
prevent  lateral  motion.  "At  completion  there  should 
be  considerable  laxity,  with  hyperextension  possible 
to  40  or  50  degrees. "  In  ten  cases  a  f>edunculated 
flap  was  interposed;  in  nine,  Baer's  chromicized 
pig's  bladder  was  used;  and  in  two,  a  piece  of  free 
fascia  was  inserted  between  the  new  joint  surfaces. 

Twenty  cases  are  reported.  In  four  of  these, 
faulty  material  (Baer's  membrane)  caused  failure, 
and  in  three,  a  pre-existing  low-grade  osteomyelitis 
prevented  a  good  result.  In  nine  cases  definite 
voluntary  motion  was  obtained;  in  four,  slight 
motion;  and  in  five,  satisfactory  function. 

In  all  the  successful  cases  action  of  the  quadri- 
ceps was  in  evidence  at  the  end  of  six  or  eight  weeks. 
In  one  case  an  arthroplasty  had  been  done  before 
and  when  the  joint  was  opened  the  second  time 
ample  space  was  found  between  the  bones  but  was 
filled  up  with  dense  scar  tissue  which  prevented 
motion.  William  .\.  Clark,  M.D. 

Cook,  A.  G.,  and  Stern,  W.  G.:  Report  of  the 
Commission  on  Stabilizing  Operations  on  the 
Foot.   J .  Orthop.  Surg.,  1921.  iii,  437. 

The  report  of  this  Commission  consists  of  two 
parts.  The  first  by  Cook,  which  is  general  in  char- 
acter, calls  our  attention  to  the  most  important 
defects  in  the  foot  caused  by  infantile  paralysis  and 
shows  that  the  disability  of  the  leg  and  foot  are 
due,  first,  to  the  absence  of  muscle  power  which  in 
time  leads  to  disturbance  of  muscle  balance,  dis- 
tortion of  the  bone,  faulty  weight -bearing,  strain. 
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trauma,  and  the  pain  accompanying  trauma,  and 
second,  to  lack  of  normal  development  from  insuffi- 
cient normal  use.  From  the  consideration  of  these 
facts  we  come  to  the  condition  known  as  flail  foot, 
the  question  as  to  the  best  method  of  obtaining  sta- 
bility of  the  foot  in  paralytic  conditions,  and  the 
function  and  end-results  two  years  after  operation. 

The  author  calls  our  attention  to  the  fact  that  a 
stabilizing  operation  is  indicated  only  when  the  loss 
of  function  of  the  foot  depends  upon  instability  of 
the  joint  or  joints,  and  when,  after  faulty  balance 
has  been  corrected,  the  muscles  are  still  unable  to 
control  the  movements  of  the  joints. 

From  an  analysis  of  some  of  the  answers  received 
to  the  questionnaires  sent  out  by  the  Commission, 
it  was  learned  that  while  three  members  of  the 
Association  preferred  braces  to  any  surgical  opera- 
tion, at  least  95  per  cent  of  the  remainder  preferred 
astragalectomy  or  some  form  of  arthrodesis. 

In  comparing  astragalectomy  and  the  ordinary 
operations  intended  to  produce  arthrodesis  it  seemed 
to  the  Commission  that  there  was  no  practical  differ- 
ence as  far  as  the  risk  to  life  was  concerned,  but  in 
order  to  come  to  some  definite  conclusion  as  to 
which  operation  was  the  best  they  visited  and  exam- 
ined about  250  cases  in  the  leading  clinics  of  Amer- 
ica. These  cases  were  not  selected  but  were  taken 
at  random  and  represented  a  fair  cross  section  of 
the  work. 

Of  the  250  patients  examined  by  the  Commission 
not  over  twenty  had  relapses  such  that  the  foot 
was  unserviceable  and  could  not  be  easily  corrected 
and  rendered  serviceable  by  a  secondary  oi>eration. 
In  comparing  astragalectomy  with  transverse  hori- 
zontal section — the  former  known  as  the  Whitman 
operation  and  the  latter  as  the  Davis  operation — the 
Commission  concluded  that  astragalectomy  done 
after  the  method  of  Whitman  is  the  operation  of 
choice  for  the  following  reasons: 

1.  It  is  a  clean-cut  procedure  and  the  operator 
can  see  what  he  is  doing.  The  surrounding  tissues 
are  not  bruised  or  mangled,  and  if  the  wound  be- 
comes infected  the  stitches  can  be  easily  removed 
and  the  whole  cavity  exposed  and  thoroughly 
drained. 

2.  Regardless  of  the  chances  or  process  of  repair, 
it  definitely  and  mechanically  checks  motion  in 
three  directions,  adduction,  abduction,  and  dorsal 
llexion,  and  lessens  the  range  of  plantar  flexion. 

3.  When  there  is  lateral  motion  at  the  ankle 
joint  it  is  sometimes  necessary  to  supplement  a 
transverse  horizontal  section  with  an  arthrodesis 
at  the  ankle  joint,  thus  preventing  all  motion  at 
the  ankle  joint.  It  is  urged  as  an  objection  to 
astragalectomy  that  the  removal  of  the  astragalus 
shortens  the  leg.  This  is  probably  true,  but  the 
leg  was  too  short  before  the  operation  and  it  does 
not  appear  to  be  appreciably  shorter  afterward. 
The  shortening  can  be  corrected  by  placing  the 
foot  in  a  position  of  moderate  equinus  and  by  insert- 
ing a  lift  in  the  sole  of  the  shoe.  The  reconstructed 
foot  is  shapely,  well  formed,  and  serviceable.    No 


one  unfamiliar  with  the  operation  of  astragalectomy 
would  ever  suspect  that  the  astragalus  has  been 
removed. 

The  second  part  of  the  report,  which  is  presented 
by  Stern,  is  the  more  technical  and  detailed  part. 
By  the  term  "stabilizing  operation"  is  meant  one 
which  limits  the  untoward  motion  in  one  or  more 
of  the  ankle  joints  in  such  a  way  that  weight- 
bearing  and  walking  in  the  physiological  position 
will  be  restored  and  the  deformity,  when  once  over- 
come by  corrective  operation,  will  not  tend  to 
recur.  Therefore  simple  tenotomies  and  tendon 
transplantations  are  not  discussed,  consideration 
being  given  only  to  the  following  standard  opera- 
tions: 

1.  Arthrodesis,  either  after  the  manner  of  Soule 
(astragalo-navicular)  or  Ryerson  "triple  arthro- 
desis" (astragalo-navicular,  calcaneo-cuboid.  cal- 
caneo-astragalar),  and  the  subastragalar  arthro- 
desis of  Davis. 

2.  Astragalectomy.  with  backward  displacement 
of  the  foot  after  the  method  of  Whitman  and  hori- 
zontal transverse  tarscctomy  with  backward  dis 
placement  of  the  foot  after  the  method  of  Davis. 
It  is  generally  agreed  that  for  cases  of  lateral  dis- 
ability in  which  there  are  good  calf  muscles  and  the 
foot  is  more  or  less  in  equinus,  arthrodesis  is  best 
and  in  some  cases  this  may  be  combined  with 
fasciotomy,  corrective  wedge  resections,  and  ap- 
propriate tendon  transplantation. 

For  the  completely  flail  and  dangle  foot  or  lateral 
instability  combined  with  calcaneus,  the  Commis- 
sion found  that  the  vast  majority  of  op)erators  pre- 
fer Whitman's  astragalectomy.  In  connection  with 
astragalectomy  various  forms  of  tendon  trans- 
plantation or  tenotomies  for  the  correction  or  the 
avoidance  of  unfavorable  positions  may  be  neces- 
sary. 

The  consensus  of  opinion  is  that  astragalectomy 
is  not  indicated  in  pes  equinus  or  in  ordinary 
lateral  instability  when  there  are  good  calf  muscles. 
In  comparing  the  Davis  horizontal  transverse  sec- 
tion with  that  of  the  Whitman  astragalectomy  — 
the  two  operations  of  choice  for  the  same  deformity 
—  the  Commission  recommends  the  Whitman 
operation  on  account  of  the  fact  that  the  Davis 
operation  is  not  clearly  surgical  and  the  posterior 
displacement  of  the  foot  is  very  difficult  to  obtain. 

The  conclusions  drawn  are  summarized  briefly  as 
follows: 

1.  Metal  plates,  wires,  screws,  nails,  silk  liga- 
tures, and  bone  grafts  are  objectionable  and  unre- 
liable. 

2.  Arthrodesis  gives  excellent  results  in  lateral 
instability,  especially  where  there  are  good  calf 
muscles.  The  best  results  are  to  be  found  after  the 
triple  arthrodesis  of  Ryerson  or  the  subastragular 
arthrodesis  of  Davis.  Arthrodesis  of  the  ankle  joint 
is  rarely  indicated. 

3.  Astragalectomy  with  backward  displacement 
of  the  foot,  when  done  after  the  method  of  Royal 
Whitman,  for  (i)  calcaneus,  calcaneo- valgus,  etc., 
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(2)  for  dangle  foot,  and  (3)  for  lateral  deformity, 
gives  by  far  the  best  results.  In  some  cases  the 
results  have  been  so  perfect  and  the  foot  so  sym- 
metrical that  it  would  have  been  difficult  to  tell 
that  the  foot  had  been  operated  on  if  the  scar  was 
not  seen. 

4.  Horizontal  transverse  tarsectomy  after  the 
method  of  Davis  gives,  as  a  whole,  results  inferior 
to  those  obtained  by  the  astragalectomy  and  is  a 
more  difficult,  bloody,  and  less  scientific  op)eration. 


5.  The  use  of  living  ligaments  after  the  method 
of  Gallic,  Putti,  Peckham,  and  others  has  given 
isolated  successes,  but  as  a  general  rule  has  not  been 
successful  and  is  not  held  in  universal  esteem. 

6.  In  a  great  many  of  the  cases  treated  by  fixa- 
tion the  fixation  was  done  after  the  ordinary  ten- 
don transplantations  had  failed,  and  it  would  seem 
that  the  place  for  tendon  transplantations  is  as  an 
adjunct  to  a  "  stabilizing  operation. " 

F.  W.  Carruthers,  M.D. 


SURGERY  OF  THE   SPINAL  COLUMN  AND   CORD 


Hill,  R.:  Laminectomy     for    Meningitis.      Surg., 
Gynec.  cif  Obst.,  1921,  xxxiii,  288. 

The  author  states  in  meningitis,  especially  that 
of  streptococcic  or  staphylococcic  origin,  which  is 
often  fatal,  death  is  due  to  two  factors,  increased 
tension  and  toxaemia.  The  advisability  of  perform- 
ing a  laminectomy  with  free  spinal  drainage  in  cer- 
tain classes  of  cases  is  worthy  of  our  consideration. 
A  case  of  Downes  is  reported,  in  which  meningitis 
followed  fracture  of  the  skull.  Severe  symptoms 
developed,  including  high  blood  pressure  and  marked 
leucocytosis.  Occipital  decompression  above  the 
foramen  magnum  was  done  and  the  dura  over  both 
sides  of  the  cerebellum  and  cerebrum  was  incised. 
Fluid  escaped,  and  the  patient  recovered.  The 
author  reports  also  two  of  his  own  cases: 

Case  i.  The  patient  was  a  man  40  years  of  age. 
An  operation  was  performed  to  remove  a  bullet 
from  the  ethmoid  bone.  The  orbital  plate  of  the 
ethmoid  was  found  broken  and  some  brain  tissue 
came  away  with  the  fragments.  One  week  later 
the  patient  became  delirious,  his  temperature  rose 
to  10 1  degrees,  and  at  the  end  of  two  weeks  he 
developed  all  the  symptoms  of  meningitis.  The 
spinal  fluid  was  loaded  with  pus.  Laminectomy  was 
performed,  the  spinous  process  and  lamina  of  the 
third  and  fourth  lumbar  vertebrae  being  removed. 
The  dura  was  exposed  for  an  inch  and  incised.  Some 
of  the  symptoms  persisted  for  a  time  but  in  one 
week  the  rigidity  and  high  temperature  had  disap- 
peared. In  two  weeks  the  mental  symptoms  disap- 
peared.  Entire  recover>'  was  slow  but  uneventful. 

Case  2.  The  patient  was  a  man  27  years  of  age. 
Meningitis  followed  otitis  media.  The  diagnosis 
was  made  on  October  23.  October  24,  3  oz.  of  spinal 
fluid  were  withdrawn.  A  laboratory  report  showed 
no  organisms  but  a  high  polymorphonuclear  cell 
count.  October  28,  the  patient  was  in  stupor  with 
profound  meningitis;  his  temperature  was  101.4 
degrees  and  his  pulse  134.  Laminectomy  was  per- 
formed in  the  region  of  the  second  and  third  lumbar 
vertebrae.  VV'hen  the  dura  was  opened  only  a  few 
drops  of  clear  fluid  escaped.  A  pointed  instrument 
passed  upward  encountered  dense  adhesions  and 
caused  a  gush  of  about  20  c.cm.  of  whitish  pus. 
A  rubber  drain  was  inserted  and  the  wound  closed. 
The  temperature  dropped  to  100  degrees  but  the 
patient  was  delirious  and  died  two  days  later. 


The  author  believes  that  operation  is  indicated 
in  cases  of  streptococcic  and  staphylococcic  menin- 
gitis. Recovery  has  followed  repeated  spinal  punc- 
ture and  it  seems  rational  to  assume  that  laminec- 
tomy should  yield  infinitely  better  results  if  it  is 
done  before  the  cerebrospinal  channels  are  blocked 
by  inflammator\^  products  and  adhesions. 

Fr.\xk  G.  Murphy,  M.D. 

Pybus,  F.  C. :   Spina  Bifida.    Lancet,  192 1,  cci,  599. 

The  author  defines  spina  bifida  as  a  congenital 
defect  of  the  vertebrae,  usually  the  posterior  arches, 
which  in  most  cases  is  associated  with  protrusion  of 
the  spinal  contents.  The  defect  occurs  about  once 
in  1,000  infants. 

The  different  types  of  spina  bifida  met  with  clini- 
cally are  best  understood  by  a  study  of  the  develop- 
ment of  the  spinal  cord  from  the  neural  groove  which 
becomes  the  neural  canal,  the  surrounding  meso- 
blastic  tissue  which  forms  the  spinal  membranes, 
and  the  vertebrae  which  are  first  laid  down  in  car- 
tilage and  later  become  ossified.  A  defect  in  any 
one  of  these  stages  may  cause  some  type  of  spina 
bifida. 

Spina  bifida  is  occasionally  a  family  defect,  as 
illustrated  by  its  occurrence  in  four  children  in 
one  family  cited  by  the  author. 

Spine  bifida  occulta,  the  mildest  form,  occurs 
when  there  is  a  defect  in  the  vertebral  arches  with- 
out the  protrusion  of  spinal  elements.  The  defect 
is  usually  symptomless,  is  shown  by  a  scarring  or 
depression  in  the  midline,  and  may  be  covered  by 
a  small  hair  field.  Occasionally,  a  mild  scoliosis 
develops  at  the  site  of  the  defect. 

The  meningocele  is  next  in  severity  and  least  com- 
mon. This  typ>e  is  characterized  by  the  protrusion 
of  membranes  which  contain  cerebrospinal  fluid. 
The  tumor  may  be  covered  by  normal  thick  skin 
or  may  be  thin-walled,  pedunculated,  and  sessile. 

The  meningo-myelocele  is  a  protrusion  of  the 
membranes  and  contains  some  of  the  cord  elements. 
It  is  the  most  common  form  and  is  larger,  broader, 
and  usually  more  translucent  than  the  meningocele. 
The  cord  may  open  on  the  surface  of  the  protrusion 
as  a  red  ulcerated  area. 

The  syringo-myelocele  resembles  the  meningo- 
myelocele, but  the  central  canal  of  the  cord  is 
dilated. 
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The  myelocele,  the  gravest  defect  of  the  series, 
is  characterized  by  total  lack,  of  development  of 
the  posterior  elements  for  a  certain  extent  which 
leaves  the  central  canal  open  to  the  surface.  The 
condition  is  fatal  early. 

The  diagnosis  is  made  from  the  history  and  appear- 
ance of  the  swelling.  The  swelling  has  an  impulse 
during  coughing,  and  fluctuation  can  be  obtained 
between  the  tumor  and  the  anterior  fontanel. 
A  differential  diagnosis  must  be  made  between  a 
naevus  and  a  sacrococcygeal  tumor. 

Other  congenital  malformations,  such  as  scoliosis, 
talipes  equinovarus,  and  hydrocephalus,  are  often 
associated  with  spina  bifida. 

Operation  should  be  limited  to  a  few  selected 
cases.  Most  meningoceles  require  surgical  treat- 
ment, but  there  is  no  urgency.  In  myelocele  and 
meningo-myelocele  with  a  large  raw  area  operation 
is  of  very  doubtful  value.  The  presence  of  hydro- 
cephalus is  a  contra-indication  to  operation. 

The  first  step  in  the  operation  consists  in  expos- 
ing and  isolating  the  sac.  In  meningoceles  the  sac 
may  then  be  amputated.  In  meningo-myeloceles 
the  sac  is  opened  and  the  cord  dissected  free  and 
replaced.  The  final  step  is  the  closure  of  the  wound. 
If  it  is  small,  the  membranes  and  fascia  may  be 
sutured;  if  it  is  large  the  paraspinal  muscles  and 
lumbar  fascia  may  be  utilized.  Sometimes  an  osteo- 
plastic repair  may  be  necessary,  but  this  has  not 
been  the  case  in  the  author's  experience.  For  such 
repair  the  spinous  processes  above  and  below  may  be 
used  or  a  bone  graft  after  the  method  of  Albee. 

L.  H.  Fo\VLER,  M.D. 

Davis,  G.  G.:  Fractures  of  Transverse  Processes 
of  the  Lumbar  Vertebrae.  Surg.,  Gyncc.  ii  Obsl., 
1921,  xxxiii,  272. 

The  author  states  that  fractures  of  the  trans- 
verse processes  of  the  lumbar  vertebra:  are  not  in- 
frequent. Kmbryological  development  is  important 
as  an  etiological  factor.  At  birth  the  vertebra  con- 
sists of  three  parts,  the  body  and  the  halves  of 
the  arch.  The  ends  of  the  transverse  processes 
remain  cartilaginous  until  after  puberty,  when  a 
secondary  center  appears  for  each  transverse  process. 
These  secondary  centers  fuse  with  the  transverse 
process  at  about  the  twenty-fifth  year  of  age. 
From  this  secondary  center  the  transverse  process 
of  the  first  lumbar  is  sometimes  developed  as  a 
separate  part  which  may  remain  ununited. 

The  author  describes  the  anatomy  as  this  also  is 
an  etiological  factor.  The  most  important  muscle, 
the  quadratus  lumborum,  has  part  of  its  attachment 
on  the  apices  of  the  transverse  processes  of  the  lum- 
bar vertebrjc.  This  is  a  strong  muscle  and  when  it 
acts  while  the  thorax,  spine,  and  pelvis  are  fixed 
it  may  fracture  the  transverse  process  of  a  lumbar 
vertebra  by  indirect  violence.  It  is  the  author's 
opinion  that  practically  all  such  fractures  occur  in 
this  manner. 

Ten  cases  are  cited  by  Davis.  In  two,  bilateral 
fractures   occurred.     In    one,    all    five    transverse 


processes  on  the  left  side,  and  one  transverse  process 
on  the  right  side  were  fractured.  In  another  case 
the  third  and  fourth  processes  on  the  right  side  and 
the  fourth  process  on  the  left  were  fractured. 

The  symptoms  of  these  injuries  are  definite. 
Pain  is  constant  and  well  localized,  and  does  not 
radiate.  It  is  exaggerated  by  motion  and  disap- 
pears when  the  patient  is  completely  relaxed  in 
bed.  Bending  increases  the  pain.  Muscular  rigidity 
and  a  i)oint  of  exquisite  tenderness  over  the  frac- 
ture are  noted.  The  X-rays  may  show  the  fragment 
in  good  position  but  more  often  there  is  a  consid- 
erable diastasis. 

The  diagnosis  is  made  from  the  history  of  a  fall  or 
injury  to  the  back  resulting  in  an  area  of  localized 
tenderness  lateral  to  the  median  line  of  the  spine. 
The  X-ray  will  show  the  fracture. 

The  condition  is  often  associated  with  osteo- 
arthritis. Frank  G.  Murphy,  M.D. 

Pearse,  H.  E.:  Removal  of  Ventral  Tumors  of  the 
Sacrum  by  the  Posterior  Route.  Surg., Gyncc.  y 
Obst.,  1921,  xxxiii,  164. 

Ventral  tumors  of  the  sacrum  are  difficult  to 
remove,  frequently  grow  rapidly  and  encroach 
upon  the  bladder,  bowel,  and  ureters.  They  are 
of  varied  structural  formation  macroscopically  and 
microscopically.  Their  origin  seems  well  estab- 
lished. Very  probably  they  arise  from  embryonic 
remains  of  the  Wolffian  body.  In  the  diagnosis 
they  must  be  differentiated  from  all  jjelvic  growths. 
Operative  removal  through  the  ventral  route  is 
futile  because  of  the  difficulty  of  approach  and  in 
controlling  haemorrhage.  Operative  removal  through 
the  perineal  route  is  equally  difficult  because  of  the 
proximity  of  the  ureters  and  the  bowels. 

The  author  states  the  best  approach  is  through 
the  sacrum.  He  gives  the  following  rules  of  tech- 
nique: 

1.  Place  the  patient  on  his  face  with  the  pelvis 
raised  and  the  thighs  flexed. 

2.  The  incision  should  extend  from  just  posterior 
to  the  anus  upward  in  the  midline  above  the  coccyx, 
and  then  curve  to  the  left  and  follow  the  left  edge 
of  the  sacrum.  It  should  be  carried  down  to  the 
bone,  and  the  soft  tissues  should  be  dissected  up  to 
expose  the  edges  of  the  sacrum  and  the  sacro-sciatic 
ligament. 

3.  The  sacrum  should  be  divided  below  the  third 
sacral  nerves  without  opening  its  central  canal. 
The  attachment  of  the  sacro-sciatic  ligament  to 
the  coccyx  should  then  be  severed  and  the  lower 
sacrum  freed  with  a  blunt  dissector  from  all  connec- 
tions. 

4.  All  bleeding  should  be  arrested  and  the 
growth  attacked  according  to  its  location,  attach- 
ment, and  adhesions.  All  Middledorph  tumors 
should  be  attacked  from  this  direction  because: 
(i)  they  lie  directly  in  front  of  the  sacrum,  (2) 
they  can  be  removed  without  disturbing  the  rest  of 
the  viscera,  (3)  it  is  not  necessary  to  open  the 
peritoneum  to  reach  the  tumor,   (4)   the  cautery 
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may  be  used  freely  without  damage  to  other  struc- 
tures, (5)  extensive  tissue  removal  can  be  accom- 
plished safely  and  quickly  because  the  field  is  in 
plain  sight,  and  (6)  the  blood  and  nerve  supply  can 
be  seen  and  easily  attended  to. 

Pathologically  these  tumors  are  of  the  nature  of 

[sarcoma   and   are   malignant.    They  travel  along 

the  lines  of  the  blood  supply  and  their  metastases 

are  formed  in  muscle,  facia,  or  fatty  tissue  instead 

of  the  lymph  nodes. 

The  author  reports  a  case  as  follows: 

The  patient  was  a  man  63  years  of  age  who  com- 
plained of  constant  pain  in  the  lower  bowel.  Pain 
in  the  pelvis  began  two  years  ago.  Treatment  for 
lues  gave  no  relief.  A  year  before  the  patient  was 
seen  by  the  author  he  began  to  take  sedatives  for 
the  relief  of  the  pain.  On  physical  examination  a 
soft,  cystic  tumor  was  palpated  in  front  of  the 
coccyx  and  the  lower  sacrum.  The  diagnosis  was 
ventral  tumor  of  the  sacrum.  Radical  removal  was 
advised. 

At  operation  the  tumor  was  found  to  invade 
the  gluteus  maximus  on  each  side  of  the  coccyx. 
The  sacrum  was  fractured  across  at  the  third  sacral 
notch.  The  tumor  was  then  found  to  be  limited 
above  by  the  peritoneum.  It  was  rotated  out  of  its 
position  and  removed.  Shock  was  controlled.  The 
tissues  were  approximated  and  drains  inserted. 
There  was  no  pain  after  the  operation.  Recovery 
was  uneventful. 

Four  years  later  the  patient  returned  with  a 
tumor  to  the  left  of  the  scar.  At  the  second  op)era- 
tion  this  was  found  to  involve  the  gluteal  muscle 
and  fascia,  the  old  scar,  and  the  surrounding  fat 
and  fascia.  The  pathologist  reported  il  a  hyper- 
nephroma. The  patient  recovered,  but  a  year 
later  showed  a  recurrence  in  the  old  scar  about  the 


size  of  a  hazelnut.  This  was  removed  at  a  third 
operation,  as  were  also  several  nodular  masses  in 
the  same  area.  The  pathologist  reported  these 
also  as  hypernephromata.  The  patient  was  then 
treated  with  the  X-ray  jjeriodically.  One  year 
later  there  was  no  recurrence  of  the  tumor. 

Frank  G.  Murphy,  M.D. 

Leighton,  W.  E.:  Section  of  the  An tero -Lateral 
Tract  of  the  Ck>rd  for  the  Relief  of  Intractable 
Pain  Due  to  Spinal  Cord  Lesions.  Surg.,  Gynec. 
is'Obst.,  192 1,  x.xxiii,  246. 

The  author  presents  four  cases  in  which  he  per- 
formed the  operation  of  dividing  the  antero-lateral 
tract  of  the  cord  for  the  reUef  of  persistent  pain  of 
organic  origin.  He  concludes  that  this  operation 
wUl  give  permanent  relief  if  the  lesion  is  below  the 
level  of  the  thorax.  In  cases  of  gastric  crises  the 
section  must  be  made  higher  than  the  sixth  thoracic 
segment.  Leighton  sees  no  reason  why  it  should 
not  be  made  as  high  as  the  second  or  third.  He 
would  add  to  the  operation  also  section  of  the 
posterior  nerve  roots  in  the  field  as  this  would 
destroy  sensory  impulses  which  would  reach  to  a 
higher  level.  The  latter  are  not  blocked  in  the 
section  of  the  antero-lateral  columns  as  this  section 
includes  only  pain  impulses  which  have  crossed 
to  the  spinothalamic  tract  below  this  level. 

In  all  cases  of  tabes  a  bilateral  operation  should 
be  done.  Spiller's  suggestion  that  the  incision  of  the 
cord  might  be  carried  forward  so  that  it  includes 
even  the  anterior  or  motor  horn  in  the  thoracic 
region  w'ould  appear  to  be  a  good  one  as  little  harm 
could  be  produced  by  this  procedure.  The  greatest 
danger  lies  in  cutting  too  far  posteriorly  and  thereby 
injuring  the  pyramidal  tract. 

Frederick  Christopher,  M.D. 
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Lewis,  D. :  Peripheral  Nerve  Injuries  in  Civil  Life. 

Wisconsin  M .  J .,  1921,  xx,  169. 

For  the  best  results,  peripheral  nerve  injuries 
should  be  given  immediate  or  early  attention.  It  is 
difficult  to  discover  whether  the  injury  is  anatomical 
or  physiological  but  too  much  time  should  not  be 
wasted  in  efforts  to  determine  whether  or  not  fvmc- 
tion  will  return.  Sutures  done  before  the  ninth 
month  are  the  most  successful. 

In  civil  life  nerve  injuries  are  commonly  caused 
by  knives,  glass,  sharp  metal,  fractures,  adhesions, 
and  subcutaneous  injuries.  In  fractures  the  nerve 
may  be  contused  or  divided  by  the  sharp  ends  of 
bone  at  the  time  of  the  injury  or  may  be  included 
in  the  callus.  The  history  of  the  time  of  onset  of 
the  paralysis  will  determine  the  cause. 

In  cases  of  compression  by  scar  tissue  function 
can  often  be  restored  quickly  by  freeing  the  nerve. 
One  case  is  mentioned  in  which  beginning  return  of 
function  appeared  within  ten  days  after  the  opera- 
tion although  there  had  been  complete  paralysis 


for  six  months.  The  paralysis  may  result  from  injury 
anywhere  along  the  course  of  the  nerve. 

In  subcutaneous  injuries  the  nerve  paralysis  may 
be  due  to  direct  injury  to  the  exposed  part  of  the 
nerve  or  to  some  deeper  portion.  Three  cases  of 
injury  of  the  external  popliteal  nerve  are  cited,  in 
all  of  which  there  was  trauma  to  the  portion  exposed 
over  the  head  of  the  fibula.  In  one,  the  lesion  was 
farther  up  in  the  popliteal  space.  The  nerve  had 
not  been  divided  but  had  been  pulled  upon  imtil 
the  fibers  had  ruptured  at  some  distance  above  the 
point  where  the  force  had  been  applied.  In  the 
second  case  the  nerve  had  been  severed  subcutane- 
ously.  In  the  third,  nothing  could  be  found  except 
delicate  adhesions  surrounding  the  nerve. 

In  clean-cut  injuries  of  peripheral  nerves  it  is 
necessary  to  remove  only  a  small  portion  of  the 
divided  ends.  The  important  point  is  to  get  the 
cut  ends  accurately  approximated  without  axial 
rotation.  Haemorrhage  from  the  cut  nerve  end  should 
be  controlled  to  avoid  the  formation  of  a  haema- 
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toma.  A  catgut  suture  may  sometimes  be  necessary 
to  approximate  the  cut  ends.  The  perineurium 
should  then  be  carefully  closed  with  interrupted 
sutures  of  fine  silk  or  catgut  in  order  to  avoid  the 
growth  of  neuraxones  out  into  surrounding  tissue 
and  the  formation  of  a  dense  scar.  Fine  bee's- 
waxed  silk  is  recommended. 

Primary  suture  should  be  attempted  in  all  cases 
of  incised  nerve  injuries  even  if  infection  super- 
venes, as  it  will  keep  the  cut  ends  from  separating 
widely. 

In  cases  of  injury  due  to  rapidly  moving  missiles 
the  nerve  changes  are  more  marked  so  that  it  is 
often  necessary  to  resect  greater  portions  of  the 
injured  nerve  before  normal  funiculi  are  found. 
Even  when  large  sections  of  nerve  arc  removed 
suture  can  usually  be  accomplished  by  mobiliza- 
tion of  the  nerve  segments,  displacement  of  the 
nerve,  and  suitable  posture. 

The  advantage  of  primary  suture  is  that  no 
neuroma  forms  on  the  nerve.  In  cases  of  long  delay 
a  neuroma  may  be  very  large  and  necessitate  wider 
resection. 

The  distal  segment  undergoes  very  little  change, 
even  after  several  years. 

In  secondary  suture  it  is  important  to  resect  the 
scar  tissue  widely  and  to  make  accurate  end-to-end 
anastomosis  as  in  primary  sutures.  The  dissection 
should  be  made  along  intermuscular  septa  so  that 
the  suture  can  be  placed  between  healthy  non- 
bleeding  tissue.  No  Cargile  membrane  or  other 
tissue  should  be  placed  around  the  nerve. 

The  only  true  index  of  the  return  of  function  is 
the  return  of  motion. 

The  after  treatment  is  of  great  importance. 
The  paralyzed  muscles  should  not  be  overstretched 
nor  yet  allowed  to  atrophy.  Rigid  splinting  is  con- 
tra-indicated. 


Trophic  changes  are  often  the  direct  result  of 
trauma  such  as  cigarette  bums  of  the  fingers  and 
pressure  on  the  toes  and  heels. 

Suture  of  the  musculospiral  nerve  gives  the 
greatest  number  of  successful  results  with  return  of 
function  as  early  as  five  and  a  half  or  six  months. 
After  suture  of  the  internal  popliteal  nerve,  fimc- 
tion  may  return  as  early  as  seven  months,  which 
is  earlier  than  it  returns  following  injuries  of  the 
external  p)opliteal  nerve. 

Median-nerve  suture  gives  good  results.  Follow- 
ing repair  of  the  ulnar  nerve  the  results  are  not 
often  very  good  and  motion  is  sometimes  delayed 
for  two  years.  Marcus  H.  Hobart,  M.D. 

Kreuz,  L.:  Intrapelvic  Extraperitoneal  Resection 
of  the  Obturator  Nerve  According  to  Selig's 
Method  (Zur  intrapelvinen  exlraperitonealen  Re- 
sektion  des  Nervus  obturatorius  nach  Selig).  Arch, 
f.  orlhop.  u.  Unfallschtr.,  1921,  xix,  232. 

On  the  basis  of  thirteen  cases  Kreuz  recommends 
the  intrapelvic  extraperitoneal  resection  of  the 
nervus  obturatorius  according  to  Selig's  method  as 
the  treatment  of  choice  in  all  cases  of  spastic  ad- 
duction contraction  of  the  lower  extremities  (hemi- 
plegia, diplegia,  true  Little's  disease).  However, 
instead  of  the  longitudinal  incision  along  the  bor- 
der of  the  rectus  or  in  the  median  line  which  is 
used  by  Selig  he  prefers  Pfannenstiel's  suprapubic 
incision.  In  the  after-treatment  the  legs  are  kept 
somewhat  spread  apart  for  fourteen  to  eighteen 
days  by  means  of  a  plaster  cast.  Active  and  pas- 
sive abduction  and  adduction  movements  are  then 
begun. 

With  regard  to  the  permanency  of  the  result  Kreuz 
states  that  the  time  since  the  operation  in  the  cases 
reviewed  has  been  too  brief  to  warrant  an  opinion. 

RiEDER  (Z). 
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CLINICAL  ENTITIES  —  GENERAL  PHYSIO- 
LOGICAL CONDITIONS 

Von  Redwitz,   E.   F.:    The  Surgery  of   Influenza 

(Die  Chirurgie  der  Grippe).     Ergebn   d.  Chir.    u. 
Orthop.,  1921,  xiv,  57. 

This  article  is  a  collective  review  with  a  bibliog- 
raphy of  1,117  references.  In  the  introduction  the 
nature,  pathogenesis,  etiology,  symptomatology, 
and  pathologic  anatomy  of  influenza  are  discussed. 
The  author  then  takes  up  the  surgical  complications. 
The  surgery  of  influenza  in  the  last  two  large 
epidemics  was  really  the  surgery  of  pyogenic  in- 
fections. Almost  all  of  the  organs  were  involved  with 
variable  frequency  and  severity.  The  author  states 
that  as  there  was  a  general  tendency  to  attribute  to 
the  influenza  all  pyogenic  infections  in  persons  who 
had  had  the  disease,  it  is  difficult  to  review  these 
cases  critically.  It  must  be  borne  in  mind  also 
that  at  the  time  of  the  influenza  epidemic  pyogenic 


bacteria  were  more  numerous  in  our  surroundings 
and  the  tendency  to  fever  processes  was  therefore 
greater. 

Most  frequent  were  the  complications  following 
influenza  of  the  respiratory  tract.  In  this  con- 
nection the  author  discusses  in  detail  the  treatment 
of  influenzal  empyema.  Routine  treatment,  he 
states,  is  to  be  condemned.  Close  clinical  observa- 
tion and  great  care  are  essential  for  the  rational 
care  of  this  condition.  In  the  opinion  of  most 
surgeons  resection  of  the  ribs  should  be  delayed 
and  only  aspiration  should  be  done  until  the  pneu- 
monic symptoms  have  disappeared  and  the  heart 
has  become  stronger. 

In  the  treatment  of  the  pyogenic  processes  the 
epidemic  suggested  nothing  new.  The  value  of 
wound  antisepsis  according  to  the  Carrel-Dakin 
method  or  by  means  of  the  quinine  derivatives 
used  by  Morgenroth  has  not  yet  been  estab- 
lished. St  Am.  (Z). 
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SERA,  VACCINES,  AND  FERMENTS 

Eyre,  J.  W.  H.,  and  Marshall,  C.  H.:  A  Case  of 
Trypanosomiasis  Treated  by  Intrathecal  Se- 
rum.   Brit.  M.  J.,  192 1,  ii,  284. 

A  detailed  report  is  given  of  the  case  of  a  patient 
with  sleeping  sickness  who  was  treated  by  the  injec- 
tion of  serum  into  the  spinal  canal.  Infection  was 
caused  b}-  a  single  bite  of  the  tsetse  fly,  the  incubation 
period  probably  having  been  two  weeks  in  length.  July 
30,  the  patient  suffered  an  attack  of  what  he  believed 
to  be  malaria  which  lasted  for  about  five  days,  his 
temperature  ranging  from  102  to  103  degrees  F. 
Quinine  was  given  but  was  not  effective.  The  last  of 
several  irregularly  recurring  attacks  occurred  August 
24  and  25.  At  this  time  an  examination  of  the  blood 
showed  the  presence  of  T.  gambiense. 

When  the  patient  was  seen  by  Marshall,  September 
24,  he  was  suffering  from  malaise,  vomiting,  pain  in 
the  back,  and  headache.  There  had  been  marked 
loss  in  weight.  Examinations  of  the  peripheral  blood 
showed  two  to  three  trypanosomes  to  a  field.  An 
intravenous  injection  of  0.9  gm.  of  neokharsivan 
was  given;  half  an  hour  later  20  c.cm.  of  blood 
were  drawn  and  allowed  to  stand  for  twenty-four 
hours  in  a  sterile  container.  At  the  end  of  that 
time  a  solid  clot  had  formed.  In  this  way  12  c.cm. 
of  clear  serum  were  obtained.  The  following  day,  after 
15  c.cm.  of  cerebrospinal  fluid  had  been  removed  by 
spinal  puncture,  the  12  c.cm.  of  senmi  were  injected 
into  the  spinal  canal.  For  two  or  three  days  the 
patient  suffered  a  severe  reaction,  but  following  this 
convalescence  was  rapid. 

Two  weeks  after  the  injection,  examinations  of  the 
blood  for  trypanosomes  were  negative,  although  one 
of  three  animal  inoculations  was  positive.  Since 
the  patient  showed  apparent  recovery  clinically,  no 
fiuther  treatment  was  given.  All  subsequent  blood 
examinations  and  animal  inoculations  with  blood  or 
cerebrospinal  fluid  were  negative.  No  treatment  was 
given  other  than  the  one  injection  of  salvarsanized 
serum.  The  use  of  intrathecal  serum  was  based  partly 
on  the  theory  that  during  treatment  the  blood  forms 
definite  antibodies  (trypanolysins)  as  a  result  of  the 
presence  of  the  dead  protoplasm  of  the  trypanosomes. 
Since  infection  with  trypanosomes  usually  leads  to 
an  invasion  of  the  central  nervous  system,  Marshall  and 
Eyre  emphasize  the  necessity  for  routine  intraspinal 
treatment  as  a  curative  measure;  it  should  be  used 
also  as  a  prophylactic  measure  if  such  an  invasion  has 
not  already  taken  place.  They  report  that  eight  other 
patients  who  were  given  a  single  injection  of  serum  were 
well  at  the  end  of  one  and  one-half  years.  A  careful 
investigation  of  this  treatment  in  countries  where  this 
disease  is  common  is  urged.         E.  G.  Jackson,  M.S. 

BLOOD 

Hartman,  H.  R.:  Blood  Changes  in  a  Gastrecto- 
mized  Patient  Simulating  Those  in  Pernicious 
.\naemia.   Am.  J.  M.  Sc,  1921,  clxii,  201. 

The  author  reports  a  case  of  complete  gastrec- 
tomy performed  at  the  Mayo  Clinic  in  which  recur- 


ring anaemia,  weakness,  and  some  of  the  pathologic 
changes  seen  in  pernicious  anajmia  were  noted. 

The  patient,  a  man  aged  58  years,  had  been  sick 
at  intervals  for  fifteen  or  twenty  years.  His  chief 
complaint  was  dull  heavy  pain  in  the  epigastrium 
after  meals,  with  distressing  hunger  before  meals, 
relieved  by  food  or  drink.  A  diagnosis  of  peptic 
ulcer  with  possible  malignancy  was  made  because  of 
the  recent  loss  of  15  lb.  in  weight  and  a  rapid  decline 
in  strength. 

The  blood  pressure  was  normal.  The  findings  of 
the  blood  examination  were:  haemoglobin  80  per 
cent,  red  blood  cells  5,520,000,  white  blood  cells 
8,200,  and  color  index  0.7-f .  No  differential  covmt 
was  made.  Single  analysis  of  the  stomach  contents 
one  and  one-half  hours  after  a  modified  Ewald 
meal  revealed  a  residue  of  120  c.cm.,  no  free  hydro- 
chloric acid,  total  acidity  4.  The  roentgenologist 
reported  an  indeterminate  pyloric  lesion. 

Operation  performed  in  August,  191 7,  revealed  a 
movable  carcinomatous  ulcer  on  the  posterior  wall 
of  the  stomach  extending  to  within  4  cm.  of  the 
oesophagus.  A  total  gastrectomy  was  performed  and 
about  I  cm.  of  the  oesophagus  removed;  the  end  of 
the  oesophagus  was  sutured  to  the  lateral  wall  of 
the  jejunum  about  45  cm.  from  its  origin.  There 
was  very  little  glandular  involvement. 

The  patient  returned  to  the  Clinic  ten  months 
later,  having  lost  7  lb.  He  then  complained  of  epi- 
gastric pain,  heart-bum,  and  excessive  salivation 
after  meals.  He  was  taking  three  fair-sized  meals  a 
day  and  milk  between  meals.  As  his  condition 
appeared  favorable,  no  laboratory  tests  were  made. 
Eleven  months  later  he  again  returned,  having 
grown  progressively  weaker.  He  complained  of 
regurgitation  after  meals,  which,  if  continued, 
resulted  in  regurgitation  of  bile.  The  blood  picture 
was  that  of  pernicious  anaemia;  the  haemoglobin 
ranged  between  53  and  55  per  cent;  the  red  cell 
count  was  2,000,000  and  2,280,000;  the  white  cells 
varied  between  2,200  and  7,600.  The  color  index 
was  constant  at  i .  2  -f- .  The  red  cells  showed  increased 
resistance.  The  Wassermann  reaction  and  the 
neurologic  examination  were  negative. 

A  year  later  the  patient  returned  in  a  still  weaker 
condition.  The  recrudescences  and  remissions  of 
his  anaemia  were  of  shorter  duration  than  is  usual 
in  pernicious  anaemia,  while  his  health  suffered  a 
general  decline.  The  only  foods  which  caused  dis- 
tress were  meat  and  fresh  bread.  Examination  of 
the  eye  groimds  was  negative.  There  was  moder- 
ate oedema  of  the  legs.  The  haemoglobin  was  48. 
The  red  cells  numbered  1,420,500  to  1,880,000,  and 
the  white  cells  4,000  to  4,700.  The  color  index  was 
1.2  to  i.6-f.  Anisocytosis  was  moderate  and  poikil- 
ocytosis  and  polychromatophilia  were  slight.  The 
Wassermann  reaction  was  negative;  coagulation 
and  calcium  times  were  eight  minutes.  There  was 
increased  resistance  of  the  red  cells. 

The  author  suggests  that  this  case,  while  of  no 
significance  in  itself,  might  give  some  clue  as  to  the 
etiology  of  pernicious  anaemia.    It  suggests  that  the 
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absolute  lack  of  gastric  ferments  might  have  some- 
thing to  do  with  an  incomplete  or  abnormal  food- 
splitting  process,  the  results  of  which  might  them- 
selves be  haemolytic  or  detrimental  to  the  blood- 
forming  organs.  Pernicious  anaemia  is  invariably 
associated  with  achylia. 

A  review  of  the  literature  showed  only  one  case 
of  complete  gastrectomy  which  had  been  followed 
fpr  any  length  of  time.  This  patient,  whose  case 
was  reported  by  Moynihan,  was  well  for  three  years 
after  the  operation,  when  he  began  to  show  evi- 
dences of  profound  anaemia,  became  pale  and 
breathless,  and  lost  weight.  He  gradually  failed  and 
died  in  eight  months.  Necropsy  showed  no  recur- 
rence of  malignancy;  there  was  no  dilatation  of  the 
jejunum  at  or  near  the  site  of  the  anastomosis.  All 
the  organs  exhibited  an  extreme  anaemia;  the  blood 
in  the  heart  and  great  vessels  was  watery.  The 
liver  was  pale  and  somewhat  fatty.  The  spleen  con- 
tained a  large  and  very  old  infarct.  The  heart 
muscle  was  pale  and  flabby. 

O.  S.  Proctor.  M.D. 

Mayo,  W.  J.:  Pernicious  Ansemia,  with  Special 
Reference  to  the  Spleen  and  the  Large  Intes- 
tine.   Ann.  Surg.,  192 1,  Ixxiv,  355. 

Pernicious  anasmia  is  characterized  by  progressive 
degeneration  of  the  red  blood,  permanent  change  in 
the  method  of  production  of  blood,  marked  changes 
in  the  spinal  cord,  achlorhydria,  and  glossitis.  The 
relation  of  the  cord  changes,  achlorhydria,  and 
glossitis  to  the  anaemia  has  not  been  determined. 
The  etiology  of  pernicious  anaemia  is  unknown;  the 
early  symptoms  are  indefinite  and  by  the  time  a 
diagnosis  can  be  established  the  condition  is  incur- 
able. 

The  relation  of  the  spleen  to  the  formation  of  the 
blood  led  the  earliest  observers  of  f>ernicious  anaemia 
to  suspect  that  the  spleen  was  associated  with  the 
disease.  It  remained  for  Eppinger  to  suggest  that 
the  removal  of  the  spleen  might  cure,  and  early 
reports  give  testimony  of  temporary  relief  after 
splenectomy  sufficient  to  justify  a  fair  trial  of  the 
operation.  In  the  cases  observed  in  the  Mayo  Clinic 
there  was  a  marked  gain  in  weight,  an  improvement 
in  haemoglobin  on  an  average  from  36  to  72  per 
cent,  and  an  increase  in  the  red  cell  count  on  the 
average  from  less  than  2,000,000  to  more  than  4,000,- 
000. 

Previous  to  November  i,  191 7,  fifty  splenectomies 
were  performed  in  the  Mayo  Clinic  for  definitely 
established  pernicious  anaemia.  The  operation  was 
then  almost  entirely  discontinued  for  this  condition 
for  three  and  one-half  years  as  there  was  not  suffi- 
cient evidence  that  it  would  effect  a  cure  and  at  that 
time  the  procedure  was  not  known  to  give  a  degree 
of  palliation  sufficiently  greater  than  that  following 
blood  transfusion.  It  therefore  seemed  wise  to  await 
the  verdict  of  time.  Giffin  and  Szlapka  have  recently 
studied  the  condition  of  these  fifty  patients.  They 
found  that  21.3  per  cent  of  those  with  pernicious 
anaemia  survived  the  operation  three  years  or  more. 


living  two  and  one-half  times  as  long  as  the  average 
of  a  similar  group  of  npn-splenectomized  patients 
at  the  same  stage  of  the  disease,  and  that  10.6  per 
cent  are  alive  after  more  than  five  years.  This  clear- 
ly indicates  that  in  at  least  one-third  of  the  cases 
the  average  life  of  patients  with  pernicious  anaemia 
is  greatly  prolonged,  and  in  about  10  per  cent  the 
prolongation  is  sufficient  to  lead  to  the  hope  that  in 
some  cases  cures  may  result.  In  certain  early  cases  of 
a  tyf>e  not  as  yet  fully  recognized  splenectomy  offers 
a  possibility  of  cure.  Not  only  is  this  true,  but  also 
in  the  average  cases  the  palliation  following  splenec- 
tomy is  much  greater  than  that  obtained  by  blood 
transfusion. 

One  of  the  functions  of  the  spleen  is  to  destroy 
deteriorated  red  cells.  Apparently  in  pernicious 
anaemia  the  red  cells  are  born  feeble  and  the  spleen 
sacrifices  red  cells  which,  although  imperfect,  are 
the  best  the  patient  can  produce  and  are  capable  of 
functioning.  Removal  of  the  spleen  stops  this 
destruction,  but  does  not  greatly  affect  the  disease 
otherwise.  The  cases  which  seem  to  be  most  favor- 
able are  those  in  which  hemolysis  is  most  active 
and  those  least  characteristic  of  the  disease.  It  also 
seems  very  certain  that  the  prospect  of  benefit  is 
better  in  early  than  in  late  cases.  When  the  disease 
has  advanced  to  the  point  at  which  the  bone  marrow 
has  been  injured  beyond  the  power  of  recuperation 
the  most  to  be  expected  is  a  temporary  abatement 
of  the  symptoms. 

The  operation  of  splenectomy  for  pernicious 
anxmia  is  simple.  Three  deaths  occurred  following 
operation  on  the  first  nineteen  patients.  Operation 
was  performed  during  crises  as  a  last  resort  in  very 
advanced  cases.  The  best  plan  is  to  give  one  or 
two  transfusions  in  order  to  get  the  patient  on  the 
up-grade  before  operating,  and  not  to  operate  during 
a  crisis.  No  operative  deaths  have  occurred  in  the 
last  forty  cases. 

Many  observers  have  expressed  the  belief  that 
toxic  materials  from  the  gastro-intestinal  canal  are 
the  cause  of  pernicious  anxmia.  In  a  former  com- 
munication the  author  discussed  the  physiology  and 
pathology  of  the  right  half  of  the  large  intestine,  his 
interest  being  excited  primarily  by  the  frequency  of 
surgical  tuberculosis  and  carcinoma  of  the  large 
intestine  and  further  by  the  work  of  Lane  on  intes- 
tinal stasis.  Carcinoma  or  tuberculosis  of  the 
proximal  half  of  the  large  intestine  produces  an 
anxmia  unexplained  by  haemorrhage  which  is  much 
more  severe  than  the  anaemias  of  carcinoma  or  tuber- 
culosis of  any  other  part  of  the  body.  Experience 
with  a  large  number  of  resections  for  the  relief  of 
anaemic  patients  in  wretched  general  condition  with 
oedema  of  the  extremities,  etc.  has  shown  a  com- 
paratively low  mortality  and  a  high  percentage  of 
permanent  cures. 

Some  ver>'  interesting  observations  on  balantidium 
coli  as  the  cause  of  blood  and  cord  changes  of  the 
pernicious  anaemia  type  have  been  made  by  Logan 
of  the  Mayo  Clinic,  and  in  a  certain  degree  the 
cases  studied  support  the  hypothesis  of  the  intestinal 
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origin  of  pernicious  anaemia.  The  balantidium  coli  is 
a  flagellate  parasite  which  rarely  inhabits  the  intes- 
tinal tract  of  man,  but  is  common  in  the  pig.  In  any 
event  the  pernicious  anaemia  of  balantidium  coli 
progresses  to  a  fatal  issue. 

There  is  not  much  evidence  that  the  etiological 
agents  of  pernicious  anaemia  arise  in  the  large  intes- 
tine. The  blood  conditions  of  all  patients  who  have 
disease  of  the  large  intestine  must  be  studied  to 
ascertain  whether  anaemia,  achlorhydria,  glossitis, 
or  some  other  abnormal  condition  exists,  and  espe- 
cially to  study  with  care  from  this  standpoint  all 
cases  in  which  the  large  intestine  is  removed  or 
splenectomy  is  p)erformed. 

BLOOD  AND  LYMPH  VESSELS 

Fitzwilliams,  D.  C.  L. :  Nsevi     in     Children    and 
Their  Treatment.    Practitioner,  192 1,  c^'ii,  153. 

This  article  is  based  on  the  results  obtained  in 
more  than  700  cases  in  which  careful  notes  were 
kept  and  on  300  additional  cases  without  notes. 

A  naevus  is  defined  as  a  blood-vessel  tumor  grow- 
ing by  the  formation  of  new  vessels.  Probably  all 
naevi  start  in  an  increased  growth  of  the  ordinar>- 
capillaries,  new  ones  forming  in  much  the  same  way 
as  capillaries  form  in  granulation  tissue.  The  capil- 
laries are  crowded  together  with  vtry  little  inter- 
stitial tissue  between  them.  In  deeper  tissues  the 
capillaries  at  times  run  together  when  the  fine  septa 
between  them  break  down,  and  cavernous  spaces 
form.  The  older  the  naevus,  the  more  apt  this  is  to 
happen.  As  long  as  a  naevus  is  spreading,  it  is  sur- 
rounded by  a  band  of  spreading,  actively-growing 
capillaries. 

The  only  classification  of  value  is  one  based  on 
position.  Naevi  in  the  skin  and  rnucous  membranes 
are  cutaneous,  mucous,  or  superficial;  those  in  the 
deeper  structures  are  subcutaneous;  and  those  in 
both  are  transitional.  Of  853  naevi  noted,  58  p>er 
cent  were  superficial,  35  per  cent  transitional,  and 
only  8.5  per  cent  subcutaneous.  As  superficial 
naevi  spread  to  the  deeper  tissues,  many  transitional 
naevi  have  been  superficial  at  some  time. 

The  cause  of  naevi  is  not  known.  They  are  seen 
only  in  fat,  healthy  infants.  Their  incidence  is  65 
per  cent  in  females  and  34  per  cent  in  males. 

Fitzwilliams  states  that  in  his  experience  they 
are  nearly  all  present  at  birth. 

They  occur  on  the  head  and  neck  as  often  as 
upon  the  rest  of  the  body.  The  long  axis  of  the 
naevus  will  always  be  found  to  lie  in  the  same 
direction  as  the  nerve  which  supplies  the  part. 
Naevi  appear  near  the  place  where  the  nerves 
become  cutaneous. 

Some  disappear  spontaneously  later  in  life. 
Some  ulcerate  and  disappear. 

Spider  marks  or  telangiectases  may  be  destroyed 
by  injecting  a  little  local  anaesthetic  and  destroying 
the  vessel  by  means  of  a  hot  knitting  needle  or  the 
electric  cautery.  Following  the  application  then  of 
a  little  ointment  a  complete  cure  will  result. 


The  cutaneous  nasvus  should  be  treated  without 
delay  before  it  has  had  time  to  invade  the  subcuta- 
neous tissue.  In  the  early  stages  it  may  be  destroyed 
by  carbon  dioxide  snow.  If  it  is  large  it  may  be 
necessary  to  apply  the  snow  in  two  or  three  places. 
Care  must  be  taken  that  the  frozen  areas  do  not 
overlap  and  the  process  must  be  repeated  in  order 
to  deal  with  the  imtreated  areas. 

Excision  is  equal  in  every  respect  to  the  use  of 
carbon  dioxide  snow,  but  must  be  carried  out  care- 
fully if  scars  are  to  be  avoided.  Electricity  is  not  so 
suitable  for  these  cutaneous  cases  and  is  much 
inferior  to  the  other  methods  mentioned. 

Excision  is  the  best  method  of  treating  the  sub- 
cutaneous and  transitional  types.  The  next  best 
is  the  use  of  the  heat  cauter>',  preferably  the  Paque- 
lin  type.  The  author  describes  the  technique  of 
excision  and  the  use  of  the  heat  and  electric  cau- 
tery in  detail. 

The  series  of  cases  reviewed  did  not  include  the 
small  spider  marks  or  so-called  "naevoid"  condi- 
tions.  The  treatment  for  these  is  very  similar. 

Carl  R.  Steixke,  M.D. 

Alglave,  P. :  The  Surgical  Treatment  of  the  Vari- 
cose Ulcer  (Au  sujet  du  traitement  chirurgical 
de  I'ulcere  variqueux).  Bull,  el  mem.  Soc.  de  chir. 
de  Par.,  192 1,  xlvii,  945. 

On  the  basis  of  his  clinical  experience  and  research 
during  a  period  of  twenty  years  Alglave  concludes 
that  total  resection  of  varices  is  the  only  rational 
curative  or  preventive  treatment  of  varicose  ulcers. 

Experience  has  shown  that  the  ^loreschi-Reclus 
treatment  of  varicose  ulcer  (interruption  of  the  blood 
column  which  distends  and  alters  the  venous  walls 
by  its  weight  and  sectioning  of  the  vascular  nerves) 
is  uncertain  in  its  results.  The  fundamental  princi- 
ples on  which  total  resection  is  based  are  as  follows: 

1.  Every  varicose  ulcer  has  its  point  of  origin  in  a 
varicose  vein. 

2.  Such  an  ulcer  begins  where  a  diseased  vein  ad- 
heres to  the  skin. 

3.  The  presence  of  a  varix  threatens  the  further 
development  of  ulcers  in  addition  to  those  already 
present. 

4.  Total  resection  of  varices  is  a  rational  method  of 
removing  the  mechanical  causes  which  increase  the 
blood  pressure  in  veins  already  diseased  or  in  those 
predisposed  to  varicosity.  Such  predisposition  may 
be  congenital  or  acquired. 

Of  seventeen  of  the  patients  operated  up>on  by 
Alglave  fifteen  have  remained  cured,  one  for  eight 
years,  six  for  fifteen  years,  two  for  four  years,  three 
for  three  years,  and  three  for  two  years.  Recurrence 
was  reported  in  two  cases,  both  of  which  were  cases 
of  complex  ulcers. 

Alglave  differentiates  the  typical  or  simple  varicose 
ulcer  originating  from  a  varix  alone  from  the  more  or 
less  complex  ulcer  which  has  its  origin  in  a  sympto- 
matic or  secondary  varix  to  which  other  factors  are 
added.  In  the  latter  the  limb  may  have  been  formerly 
affected  by  phlebitis  or  there  may  have  been  a  frac- 
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ture  or  other  traumatism  more  or  less  seriously 
involving  the  veins.  The  simple  varicose  ulcer  is 
more  often  amenable  to  surgical  treatment  than  the 
complex  ulcer.  W.  A.  Brennan. 

SURGICAL  DIAGNOSIS,  PATHOLOGY, 
AND  THERAPEUTICS 

Llisterri,    P.:     The    Chemistry    of    Traumatism 

.      (Quimica  del  traumatismo).    Rev.  mSd.  de  Sevilla, 
1921,  xl,i. 

Proteolysis  following  trauma  is  a  purely  digestive 
function  which  is  limited  in  its  scope.  The  agent 
charged  with  tissue  proteolysis  is  the  polynuclear 
leucocyte.  This  is  digestive,  not  phagocytic,  as  it 
destroys  the  tissues  by  its  trypsin.  The  leucocyte 
activity  in  the  production  of  trypsin  ceases  when  all 
necrotic  tissues  have  been  digested  and  eliminated. 

Just  as  there  are  certain  bacteria  which  favor 
intestinal  digestion,  so  also  in  of>en  wounds  there 
are  those  which  favor  proteolysis  without  intoxicat- 
ing the  organism.  The  sporogenic  bacteria  are  the 
most  active  in  proteolysis,  and  associated  micro- 
organisms appear  to  have  a  more  powerful  proteo- 
lytic action  than  any  one  particular  bacterium. 

Llisterri  suggests  the  treatment  of  wounds  by 
auto-vaccination.  Wounds  irrigated  with  dead 
cultures  of  streptococci  will  be  freed  from  active 
streptococci.  The  efficacy  of  such  treatment  was 
proved  during  the  war.  The  auto-vaccination  of 
wounded  tissue  opens  up  a  new  field  of  surgical 
investigation  and  therapeutics.       W.  A.  Brennan. 

Waterman,  N. :  Serodiagnosis  of  Carcinoma  (Die 
Serodiagnostik  des  Carcinoms).  Nederl.  Tijdsckr. 
v.Geneesk.,  1921,  Ixv,  197. 

The  miostagmin  reaction  of  Ascoli  and  Izar  is  the 
best  of  all  the  serological  methods  for  the  diagnosis 
of  cancer.  It  is  always  positive  in  cases  of  cancer  of 
the  internal  organs  and  becomes  negative  when  the 
tumor  has  been  removed  and  prolonged  radiation 
has  been  given.  As  an  antigen  the  author  prefers 
methyl-alcoholic  extract  of  normal  dog  pancreas 
or  acetone  extract  of  lecithin  preparations. 

After  testing  the  reaction  upon  normal  serum 
Waterman  uses  the  serum  of  the  cancer  patient. 
In  counting  the  drops  he  employs  the  electric  bell 
counter  of  Traube.  The  blood  is  obtained  from  the 
patient  in  the  morning  before  he  has  had  any  food. 
The  serum  separates  at  room  temperature  and  is 
kept  in  the  ice  box  for  two  days  at  5  degrees  C. 
Before  the  test  is  made  it  is  kept  at  room  tempera- 
ture for  two  hours  and  is  then  mixed  with  the 
antigen.  The  vessels  and  tubes  must  be  kept  free 
from  alkali  and  fat. 

From  a  series  of  108  cases  the  author  concludes 
that  the  reaction  is  positive  in  all  cases  of  internal 
cancer  but  not  in  all  cases  of  skin  cancer.  Erroneous 
positive  reactions  were  obtained  in  cases  of  hepatitis, 
luetic  splenitis,  prostatic  hypertrophy,  tuberculous 
peritonitis,  and  diabetes  with  acidosis.  Chiefly  on 
account  of  the  uncertainty  of  the  antigen  Waterman 


believes  that  at  present  the  method  is  a  strictly 
laboratory  procedure  and  not  practical  for  general 
use  in  the  clinic.  Duencker  (Z). 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Wilson,  L.  B.:  Dispersion  of  Bullet  Energy  in 
Relation  to  Wound  Effects.  Mil.  Surgeon,  192 1, 
xiix,  241. 

Very  puzzling  effects  are  often  caused  by  the 
entrance  of  missiles  into  tissue.  A  great,  jagged 
wound  of  entrance  may  be  made  by  a  shell  fragment 
which  has  {penetrated  only  a  short  distance,  yet  has 
caused  injury  only  an  imperceptible  distance  from 
those  parts  actually  touched  in  its  course.  The 
entrance  wound  may  be  almost  imperceptible,  yet 
interiorly  the  tissue  is  pulped  at  a  distance  of  more 
than  I  cm.  from  those  portions  actually  touched  in 
passage.  A  study  of  this  kind  must  be  confined  to 
missiles  of  regular  form  and  approximately  known 
velocities. 

Missiles  of  high  velocity  arouse  the  greatest 
interest.  Although  bullets  of  1.600  to  2,000  f.s. 
velocity  were  used  in  the  Revolutionary  War,  there 
is  no  authentic  record  of  wound  production  by  these 
missiles.  With  the  Civil  War  bringing  out  the 
necessity  of  rapid  fire,  cartridges  were  substituted 
for  the  older  methods,  and  these  reduced  the  velocity 
to  about  800  f.s.  Not  until  the  copper-jacketed 
bullets  and  smokeless  powder  came  into  use  could 
velocities  again  be  increased  to  2,000  f.s. 

Kocher  made  the  earliest  experiments  on  wound 
injuries  from  high  velocity  projectiles  about  1875. 
Following  this,  numerous  other  men  have  made 
observations,  including  Sir  Victor  Horsley  in  Eng- 
land and  Colonel  Lagarde  in  this  country.  Most  of 
the  observations  were  made  on  the  bodies  of  men  and 
animals,  though  some  were  made  on  cans  containing 
water,  clay,  marble,  etc.  Although  these  studies 
were  made  on  missiles  of  about  2,000  f.s.  velocity, 
while  those  of  today  are  from  2,500  to  .?,ooo  f.s., 
they  are  important  because  at  long  range  the 
highest  velocity  missiles  fall  to  velocities  of  those  of 
the  older  type. 

Very  few  purp>osely  deformable,  and  still  fewer 
truly  explosive  bullets  were  used  by  any  European 
nation  during  the  recent  war.  The  fact  that  ex- 
plosive effects  were  so  rarely  seen  during  the  Spanish 
American  war  is  accounted  for  by  the  fact  that  mis- 
siles of  2,000  f.s.  velocity  were  used  at  short  ranges. 
The  explosive  effects  must  therefore  be  sought  in 
the  explosive  energies  of  ordinary  bullets,  either 
when  undeformed  and  flying  true,  or  when  deformed 
and  flying  erratically. 

The  principal  "explosive  effects"  produced  by 
undeformed  high  velocity  rifle  bullets  flying  head 
on  are  comminution  of  bone,  the  "blasting  out" 
of  soft  tissues  at  the  point  of  exit,  the  pulping  of  soft 
tissues  around  the  track  of  the  missile,  and  injuries 
to  distant  parts  by  energy  transmitted  through  fluid. 
A  low  velocity  bullet  will  shatter  a  bone  which  one 
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of  high  velocity  will  pass  cleanly  through.  Missiles 
which  strike  bones  of  high  density  are  followed 
by  less  local  shattering  than  those  which  strike 
bones  of  lower  density — the  shafts  of  long  bones 
less  than  the  head,  etc. 

The  variation  in  the  eflfects  of  "blasting  out"  of 
soft  tissues  at  the  point  of  exit  is  explained  largely 
b}^  a  consideration  of  secondary  missiles,  that  is,  the 
placing  in  motion  of  fragmented  tissues,  particularly 
bone.  One  of  the  least  appreciated  effects  is  the 
pulping  of  soft  tissues  along  the  track  of  high 
velocity  rifle  bullets. 

Most  of  the  experiments  conducted  previous  to 
those  made  by  the  author  had  been  on  dead  bodies, 
sand,  clay,  etc.  which  do  not  readily  lend  themselves 
to  an  accurate  determination  of  the  distance  to 
which  the  energy  of  high  velocity  missiles  may  be 
transmitted.  The  author  chose  gelatin  as  the  most 
suitable  medium  because  of  its  translucency  and 
easily  controlled  densities.  This  report  is  merely 
preliminary'  as  the  experience  of  war  has  opened  up 
many  ramifications  of  the  problems  involved. 

Gelatin  was  used  in  densities  of  5,  10,  15,  and  20 
per  cent,  and  was  molded  into  blocks  3^^  by  4>^  by 
2  in.  The  masses  were  fired  through  at  a  standard 
range  of  50  ft.,  using  the  regular  charge  in  a  Spring- 
field rifle.  In  addition  to  observing  the  shattering  of 
the  gelatin  masses,  various  other  means  were  taken 
to  measure  variations  in  the  dispersion  of  energy. 
These  included  powdered  charcoal  on  the  surface 
or  in  a  small  area  in  the  center  of  the  mass  and 
threads  or  delicate  silk  net  embedded  in  the  gelatin. 

Summing  up  the  results  without  any  attempt  at 
high  mathematical  accuracy,  it  is  shown  that  the 
energy  of  a  high  velocity  missile  passing  through 
gelatin  of  different  percentage  densities  is  dispersed 
in  an  explosive  degree  to  distances  approximately 
inverse  to  the  squares  of  the  percentage  densi- 
ties. These  experiments  have  been  supplemented  by 
similar  studies  on  living  and  dead  animal  tissues 
and  by  observations  of  fatal  war  wounds.  So  far  as 
one  can  estimate  the  relative  densities  of  tissues, 
the  principles  worked  out  for  gelatin  seem  to  hold 
for  cartilage,  fibrous  connective  tissue,  muscle 
masses,  and  soft  glandular  organs.  It  has  been 
impossible  by  the  methods  so  far  adopted  to  measure 
the  dispersion  of  energy  in  fluids. 

One  practical  lesson  from  the  experiments  is  that 
rifle  and  machine  gun  bullets  of  high  velocity  show 
destruction  of  soft  tissues  even  when  no  bone  has 
been  struck,  at  distances  much  farther  from  the 
track  of  the  missile  than  one  would  expect,  as  much 
as  I  cm.  This  necessitates  wide  debridement  of  the 
track  of  the  bullet.  One  must  also  not  lose  sight  of 
the  great  evulsive  effects  of  the  missile  in  ripping 
out  fibers  of  connective  tissue,  particularly  from 
muscle  aponeuroses  and  the  sheaths  of  vessels  and 
nerves. 

^  Another  point  is  that  the  softer  the  organ  or 
tissue,  the  further  away  from  the  track  of  the  missile 
will  serious  secondary  results  of  injuries  occur. 
Soft  glandular  organs,  such  as  the  kidney,  spleen,  and 


liver,  and  the  nerve  trunks,  which  have  not  even  been 
touched  by  high  velocity  bullets,  may  be  seriously 
affected  by  the  transmission  of  energ>'  to  them 
through  intervening  soft  parts. 

Another  striking  result  is  the  production  of 
minute  injuries  to  the  intima  of  blood  vessels  due 
to  the  transmission  of  energy  through  a  medium  of 
low  density  and  viscosity.  The  gelatin  experiments 
seem  to  indicate  that  the  transmission  of  explosive 
energy  is  related  more  directly  to  variations  in 
viscosity  than  in  density;  that  is,  the  less  the 
viscosity,  the  farther  the  energy  is  transmitted.  The 
important  thing  for  the  military  surgeon  to  bear  in 
mind  is  that  when  a  high  velocity  bullet  has  passed 
through  or  even  near  an  important  blood  vessel, 
minute  slit-like  lesions  of  the  intima  which  may  be 
scattered  far  away  from  the  parts  actually  touched 
are  almost  certain  to  occur,  and  these  lesions  in  the 
intima,  even  if  uninfected,  may  cause  thrombosis, 
fatal  secondary  haemorrhage,  or  slowly  developing 
aneurisms.  The  lesion  may  also  be  a  focus  for  bac- 
teria in  the  blood  stream.  When  a  bullet  has  passed 
completely  through  and  out  of  the  body  or  limb,  in- 
dicating its  relatively  high  velocity,  and  either 
through  or  in  close  proximity  to  an  important  blood 
vessel,  and  when  at  the  same  time  the  tissue  is  evid- 
ently pidped  at  a  considerable  distance  from  the 
track  of  the  missile,  the  only  safe  surgical  proced- 
ure is  ligation  of  the  vessel  at  a  relatively  great 
distance  from  the  track  of  the  missile. 

O.  S.  Proctor,  M.D. 

Fromhold,  E.  E.,  and  Nersessoff,  N.:  Artificially 
Produced  Jaundice  (Ueber  kuenstlich  erzeugten 
Ikterus).    Referatiuny  Medizinsky  J.,  ig2i,i,  163. 

Jaundice  can  be  produced  experimentally  either  by 
ligating  the  cystic  duct  or  by  poisoning  the  animak 
experimented  uix)n.  It  is  possible  also  that  it  might 
be  produced  by  the  direct  introduction  of  bile  pig- 
ment into  the  blood.  To  throw  Ught  on  this  question 
the  authors  introduced  a  solution  of  bilirubin  in 
caustic  soda  into  the  auricular  veins  of  rabbits.  The 
bile  pigment  was  shown  to  be  toxic;  if  too  large  a 
dose,  i.  e.  more  than  o.i  gm.,  was  introduced  the 
animals  died  with  diarrhoea  and  cramps.  When  the 
dosage  was  carefully  regulated  death  did  not  take 
place  even  after  repeated  injections. 

In  spite  of  the  fact  that  large  quantities  of  the 
deep-staining  pigments  were  introduced,  no  very 
pronoimced  discoloration  of  the  sclera,  skin,  or  in- 
ternal organs  was  noted  in  any  case,  and  in  only  a 
few  was  a  slight  yellow  color  observed.  In  no  case 
was  Gmelin's  urine  reaction  positive.  The  behavior 
of  dogs  in  this  respect  was  quite  different.  Two  ex- 
f>eriments  on  dogs  showed  that  the  kidney  is  readily 
penetrated  by  bilirubin,  but  in  these  animals  also 
there  was  no  general  jaundice. 

Hence  it  appears  that  for  the  production  of  icteric 
coloring  the  presence  of  bilirubin  in  the  blood  plasma 
is  not  suflSdent;  the  pigment  must  be  visible  through 
the  walls  of  the  blood  vessels  or  must  even  color  the 
tissues. 
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The  conditions  under  which  bilirubin  is  able  to 
pass  through  the  kidney  are  not  yet  fully  explained. 
As  was  demonstrated  by  the  authors'  experiments, 
this  may  occur  in  rabbits  when  the  cystic  duct  is 
ligated.  The  experiments  showed  also  that  albumin 
frequently  appears  in  the  urine,  as  is  often  noted  in 
cUnical  cases  of  jaundice  (hyalin  casts  and  traces  of 
albumin). 

If  bile  pigment  is  repeatedly  introduced  into  the 
bldod  of  the  rabbit,  urobilin  and  urobilinogen  in  large 
quantitites  soon  appear  in  the  urine.  This  sign  is 
constant  and  always  very  pronounced. 

The  exp>eriments  reported  were  the  first  in  which 
an  artificial  urobilinuria  was  produced. 

Von  Holst  (Z) 

Inlow,  W.  D.:   The  Spleen  and  Digestion.    Am.  J. 

M.  Sc,  1921,  cl.xii,  325. 

From  the  earliest  times  the  spleen  and  the  stomach 
have  been  supposed  to  possess  some  close  interrela- 
tionship. Baccelli,  in  1868,  demonstrated  a  gastro- 
splenic  circulation  through  the  vasa  brevia  and 
first  put  forward  the  theory  that  the  spleen  plays 
a  role  in  the  elaboration  of  ix'psin.  Subsequent 
studies  of  this  question  have  been  made  on  dogs  by 
testing  gastric  secretion  before  and  after  splenec- 
tomy. This  has  been  done  by  means  of  gastric 
fistula;,  Pawlow  pouches,  and  the  removal  of  secre- 
tory meals  through  the  stomach  tube.  Similar 
studies  on  man  have  been  made  by  gastric  analyses 
after  splenectomy.  The  results  of  these  experiments, 
which  have  been  contradictory,  may  be  summarized 
as  follows: 

1.  Removal  of  the  spleen  causes  a  diminution  of 
the  proteolytic  power  of  the  gastric  juice. 

2.  The  injection  of  splenic  extracts,  of  leucocytes, 
and  of  extracts  of  lymph  glands  increases  the  proteo- 
lytic power  of  the  gastric  juice  of  splenectomized 
animals. 

3.  Removal  of  the  spleen  causes  an  augmentation 
of  the  proteolytic  power  of  the  gastric  juice. 

4.  Removal  of  the  spleen  has  no  effect  whatsoever 
on  gastric  secretion. 

The  chief  theor>'  put  forward  by  the  first  group  of 
investigators  was  that  during  digestion  the  spleen 
gives  to  the  blood  stream  a  substance  which  acti- 
vates or  leads  to  the  further  elaboration  of  the 
gastric  enzymes,  especially  pepsin. 

In  this  experimental  study  Inlow  reports  data 
concerning  the  gastric  secretion  findings  before  and 
after  splenectomy  on  three  dogs  with  accessory 
stomach  pouches  (secretory  meal  of  meat)  and  on 
two  similar  dogs  serving  as  controls.  Removal  of  the 
spleen  in  these  experiments  caused  no  noteworthy 
changes  in  the  gastric  secretion  except  a  slight  dimi- 
nution in  the  quantity  of  gastric  juice  obtained. 

The  author  is  led  to  conclude  from  his  experi- 
mental inquiries  and  a  critical  review  of  the  litera- 
ture that  a  definite  pepsinogenic  function  of  the 
spleen  has  not  been  demonstrated  and  that  the 
relation  of  the  spleen  to  gastric  secretion  is  probably 
merely  vascular,  the  diminution  in  the  amount  of 


juice  secreted  after  splenectomy  being  attributable 
to  a  decrease  in  the  gastric  blood  supply  due  to 
injury  to  the  gastro-splenic  circulation. 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Morrell,  R.  A. :  Some  Effects  of  Radiotherapy  upon 
Fibrous  Tissue.  Arch.  Radiol.  &•  Electrotherapy, 
192 1,  xxvi,  78. 

Although  too  few  cases  were  treated  to  warrant 
definite  conclusions  regarding  the  value  of  the 
method,  the  results  obtained  were  sufficiently  en- 
couraging to  warrant  a  more  general  application  of 
it.  There  was  one  feature  common  to  all  the  success- 
ful cases.  The  symptoms  complained  of  were  due 
to  the  ill  effects  of  fibrous  tissue.  This  scar  tissue 
resulted  from  operative  measures  rather  than  from 
the  actual  wounds  received  in  action;  the  tissue 
was  therefore  'young'  rather  than  'adult'  tissue. 
In  two  of  the  unsuccessful  cases  the  reverse  con- 
dition was  present:  the  tissue  was  of  a  much  older 
nature  and  due  to  some  form  of  fibrositis. 

Four  groups  of  cases  were  treated.  Group  i  com- 
prised cases  of  brachial  plexus  injury  with  marked 
scar  tissue.  The  two  cases  of  this  group  received 
decided  benefit  from  radiotherapy.  In  Group  2 
three  cases  of  sciatic  nerve  involvement  were  greatly 
improved,  but  two  others  in  which  there  was  a  fibro- 
sitis of  long  standing  failed  to  show  improvement. 
Group  3  included  two  cases  in  which  the  long  flexor 
tendons  were  caught  up  in  scar  tissue.  Both  of  these 
responded  favorably.  Group  4  was  represented  by 
a  single  case  of  painful  nerve  bulb  in  which  the 
treatment  proved  very  successful.  Four  cases  of 
extensive  superficial  scars  with  pain  due  to  in- 
volvement of  nerve  endings  received  no  benefit  from 
radio-therapy. 

In  all  of  the  cases  treated  successfully  by  radio- 
therapy other  methods  had  been  used  previously 
with  little  or  no  improvement.  The  benefits  derived 
manifested  themselves  by  a  decrease  in  the  limita- 
tion of  movement  and  alleviation  of  the  pain.  The 
scar  tissue  became  softer  and  more  pliable. 

As  regards  the  technique  employed,  the  author 
states  that  a  i6-in.  coil  and  Coolidge  tube  were  used, 
the  parallel  gap  was  9  in.,  the  current,  3  ma.,  the 
filter,  aluminum,  generally  3  mm.,  and  the  distance 
of  the  anti-cathode  from  the  skin  14  in.  The  dose 
measured  on  the  skin  and  pastille  was  checked  by  a 
Corbett  tintometer  to  K  B>  ie.,  2B  at  half  distance. 
The  treatment  was  given  at  intervals  of  three  days. 
The  number  of  treatments  varied. 

The  histories  of  the  various  cases  are  reported  in 
detail.  Adolph  HARxinfc,  M.D. 

Ewing,  J.:  Tumors  of  Nerve  Tissue  in  Relation  to 
Treatment  by  Radiation.  Am.  .J.  Roent^nwl. 
1921,  n.s.  viii,  497. 

In  general,  the  structural  characters  which  deter- 
mine susceptibility  to  radiation  are  cellular:  an  undif- 
ferentiated form  of  the  cells;  rapid  growth  with 
abundance  of  mitoses;  vascularity,  especially  when 
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due  to  abundance  of  delicate  capillaries;  and  absence 
of  much  intercellular  substance.  Tumors  prove 
relatively  unsusceptible  when  the  cells  are  differ- 
entiated and  adult  in  type,  when  they  grow  slowly 
and  mitoses  are  few,  when  the  blood  supply  is 
through  well-formed  adult  vessels,  and  when  there 
is  much  intercellular  substance.  Considering  the 
tumors  that  afifect  nerve  tissue — in  the  brain,  men- 
inges, spinal  cord,  and  peripheral  nerve  trunks — one 
finds  very  wide  variations  in  the  particulars  men- 
tioned, and  if  the  rules  hold,  similar  variations  in  the 
response  to  radiation  should  be  expected. 

Neurofibroma  and  neurosarcoma  belong  struc- 
turally to  the  class  of  non-susceptible  tumors;  ac- 
cordingly one  finds  that  these  tumors  are  exceedingly 
resistant  to  aU  forms  of  radiation  in  any  dosage 
that  can  be  applied  safely  through  the  skin.  Of  the 
endotheliomata,  psammoma,  or  sand  tumor,  offers 
great  resistence  to  radiation  unless  radium  is 
applied  directly  to  the  growth  or  is  inserted  within 
it.  Rarely,  vascular  and  cellular  endotheliomata 
are  encovmtered  which  may  be  more  susceptible, 
but  whenever  the  cells  are  of  adult  endothelial 
type  and  of  pavement  form,  they  cannot  be  regarded 
as  a  verj'  favorable  type  for  treatment  by  radiation 
unless  radium  can  be  inserted  within  the  tumor. 

True  angio-endothelioma  or  perithelioma  should 
be  more  susceptible.  Angiosarcoma,  as  far  as  the 
tissue  itself  is  concerned,  ought  to  be  markedly 
influenced  by  radiation  since  its  nutrition  is  very 
unstable,  but  whether  a  slow  and  safe  regression 
can  be  effected  appears  doubtful,  especially  when 
the  tumor  is  bulky.  On  the  other  hand,  as  very 
few  successful  surgical  removals  of  such  growths 
have  ever  been  accomplished,  experimentation  is 
justified.  Of  all  tumors  of  the  brain  and  spinal  cord, 
glioma  in  its  various  forms  presents  most  of  the 
structural  features  that  favor  susceptibility  to  radia- 
tion. Primary  carcinoma  of  the  brain  structurally 
indicates  a  high  degree  of  susceptibility  to  radium. 
However,  this  and  other  tumors  springing  from  the 
ventricles  or  pineal  gland  is  well  protected  by  dis- 
tance from  the  attack  by  radiation.  The  very  deli- 
cate structure  of  such  growths,  however,  encourages 
the  hope  that  they  may  in  some  instances  be  favor- 
ably influenced  by  the  physical  agents. 

Of  the  group  of  hypophyseal  tumors,  cysts  offer 
no  encouragement  for  radiation  therapy.  Chronic 
hypophyseal  struma  with  acromegaly  has  been 
definitely  influenced  by  roentgen  rays  directed 
through  the  temporal  regions.  It  is  the  author's 
belief  that  success  will  eventually  be  attained  by 
exposing  these  tumors  for  direct  radiation  or  by 
inserting  minute  quantities  of  radium  within  them. 
It  cannot  be  said  that  hypophyseal  struma,  being  a 
form  of  functional  hyperplasia,  is  very  susceptible 
to  radiation.  The  cellular  adenocarcinomata  are 
more  so.  In  either  case  the  bulk  of  the  tumor  should 
render  the  insertion  of  radium  a  safe  procedure  if 
infection  can  be  avoided. 

The  hypophyseal  duct  tumors  belong  in  the  class 
of  basal-cell  carcinomata  and  should  respond  well 


to  radium.  The  slow  course  of  most  hypophyseal 
growths  and  the  peculiar  clinical  symptoms  due  to 
functional  disturbance  of  the  endocrine  system  con- 
stitute very  delicate  indicators  of  any  therapeutic 
effect  that  may  be  produced  upon  them  and  render 
this  field  of  unusual  interest  in  radium  therapy. 

The  successful  and  safe  use  of  radiation  in  the 
treatment  of  intracranial  and  intraspinal  timiors  is 
dependent  upon  getting  a  sufficient  dosage  to  the 
tumor  without  injuring  the  overlying  tissue.  Allow- 
ance must  be  made  for  the  density  and  thickness  of 
the  intervening  structures.  That  an  effective  dosage 
of  radiation  sufficient  to  influence  the  growth  of 
cellular  tumors  can  be  delivered  through  the  adult 
skull  to  all  f>ortions  of  the  brain,  can  be  shown  by 
physical  computation  and  has  been  demonstrated 
experimentally  by  the  work  of  Bagg  on  dogs  and 
monkeys.  Whether  such  dosage  will  prove  suffi- 
cient to  bring  any  of  these  tumors  to  a  standstill 
or  to  definite  regression  can  be  determined  only 
by  experiment  on  the  human  subject.  In  children, 
the  comparative  thinness  of  the  skull,  the  smaller 
size  of  the  brain,  and  the  more  frequent  occurrence 
of  cellular  tumors  suggest  that  external  radiation 
should  be  employed  before  other  methods  are  used. 

Another  factor  which  deserves  consideration  is 
the  increased  intracranial  pressure  which  is  usually 
associated  with  brain  tumor.  Full  radium  dosage 
may  be  expected  to  produce  hyperemia,  an  increase 
of  intracranial  pressure,  and  probably  some  oedema 
before  it  can  cause  any  definite  recession  in  the 
bulk  of  a  tumor.  Therefore,  unless  the  patient  can 
withstand  a  certain  temporary  increase  in  the 
pressure,  the  application  of  radium  may  be  followed 
by  aggravated  symptoms. 

When  the  tumor  can  be  exposed,  it  becomes 
accessible  to  the  direct  application  of  radium  or  to 
the  insertion  of  emanation  needles.  The  last 
method  is  imdoubtedly  the  most  effective  without 
regard  to  the  structure  of  the  tumor,  but  is  accom- 
panied by  the  danger  of  infection  and  the  risk  of 
injury  to  normal  brain  tissue.  If  radium  needles 
are  to  be  used  it  is  highly  important  that  the  tumor 
tissue  should  not  be  disturbed  by  partial  excision 
as  it  acts  as  a  filter  protecting  the  normal  unaffected 
areas.  The  practice  of  attempting  to  remove  as 
much  as  possible  of  the  tumor  and  then  turning  the 
case  over  for  radium  treatment  generally  assures 
failure  and  discredits  radium  therapy.  With  few 
exceptions,  surgery  should  be  used  only  to  expose 
the  growth  when  a  brain  tumor  is  to  be  treated 
with  radium.  Cordial  cooperation  and  mutual 
understanding  between  the  surgeon  and  radiologist 
are  essential  if  success  is  to  be  achieved  in  this  field. 
Adolph  Harttjng,  M.D. 

Bettman,  R.  B.:  The  Removal  of  Embedded  Nee- 
dles in  Broad  Daylight  with  Intermittent 
Fluoroscopic  Control.  Surg.  Clin.  X.  Am.,  1921, 
i,  1 163. 

The  author  describes  an  operating  fluoroscope 
he  has  devised  with  which  he  is  able  to  operate  in 
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broad  daylight  and  have  at  hand  the  mean;  of 
obtaining  fluoroscopic  aid  without  danger  to  asepsis. 

This  fluoroscope  is  similar  to  the  hand  fluoro- 
scope  in  common  use.  It  fits  snugly  against  the 
operator's  forehead  and  cheeks  so  that  when  the 
screen  is  down  it  is  light  tight.  It  weighs  very  little. 
The  straps  over  the  head  are  adjustable.  The  screen 
is  on  a  hinge  and  is  held  closed  by  a  spring.  When 
the  screen  is  open  the  spring  holds  it  open.  At  the 
same  time  a  bit  of  ruby  glass  to  preserve  the  pupil- 
lary accommodation  is  raised  before  the  operator's 
eyes.  A  young  man  or  one  with  good  accommoda- 
tion to  light  can  dispense  with  the  red  glass. 

Lead  glass  like  that  used  for  the  fluoroscopic 
screens  in  common  use  is  placed  at  the  base  of  the 
hood  to  protect  the  operator.  The  screen  is  the 
usual  fluoroscopic  screen. 

When  the  screen  is  opened  the  surgeon  has  direct 
vision.  When  the  screen  is  closed  he  can  see  the 
fluoroscopic  images  exactly  as  if  he  were  in  a  dark 
room  using  an  ordinary  fluoroscopic  screen.  After 
the  fluoroscope  has  been  adjusted  to  the  head  it  is 
covered  with  a  sterile  cloth  through  which  the 
screen  can  be  manipulated. 

The  usual  fluoroscopic  table  with  the  under  table 
sliding  tube  box  installed  in  every  X-ray  depart- 
ment is  amply  sufiicient. 

Bettman  describes  the  use  of  this  fluoroscope  in 
detail  in  the  removal  of  a  needle  fragment  embedded 
in  the  hand.  Frederick  Christopher,  M.D. 

Carter,  L.  J.:  The  Treatment  of  Tuberculous 
Cervical  Adenitis:  Results  from  the  Use  of 
Fractional  X-Ray  Dosage  in  One  Hundred 
Cases.  J .  Radiol.,  1921,  ii,  22. 

The  author  believes  that  the  roentgen  ray  can 
cure  any  tuberculous  cervical  adenitis  that  surgery 
can  remove  and  do  it  with  less  discomfort  to  the 
patient  and  less  danger  of  spreading  the  infection. 
The  only  indication  for  surgery  is  given  when  a 
caseous  gland  has  broken  down  as  the  result  of 
secondary  infection  or  through  liquefaction  necro- 
sis and  is  pointing  toward  the  skin.  In  such  cases 
the  detritus  or  the  pus  should  be  evacuated  by  the 
smallest  skin  incision. 

The  aim  in  applying  roentgen  therapy  should  be 
to  imitate  nature's  method  of  producing  a  cure. 
A  study  of  the  pathology  of  tuberculous  glands  and 
the  changes  occurring  in  them  during  the  healing 
process  reveals  a  hyperplasia  first  of  the  lympho- 
cytes and  subsequently  of  fibrous  tissue  elements. 
Treatment  should  be  applied  with  a  view  to  stimu- 
lating these  defensive  forces  rather  than  to  causing 
destruction.  The  hard  rays  commonly  used  tend  to 
produce  the  latter  result.  The  author  believes  that 
rays  of  medium  softness  give  a  desirable  stimulation 
and  therefore  are  preferable.  This  conviction  was 
confirmed  by  several  unfortunate  experiences  in 
which  glands  were  given  highly  filtered  intensive 
treatment  and  the  condition  was  aggravated  rather 
than  alleviated.  The  good  results  obtained  in 
sanatoria   with    heliotherapy    also    speak    for    the 


value  of  stimulation.  Above  all,  the  uniformly 
good  results  obtained  in  one  hundred  cases  treated 
by  rays  of  medium  p>enetration  are  convincing  proof 
of  their  value. 

As  regards  the  technique  advocated,  Carter 
states  that  the  rays  used  were  as  soft  as  was  con- 
sistent with  thorough  penetration  and  safety  to 
the  overlyang  tissues.  A  2  mm.  aluminum  filter  was 
used.  Rays  backing  up  a  5-in.  parallel  spark  gap 
were  applied  at  a  lo-in.  focal  distance  for  a  period 
of  five  minutes,  a  4  m.a.  current  being  used.  This 
gave  approximately  a  skin  dose  underneath  the 
filter  or  seven-eighths  of  a  skin  dose  in  the  glands. 
One  such  treatment  was  given  every  five  to  seven 
days  until  there  was  a  marked  decrease  in  the  size 
and  inflammatory  condition  of  the  glands.  The 
usual  number  of  treatments  necessary  was  eight  to 
ten.  The  interval  between  treatments  was  then 
extended  to  two  weeks  and  they  were  continued 
thus  for  a  f>criod  of  six  to  nine  months.  The  patients 
in  this  series  who  continued  the  treatment  until 
they  were  discharged  as  cured  received  an  average 
of  twenty-four  treatments,  each  series  extending 
over  an  average  period  of  ten  months. 

Simultaneously  with  the  roentgen  therapy  certain 
general  measures  common  to  the  treatment  of  all 
forms  of  tuberculosis  were  carried  out.  Of  cardinal 
importance  was  the  hypodermic  use  of  tuberculin 
at  a  dosage  short  of  producing  a  systemic  reaction. 
The  possible  existence  of  foci  of  infection  should  be 
borne  in  mind,  and  if  they  are  located,  they  should 
be  promptly  eradicated. 

In  one  of  the  early  cases  of  the  one  hundred  upon 
which  this  repwrt  is  based,  telangiectasis  was  pro- 
duced where  an  erythema  of  the  skin  occurred. 
During  the  course  of  the  treatments  about  ten  of 
the  glands  broke  down  and  required  evacuation. 
This  was  done  through  a  very  small  skin  incision, 
which  promptly  healed.  There  was  no  case  of 
unhealed  tuberculous  sinus.  There  was  recurrence 
in  only  two  cases  which  were  discharged  as  cured. 
These  cleared  up  on  further  treatment  and  have 
remained  quiescent  to  date.  In  thirty  of  the  cases 
the  cure  dated  back  over  five  years. 

In  only  two  cases  was  there  anything  to  indicate 
that  the  treatment  might  possibly  have  any  eff^ect 
in  spreading  tuberculous  infection.  One  of  these 
patients  died  of  tuberculous  meningitis  and  the 
other  of  acute  miliary  tuberculosis.  The  author 
does  not  believe  there  was  any  causal  relation 
between  the  treatments  and  the  subsequent  devel- 
opment. Five  patients  changed  their  residence 
and  transferred  their  treatment  to  other  radio- 
therapists. Six  patients  failed  to  follow  up  the 
treatments  after  they  had  merely  begun  them. 
Eleven  patients  are  continuing  the  treatment,  pro- 
gressing favorably,  but  are  not  yet  ready  for 
discharge  as  cured.  The  rest  of  the  hundred  have 
been  discharged  as  apparently  cured.  The  glands 
have  been  reduced  to  the  merest  kernels,  and  the 
general  condition  has  been  restored  to  one  of  well- 
being.  Adolph  Haktung,  M.D. 
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Groeschel,    L.    B.:     Gastrocolic   Fistula.      Am.  J. 

Roentgenol.,  192 1,  n.s.  viii,  516. 

Gastrocolic  fistula  is  not  a  rare  condition,  but  the 
fact  that  it  is  seldom  diagnosed  is  evident  from 
the  relatively  small  number  of  cases  refMjrted  in 
the  literature.  In  the  case  reported  by  the  author 
the  fistula  was  diagnosed  by  means  of  the  roentgen 
ray  following  the  injection  of  an  enema  of  barium 
and  mucilage  of  acacia  and  demonstrated  both  by 
the  fluoroscop>e  and  the  plate  on  several  occasions. 
A  detailed  history  of  the  case  is  given,  together 
with  the  laboratory  and  roentgen  findings.  Several 
roentgenograms  are  included. 

Adolph  Hartung,  M.D. 

Bevan,  A.  D.:  X-Ray  Burns.    Surg.  Clin.    N.  Am., 
1921,  i,  935- 

X-ray  burns  are  painful.  The  pain  is  probably 
due  to  the  obliteration  of  blood  vessels  which  robs 
the  nerves  of  their  normal  supply  of  blood  as  in 
senile  gangrene.  The  pain  is  often  so  severe  that 
the  use  of  opiates  is  necessary.  In  severe  bums 
not  only  the  skin  but  the  deeper  tissues  may  be 
destroyed.  These  very  rarely  result  in  cancer.  The 
superficial  bum,  so-called  X-ray  dermatitis,  is 
more  apt  to  lead  to  epithelioma.  Many  of  the 
earlier  X-ray  technicians  lost  their  lives  from  this 
sort  of  cancer  before  the  proper  protective  precau- 
tions were  taken. 

In  the  treatment  of  severe  X-ray  burns  excision 
gives  the  best  results.  The  whole  damaged  area  is 
removed  en  bloc,  the  dissection  being  begun  well 
outside  the  burn  and  including  tissue  underneath 
it.  The  area  is  then  covered  with  Thiersch  skin 
grafts  which  are  covered  with  one  thickness  of 
gauze  very  carefully  applied.  Over  this  is  placed  a 
layer  of  several  thicknesses  of  sterile  gauze  which 
in  turn  is  covered  with  a  sterile  gauze  roller  about 
5  in.  in  width.  Over  this  is  placed  a  starch  bandage 
which,  when  dry,  fixes  the  dressing  accurately  in 
position.  This  dressing  is  left  in  place  four  or  five 
days  if  there  is  no  reaction,  and  is  then  removed 
carefully  so  as  not  to  lift  the  grafts  from  their  bed. 

Too  much  time  should  not  be  spent  treating  these 
burns  with  salve  and  various  dressings.  As  soon  as 
it  is  recognized  that  certain  portions  of  skin  are  too 
greatly  damaged  to  recover  they  should  be  removed 
and  skin  grafts  should  be  used.  This  makes  the 
development  of  epithelioma  as  remote  as  possible. 

The  author  reports  two  cases  of  X-ray  bums  of 
the  leg  which  teach  that  the  X-ray  may  do  much 
harm  and  should  be  used  only  by  experts. 

Marcus  H.  Hobart,  M.D. 

B^rard:    The  Treatment  of  Cancer  with  Radium 

(Sur  le  traitement  du  cancer  par  le  radium).    Lyon 
chirnrg.,  192 1,  xviii,  503. 

From  a  study  of  the  statistics  given  in  the  litera- 
ture Berard  concludes: 

I.  That  in  the  treatment  of  cancer  of  the  uterine 
cervix,  radium,  either  alone  or  combined  with  in- 
tensive   X-ray    treatment,    has    given   undoubted 


clinical  cures,  some  of  which  have  been  controlled 
as  long  as  eight  years. 

2.  The  recoveries  resulting  from  operation  still 
seem  more  numerous  than  those  due  to  the  use  of 
radium  alone,  but  less  numerous  than  those  ob- 
tained from  the  employment  of  radium  combined 
with  intense  X-rays. 

The  operative  mortality  varies  from  5  to  20  per 
cent  according  to  the  gravity  of  the  condition. 
The  risk  of  death  is  not  negligible  in  treatment  with 
radium;  ordinarily  it  is  between  8  and  10  per  cent. 

In  the  second  part  of  his  article  Berard  deals  at 
length  with  the  accidents  which  may  result  from 
radium  treatment.  The  majority  of  such  accidents 
and  the  total  failures  are  due  to  errors  of  technique. 
The  former  include  ulcerations  consecutive  to  burns 
and  necrosis  of  insufiiciently  protected  tissues, 
infective  and  septicaemic  complications  following 
the  introduction  of  radium  tubes  into  ulcerated 
cervical  cancers,  diffuse  phlegmons  arising  from  the 
introduction  of  radium  tubes  into  ulcerated  and 
infected  tumors,  and  perforations  of  natural  conduits 
and  septa  by  the  tubes. 

In  Berard 's  opinion  wide  surgical  excision  is 
indicated  if  the  tumor  and  invaded  glands  can 
be  removed  en  masse  and  should  be  preceded  by 
radium  and  intense  X-ray  treatment  to  sterilize 
the  cancerous  elements  already  disseminated  in  the 
lymphatics  though  not  clinically  discernible.  The 
application  of  radium  and  the  X-rays  after  surgical 
operation  seems  of  value  only  if  there  has  been 
difficulty  in  liberating  the  tumor  and  there  is  a 
possibility  that  some  of  the  neoplastic  elements 
have  been  left  behind.  With  the  exception  of 
cancers  which  are  still  local,  the  use  of  radium  is 
becoming  more  and  more  applicable  as  the  operative 
mortality  or  the  danger  of  recurrence  increases. 
Berard  believes  that  in  cases  of  infiltrating  cancer 
of  the  cervix  the  Wertheim  and  all  other  extended 
hysterectomies  are  inferior  to  the  use  of  radium 
alone  or  combined  with  the  X-rays. 

W.  A.  Brenn.an. 

LEGAL  MEDICINE 

Reasonableness  of  Requiring  Morbidity  Reports. 

Smylhe  vs.  State  {Miss.),  86  So.  R.,  p.  870. 

The  Supreme  Court  of  Mississippi  holds  that,  under 
a  provision  of  the  code  empowering  the  state  board 
of  health  to  make  and  publish  all  reasonable  rules 
and  regulations  necessary  to  enable  it  to  discharge  its 
duties  and  powers  to  carry  out  the  purposes  and  ob- 
jects of  its  creation,  a  regulation  requiring  every- 
licensed  physician  practicing  in  the  state  to  file  a 
morbidity  report  on  the  first  day  of  each  month  is  not 
unreasonable.  It  is  not  only  reasonable,  but  an  im- 
portant and  valuable  aid  in  the  preservation  of  the 
pubhc  health. 

The  defendant  testified  that  he  had  never  received 
a  copy  of  these  regulations;  that  he  had  no  knowledge 
of  the  existence  of  the  rule  requiring  reports  to  be 
made  on  the  first  day  of  the  month ;  that,  prior  to  the 
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administration  of  a  named  county  health  officer  it 
had  been  the  custom  in  that  county  to  file  these  re- 
p>orts  on  or  about  the  tenth  day  of  each  month,  and 
that  in  so  doing  the  physicians  were  acting  under  the 
directions  of  the  county  health  officers. 

As  there  was  no  presumption  that  the  defendant 
had  knowledge  of  a  mere  rule  or  regulation  of  the 
state  board  of  health,  and  as  under  the  evidence  the 
peremptory  instruction  requested  by  the  defendant 
should  have  been  granted,  the  court  reversed  a 
judgment  of  conviction  for  unlawfully  and  knowingly 
violating  a  rule  or  regulation  of  the  state  board  of 
health  and  discharged  the  defendant. 

J.  A.  Castagnino. 

Efforts  Should  Be  Used  to  Save  Injured  Ann  or 
Leg.  W'rcnn  vs.  Connecikul  Brass  Co.  et  al  {Conn.), 
112  AU.  R.,  p.  638. 

The  plaintiff,  on  March  6,  1915,  sustained  a 
fracture  of  the  left  forearm,  following  which  his  arm 
remained  in  a  twisted  and  unnatural  position.  A 
competent  surgeon  was  of  the  opinion  that  bone 
grafting  would  in  some  measure  restore  its  function. 
The  operation  was  performed,  and  by  the  latter 
part  of  April,  1916,  the  forearm  had  become  straight, 
and  the  surgeons  believed  that  a  good  functional 
result  would  follow.  Instead,  a  suppurative  process 
persisted  and  June  26,  iqi6,  it  was  necessary  to 
operate  further.  The  second  operative  wound  was 
healed  by  August,  1Q16. 

The  arm  has  never  been  a  useful  member  since 
the  original  injury,  and  at  no  time  has  it  been  pos- 
sible to  use  it  for  industrial  purposes.    The  period 


of  incapacity  for  which  the  injured  employee  was 
entitled  to  compensation  did  not  cease  and  the  con- 
dition of  complete  and  permanent  loss  of  the  arm 
exist  did  not  exist  until  August,  1916,  to  which  time 
treatment  was  continued  and  at  which  time  treat- 
ment was  discontinued  as  the  wound  had  healed. 
At  the  end  of  this  period  he  was  entitled  to  com- 
pensation for  the  complete  and  permanent  loss  of 
the  use  of  the  arm. 

The  court  stated  that  all  reasonable  effort  should 
be  used  to  save  an  injured  arm  or  limb  and  thus 
prevent  the  necessity  for  its  amputation  or  the 
complete  loss  of  usefulness  of  the  member.  Until 
the  time  for  such  effort  has  passed,  professional  skill 
should  be  directed  to  effect  a  cure.  When  compe- 
tent professional  opinion  on  fair  examination  reaches 
the  conclusion,  or  should  reach  the  conclusion,  that 
it  is  not  reasonable  to  expect  to  cure  or  improve  the 
injured  arm,  it  can  then  be  said  for  the  first  time  that 
the  loss  of  this  member  has  occurred.  This,  how- 
ever, docs  not  compensate  the  injured  employee 
for  the  period  between  the  date  of  the  injury  and 
the  date  of  the  determination  of  the  complete  loss  of 
use.  The  loss  of  the  arm  through  amputation  occurs 
when  the  amputation  takes  place.  The  complete 
and  permanent  loss  of  the  use  of  the  arm  occurs 
when  no  reasonable  prognosis  for  complete  or  partial 
cure  and  no  improvement  in  the  physical  condition 
or  appearance  of  the  arm  can  be  made.  Until  such 
time  the  specific  compensation  for  the  loss  of  the 
arm  or  for  the  complete  and  permanent  loss  of  the 
use  of  the  member  cannot  be  made. 

J.  \.  Castagnino. 
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Daels,  F. :  The  Alquie- Alexander  Operation  (L 'oper- 
ation d'Alquie- Alexander) .  Btdl.  Acad.  roy.  de  med. 
deBelg.,  1921,  5  s.,  i,  298. 

Although    Daels    has    performed    the    Alquie- 
Alexander  operation  (extra-p>eritoneal  shortening  of 
the  round  ligaments)  in  150  cases  with  only  two 
recurrences,    he    is    not    satisfied    with    the    usual 
technique.     Suture  of  the  round  ligament  to  the 
posterior  surface  of  the  aponeurosis  of  the  external 
oblique    is    not    simple,    and    strong    traction    is 
necessary   to   obtain   such   fixation.     Moreover,   it 
cannot  be  effected  at  an  appreciable  distance  from 
the  incision;  the  sutures  both  of  the  ligament  on  the 
aponeurosis  and  of  the  two  ends  of  the  aponeurotic 
incision  fall  side  by  side  if  they  do  not  actually 
imbricate.   Therefore  as  a  very  wide  opening  of  the 
inguinal  canal  is  necessary  and  there  is  irregular 
cicatrization  with  sometimes  necrosis  of  a  part  of 
the  ligament  and  the  aponeurosis,  Daels  sought  a 
method  permitting  the  use  of  a  smaller  incision  in  the 
inguinal  canal  and  fewer  aponeurotic  sutures  while 
assuring    solid    fixation    of    the    ligaments.     After 
trying  various  methods  he  finally  decided  to  fix  the 
shortened  ligaments  on  the  ligaments  themselves. 
He  makes  a  lateral  incision  3  or  4  cm.  in  length  on 
each  side  at  the  level  of  the  external  ring  of  the 
inguinal  canal,  enlarges  this  ring  with  the  finger  or  by 
section  of  the  aponeurosis,  and  isolates  the  round 
ligament,  drawing  it  out  for  a  length  of  6  to  10  cm. 
By  means  of  a  forceps  he  hollows  a  tunnel  under  the 
aponeurosis  of  the  recti  muscles  and  through  the 
fibrous  tissue  of  the  median  line  to  the  inguinal  canal 
on  the  opposite  side.    With  the  forceps  he  then 
brings  the  extremity  of  the  right  round  ligament 
over  to  the  left  and  the  extremity  of  the  left  round 
ligament  over  to  the  right.    The  ligaments  cross  in 
the  tunnel  and  are  fixed  to  each  other  by  a  few 
sutures  in  the  inguinal  canal.    As  frequently  it  is 
difficult  to  free  the  round  ligaments  fully,  he  makes 
a  vertical  incision  in  the  median  line  above  the 
pubis  and  opens  the  sheath  of  the  recti  muscles, 
brings  the  ligaments  here,  ties  them  together,  and 
then  buries  the  knot  and  covers  it  by  an  aponeurotic 
suture.    The  round  ligaments  are  maintained  in 
contact  for  the  entire  length  of  their  aponeurotic 
tract  and  form  adhesions. 

Daels  has  performed  this  op)eration  in  fifty  cases. 
Since  he  has  abandoned  the  extended  aponeurotic 
suture  there  have  been  no  cases  of  necrosis  and  no 
postoperative  ill  effects.  One  patient  died  of 
pneumonia  sixty  days  after  the  operation  during  the 
influenza  epidemic.  Twenty-six  of  the  forty-nine 
survivors  have  answered  inquiries  and  twenty-five 
state  that  the  result  is  perfect.   In  a  few  cases  there 


is  some  peri-  or  para-metritis.  Therefore  the  results 
were  excellent  in  80  per  cent  of  the  cases,  satisfactory 
in  95  per  cent,  and  unsatisfactory  in  only  5  per  cent. 

W.  A.  Brennan. 

Ransohofif,  J.  L.,  and  Ehreyfoos,  M.:  Dangerous  In- 
traperitoneal Haemorrhage  from  a  Uterine  Fi- 
broid.   Surg.,Gynec.  b"  Obst.,  1921,  xxxiii,  296. 

It  is  customary  to  regard  uterine  fibroids  as  benign 
tumors  and  to  operate  only  when  complications  such 
as  an  increase  in  size,  pressure  symptoms,  or  metror- 
rhagia develop.  However,  intra-abdominal  haemor- 
rhage may  occur  and,  though  very  rare,  is  very 
serious.  In  nearly  all  of  the  reported  cases  there 
have  been  distinct  evidences  of  trauma  either  exter- 
nal or  internal.  Various  diagnoses  such  as  ovarian 
cyst  with  twisted  pedicle,  extra-uterine  pregnancy, 
perforation  of  gastric  ulcer,  and  in  one  case,  appen- 
dicitis, have  been  made.  The  haemorrhages  have 
usually  been  due  to  rupture  of  one  or  more  dilated 
superficial  veins  just  beneath  the  peritoneum. 

In  every  reported  case,  however  precarious  the 
patient's  condition,  a  hysterectomy  was  done  but 
the  authors  believe  that  when  the  condition  is 
desperate  it  would  be  a  safer  plan  to  transfix  and 
ligate  the  bleeding  vein  on  either  side  of  the  opening, 
delaying  a  hysterectomy  untU  some  future  time  after 
the  patient's  recovery.  In  a  very  serious  case  this 
certainly  would  be  a  life-saving  measure. 

C.  H.  Davis. 

Kuehner,  H.  G.:  Recurrent  Adenomyoma  of  the 
Uterus.   Am.  J.  M.  Sc,  1921,  clxii,  424. 

The  patient,  a  single  woman  aged  43  years, 
entered  the  hospital,  December  4,  191 7,  complain- 
ing of  irregular,  profuse,  and  painful  menstruation 
and  a  mildly  irritating  intermenstrual  watery  dis- 
charge. At  times  she  did  not  menstruate  for  five  or 
six  months,  but  recently  had  been  bleeding  every 
three  weeks.  The  menses  were  profuse  and  exhaust- 
ing, lasted  from  five  to  seven  days,  and  were  accom- 
panied by  severe  pains  in  the  back  and  general 
weakness.  Her  general  appearance  and  nutrition 
were  good.  There  was  no  weight  loss,  and  the 
important  functions,  aside  from  menstruation,  were 
normal.  The  haemoglobin  was  70  (Sahli)  and  the 
erythrocytes  numbered  4,300,000.  Bimanual  pel- 
vic examination  revealed  a  firm  mass  about  the 
size  of  a  small  orange  occupying  the  vagina  and  pro- 
truding by  means  of  a  narrow  pedicle  through  the 
cervix  from  within  the  uterine  cavity.  The  exposed 
surface  of  the  tvunor  mass  was  necrotic.  The  uterus 
was  symmetrical  and  not  enlarged. 

The  tumor  was  removed  by  vaginal  myomectomy. 
The  specimen  consisted  of  several  irregularly  torn 
fragments  of  tumor  tissue  removed  from  the  uterus. 
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The  larger  fragments  showed  partial  covering  by 
intact  endometrium  but  elsewhere  there  was  super- 
ficial necrosis.  Some  of  the  smaller  and  thinner 
plaques  resembled  portions  of  a  cyst  wall.  Through- 
out the  larger  masses  numerous  small,  oval,  honey- 
combed areas  of  pinhead  size  were  observed,  some 
of  which  contained  a  pearly,  mucoid  material. 
Microscopic  sections  of  the  mass  from  the  uterus 
showed  a  dense,  waving,  and  interlacing  fibro- 
muscular  structure  through  which  were  irregularly 
distributed  abundant  gland  structures.  These  varied 
markedly  in  size  and  shape,  some  being  small  or 
oval,  while  others  were  dilated,  cystic,  and  of  irregu- 
lar contour. 

Although  a  few  tortuous  spaces  were  noted,  pre- 
senting for  the  most  part  empty  lumina,  some  of 
the  cavities  contained  a  homogeneous,  mucoid 
material.  The  lining  epithelium  was  of  a  tall  colum- 
nar type  and  uniform  throughout.  Where  the  glands 
were  dilated  the  parenchymal  cells  were  to  a  degree 
flattened.  Nuclear  figures  were  not  observed  and 
there  was  no  evidence  of  invasive  qualities  or  atypi- 
cal growth.  It  was  noteworthy  that  not  a  few  of 
the  acinar  structures  were  surrounded  by  a  richly 
cellular  stroma  of  concentric  arrangement  such  as 
is  seen  in  normal  endometrium.  Occasional  mitotic 
figures  were  observed  in  the  nuclei  of  these  stroma 
cells.  Still  other  alveolar  elements  were  inserted 
directly  between  the  muscle  fasciculi  of  the  tissue 
and  displayed  no  accompanying  stroma.  The  f>atho- 
logic  diagnosis  was  adenomyoma  uteri. 

Fourteen  months  later  (February  i,  1919)  the 
patient  again  sought  the  hospital  with  a  return  of 
all  the  clinical  symptoms  which  preceded  the  first 
operation  and,  in  addition,  a  definite  metrorrhagia 
with  its  resultant  secondary  anaemia.  Pelvic  examina- 
tion disclosed  a  large  firm  mass  the  size  of  a  fcetal 
head  tightly  wedged  in  the  vaginal  cavity.  Vaginal 
myomectomy  was  repeated.  Because  of  the  firm 
impaction  of  the  mass  in  the  vagina  it  was  necessary 
to  remove  it  piecemeal.  As  in  the  case  of  its  prede- 
cessor, this  tumor  also  hung  into  the  vagina  from 
within  the  uterus  by  means  of  a  slender  fibro- 
muscular  pedicle. 

Several  different  sized  pieces  of  tissue  from  the 
uterus,  portions  of  which  were  discolored  and  super- 
ficially necrotic,  were  removed  at  the  second  opera- 
tion. The  surfaces  of  the  tissue  elsewhere  were  of  a 
pale  pink  or  red,  moist,  glassy  appearance  and  in 
places  showed  a  normal  mucous  membrane.  On 
section  through  the  fragments  islands  of  pearly 
gray  tissue  were  encountered  which  at  intervals 
showed  microscopic  cyst  cavities  of  varying  size 
containing  a  gelatinous  gray  or  brownish  material. 
The  tissue  was  oedematous  and  could  be  easily 
crushed  between  the  fingers.  Microscopic  sections 
of  the  tissue  presented  a  dense,  though  oedematous, 
fibro-muscular  structure  throughout  which  were 
scattered  islands  of  glandular  tissue.  The  alveolar 
structures  varied  greatly  in  size  and  shape,  some 
being  tortuous,  and  at  times  contained  a  mucinous 
material.    The  acinar  epithelium  was  of  columnar 


type  and  occasionally  surmounted  a  cone-like  shaft 
of  stroma  which  projected  into  the  lumen  in  the 
manner  seen  in  intra-canalicular  fibro-adenoma  of 
the  breast.  However,  at  no  place  was  there  any 
reduplication  of  the  lining  epithelium,  no  nuclear 
figures  were  observed,  and  there  was  no  violation 
of  the  basement  membrane  nor  papillary  formation 
by  parenchyma.  For  the  most  part  the  glands  lay 
in  a  concentrically  arranged,  moderately  cellular 
stroma  which  now  presented  rather  marked  myxo- 
matous change.  The  pathologic  diagnosis  was 
adenomyoma  of  the  uterus. 

Three  months  after  this  operation  (May  2, 
1919)  the  uterus  was  found  to  be  slightly  enlarged. 
Eight  months  subsequent  to  the  second  of)eration 
(September  24,  1919)  the  patient  returned,  com- 
plaining of  almost  continuous  bleeding.  Pelvic 
examination  showed  the  uterus  to  be  considerably 
enlarged  but  quite  regular  in  contour.  Abdominal 
hysterectomy  was  advised  and  executed.  The 
enlarged  uterus  was  amputated  above  the  cervix 
and  removed  with  the  attached  adnexa  of  both 
sides.  The  uterus  was  opened  through  the  posterior 
wall.  It  measured  13  by  9  by  5.5  cm.  When  recon- 
structed, the  serosal  surface  was  smooth  and  regu- 
lar and  yielded  no  evidence  of  tumor  within  the 
organ.  The  myometrium  was  very  thick,  especially 
at  the  fundus  where  it  varied  from  2.7  to  Ti.:^  cm.  in 
thickness.  Toward  the  cervix  it  measured  1.7  cm. 
The  uterine  wall  was  tough,  with  apparently  an 
increased  fibrous  connective-tissue  content,  and  the 
blood  channels  therein  were  tortuous  and  thick 
walled. 

On  opening  the  uterus  three  distinct  tumor  masses 
were  found.  The  largest  one  occupied  almost  the 
whole  of  the  posterior  wall  of  the  organ  and  had 
been  cut  through;  the  second,  a  smaller  one,  about 
the  size  of  an  English  walnut,  was  high  in  the  fun- 
dus; while  the  third,  which  formed  a  symmetrical 
bulging  of  the  uterine  wall,  presented  itself  upon  the 
anterior  surface.  The  uterine  cavity  was  large  and 
lined  throughout  by  a  thick  intact  endometrium  of 
healthy  appearance  which  was  carried  in  unbroken 
continuity  over  the  projecting  tumor  masses.  The 
large  polypoid  mass  on  the  posterior  wall  projected 
well  into  the  uterine  cavity  and  for  a  distance  at  its 
juncture  with  the  myometrium  was  sharply  demar- 
cated, but  for  the  greater  part  merged  almost  imper- 
ceptibly with  the  muscular  coat.  On  the  cut  sur- 
face this  tumor  measured  7.0  by  3.8  cm.  Its  sur- 
face presented  a  variously  nodulated  contour  and 
was  covered  by  an  intact  mucosa  which  dipped  into 
the  mass  to  meet  the  irregularities  of  conformation. 
Section  through  the  tumor  mass  revealed  a  varie- 
gated appearance.  At  places  the  tissue  was  quite 
firm,  gray,  smooth,  and  glassy  and  not  easily 
crushed,  while  other  areas  displayed  numerous  thin- 
walled  cysts  containing  a  clear  straw-colored  fluid. 
The  latter  structures  varied  markedly  in  size  and 
radiated  in  a  cluster-like  manner  from  a  central 
fibrous  core  to  which  they  were  attached  by  a  slender 
pedicle.    These  grouped  cystic  clusters  gave  this 
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portion  of  the  tumor  an  appearance  not  vinlike  that 
of  a  hydatidiform  mole. 

The  small  cysts  could  be  easily  ruptured  and  the 
linings  were  smooth.  This  peculiar  cyst  formation 
gave  the  mucosal  aspect  of  the  tumor  its  peculiar 
appearance.  At  places  the  endometriimi  dipped  into 
and  over  irregiilar  cavitations  in  the  tumor,  the 
walls  of  which  were  composed  of  a  thick,  pale  mem- 
brane. When  such  membranous  sacs  were  opened 
their  inner  lining  in  turn  was  observed  to  be 
studded  by  inward-projecting,  lobulated,  cauli- 
flower masses.  Nothing  more  than  a  thin  watery 
fluid  was  found  in  such  cavities. 

At  one  point  on  the  surface  an  oval,  sessile  bulging 
was  noted  which  contained  two  small  typical  cauli- 
flower masses.  These  hung  from  a  narrow  base 
Into  the  otherwise  smooth,  empty  cyst.  At  the 
juncture  of  the  tumor  mass  with  the  myometriiun 
several  rather  large  channel  structures  were  ob- 
served, and  these,  also,  presented  the  characteristic 
fungoid  papillary  projections  into  the  otherwise 
smooth-lined  cavities.  It  is  noteworthy  that  these 
papillary  ingrowths  were  somewhat  more  easily 
crushed  than  the  remainder  of  the  neoplastic  tissue. 
The  smaller  nodule  in  the  fundus  was  about  the  size 
and  shape  of  an  English  walnut.  Its  mucosal  cov- 
ering was  complete  and  the  comix)nent  tissue  was 
of  soft  consistency.  This  mass  also  presented  the 
characteristic  cysts  with  a  pale  membrane  com- 
prising the  cyst  wall  and  the  typical  polypoid  cauli- 
flower projections  into  the  cyst  cavities,  as  noted  in 
the  larger  mass.  Several  cysts  in  this  instance  were 
filled  with  a  chocolate-colored  fluid.  The  nodule 
was  not  sharply  defined  against  the  underlying 
uterine  musculature  although  it  did  not  invade  the 
myometrium  to  any  great  depth.  The  oval  sessile 
symmetrical  elevation  on  the  anterior  wall  was  quite 
firm  and  was  covered  by  an  intact  endometrium. 
On  section  through  the  compact  uterine  wall  a 
pearly,  opalescent  area  implanted  directly  into  the 
surrounding  opaque  myometrium  was  encountered 
about  3  mm.  beneath  the  mucosal  surface.  No  defin- 
ite cysts  could  be  determined  in  this  area,  and  it  was 
indistinctly  differentiated  from  its  environs. 

Microscopic  analysis  of  the  tumor  tissue  of  the 
uterine  wall  showed  a  compact  fibro-muscular  struc- 
ture in  large  whorls.  Gland  structures  of  varied 
size  and  shape  were  quite  regularly  and  abundantly 
scattered  through  the  tissue.  Some  of  the  cysts 
were  elongated  or  stellate.  In  the  greater  number 
the  lumina  were  empty,  but  occasionally  there  was 
contained  in  them  a  homogeneous  material.  Not 
infrequently  the  irregular  stellate  acini  presented 
definite  bulgings  into  the  lumina,  due  to  the  pro- 
jection of  a  slender  shaft  of  stroma  tissue.  These 
papillae  were  almost  invariably  surmounted  by  a 
single  layer  of  columnar  epithelium  and  imparted  a 
picture  not  dissimilar  to  that  presented  by  an  intra- 
canalicular  fibro-adenoma  of  the  breast. 

In  the  majority  of  instances  the  lining  of  the 
glands  was  of  a  tall,  columnar-cell  type  fairly  uni- 
formly arranged  and  occasionally  showing  definite 


cilia.  The  cell  nuclei  were,  as  a  rule,  quite  large 
and  vesicular.  Nevertheless,  in  some  instances,  and 
particularly  where  the  glands  were  most  tortuous, 
the  lining  epithelium  manifested  a  definite  tendency 
toward  proliferation  or  showed  a  papillary  ingrowth 
into  the  lumen.  At  rare  intervals  mitotic  figures 
were  observed  in  the  nuclei  of  the  epithelial  cells. 
In  no  instance  did  the  mucosal  cells  violate  their 
basement  membrane  or  exhibit  high  invasive  quali- 
ties. It  is  of  interest  to  note  that  many  gland  struc- 
tures were  surrounded  for  varying  widths  by  a 
more  or  less  concentrically  arranged  stroma  ver>- 
like  that  seen  about  the  normal  endometrium,  while 
the  remaining  glands,  devoid  of  supporting  stroma, 
were  inserted  directly  between  the  muscle  fasciculi. 
Nuclear  figures  were  seen  quite  frequently  in  this 
stroma  tissue.  The  sections  displaj^ed  no  evidence 
of  an  inflammatory  reaction.  The  "flowing  in"  of 
the  endometrium  deep  into  the  interstices  between 
the  muscular  whorls  was  well  demonstrated  in  the 
sections.  E.  L.  Cornell,  M.D. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Sampson,  J.  A. :  Pei^orating  Hsemorrhagic  (Choc- 
olate) Cysts  of  the  Ovary:  Their  Impor- 
tance and  Especially  Their  Relation  to  Pelvic 
Adenomata  of  the  Endometrial  Type  ("Ade- 
nomyoma"  of  the  Uterus,  Rectovaginal  Sep- 
tum, Sigmoid,  etc.).  Arch.  Surg.,  ig2i,m,  245. 

In  an  article  abundantly  and  excellently  illus- 
trated the  author  reports  a  short  series  of  per- 
forating haemorrhagic  cysts  of  the  ovary.  The 
lining  of  these  cysts  was  low  columnar  epithelium, 
and  in  places,  tubules  and  subepithelial  tissue  resem- 
bling endometriimi  which  in  some  cases  showed 
changes  corresponding  to,  and  synchronous  with, 
the  endometrium  in  menstruation.  The  contents 
of  these  cysts  resembled  old  menstrual  blood. 

Most  of  the  cysts  varied  in  size  from  2  to  4  cm., 
though  the  largest  was  9  cm.  Thej'  were  unilateral 
or  bilateral,  singular  or  multiple,  and  they  perfor- 
ated or  ruptured,  their  contents  being  discharged 
into  pockets  or  folds  of  the  peritoneum  about  the 
ovary  or  into  the  cul-de-sac.  This  bloody  material 
caused  irritation  of  the  peritoneum  and  the  forma- 
tion of  adhesions  between  the  various  organs  in  the 
pelvis. 

Most  of  the  cj'Sts  were  found  in  women  between 
the  thirtieth  year  of  age  and  the  menopause.  Few 
were  found  before  and  none  after  the  climacteric. 
Generally  the  women  were  sterile  or  had  been  sterile 
for  a  number  of  years.  Pain  was  the  most  frequent 
symptom  caused  by  the  adhesions.  Some  of  the 
patients  had  dysmenorrhoea  which  increased  with 
each  period.  There  were  no  sj>ecial  physical  findings, 
but  nodules  felt  by  rectal  examination  on  the  ante- 
rior rectal  wall,  beneath  the  mucosa,  where  the 
retroverted  uterus  was  adherent,  were  verv*  sug- 
gestive. Even  at  operation  one  is  sometimes  mis- 
taken as  to  the  true  nature  of  the  condition  as  the 
tumor  and  adhesions  suggest  malignancy. 
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In  the  adhesions  were  found  epithelial  structures 
like  those  in  the  cyst  wall  and  about  the  site  of  per- 
foration, i.e.,  glandular  tubules  and  stroma  resem- 
bling endometrium.  The  "implantations"  were 
more  frequent  on  the  posterior  wall  of  the  uterus 
and  the  rectum,  causing  adhesions  which  obliterated 
the  cul-de-sac.  This  glandular  penetration  was 
more  extensive  and  deeper  in  the  wall  of  the  uterus 
than  in  other  organs,  the  glands  seeming  to  have  a 
partial  selective  affinity  for  uterine  musculature. 

The  cystic  ovaries  were  found  adherent  to  sur- 
rounding organs  at  the  site  of  the  perforation,  which 
was  observed  to  be  on  the  lateral  sides  or  the  free 
border  of  the  ovary.  On  separation  of  these  adherent 
organs  the  perforation  was  reopened  and  more  or 
less  of  the  contents  escaped.  The  extirpated  ovary 
showed  several  rather  characteristic  features:  the 
raw  area  about  the  site  of  the  perforation,  the  con- 
tents resembling  old  menstrual  blood,  and  the  thick- 
ness of  the  walls  which  prevented  collapse  of  the 
cyst  after  it  was  opened. 

The  author  believes  that  these  "implantations" 
or  secondary  "adenomata"  with  endometrial  types 
of  tissue  are  due  to  transplants  of  epithelial  cells 
discharged  in  the  "menstrual  blood"  or  cyst  con- 
tents at  the  time  of  rupture.  The  origin  of  the  cyst 
in  the  ovary  is  unknown. 

The  treatment  is  essentially  the  establishment 
of  the  menopause  and  the  removal  of  other  organs 
or  tissues  which  may  be  the  cause  of  symptoms. 

Twenty-three  case  reports  are  given, 

R.  K.  Christie,  M.D. 

Eisenstaedter,  D.:  Carcinomatous  Dermoid  Cysts 
of  the  Ovary  (Carcinomatoese  Dermoidcysten 
des  Ovariums).  Monaisschr.  f.  Geburtsh.  u.  Gynaek., 
192 1,  11 V,  360. 

Carcinomatous  dermoids  are  relatively  rare. 
In  the  entire  literature  only  about  sixty  cases  have 
been  reported. 

Of  209  ovarian  tumors  ojierated  upon  from  19 10  to 
IQ20,  thirteen  were  dermoids  and  three  were  car- 
cinomatous dermoids.  The  latter  were  removed 
from  patients  41,  38,  and  54  years  old,  respectively, 
all  of  whom  died  after  the  operation.  The  author 
reports  the  histories  and  autopsy  records  of  these 
three  cases  and  describes  the  histologic  findings  in 
two.  In  one  case  a  carcinomatous  cystoma  had 
invaded  a  dermoid.  In  the  other  case  a  dermoid 
had  become  invaded  by  a  carcinoma  which  developed 
near  it.  The  histologic  findings  in  the  third  case 
could  not  be  reported  because  the  specimen  was  lost. 
According  to  the  statistics  reviewed,  malignant  de- 
generation of  dermoids  shows  a  frequency  of  18.75 
percent.  Von  Lobmeyer  (Z). 

Schumann,  E.  A.:  Observations  on  Haemorrhages 
of  Ovarian  and  Tubal  Origin  Not  Associated 
with  Ectopic  Pregnancy.  J.  Am.  M.  Ass.,  1921, 
Ixxvii,  692. 

Schumann  states  that  ectopic  gestation  is  so 
often  the  cause  of  acute  abdomino-pelvic  haemor- 
rhage that  other  causes  are  often  overlooked. 


There  are  three  types  of  ovarian  haemorrhage- 
(i)  interstitial,  (2)  follicular,  and  (3)  intraf oUicu : 
lar.  The  author  discusses  these  typ)es  in  detail 
and  gives  the  history  of  a  typical  case.  He  believes 
that  the  primary  cause  of  the  haemorrhage  is  rup- 
ture of  the  follicular  blood  vessels  due  to  a  degenera- 
tive arteritis. 

Trauma  is  usually  the  cause  of  tubal  bleeding 
other  than  that  due  to  extra-uterine  pregnancy. 
The  history  of  a  typical  case  as  observed  by  the 
author  is  given  in  full. 

Schumann's  conclusions  may  be  summarized  as 
follows: 

1.  A  diagnosis  of  ectopic  pregnancy  should  not 
be  made  definitely  unless  the  embryo  is  identified 
or  evidences  of  decidual  or  placental  formation  are 
found  on  microscopic  examination. 

2.  When  a  massive  haemorrhage  occurs  from 
either  ovary  there  is  usually,  if  not  always,  a  degen- 
erative arteritis  which  causes  the  rupture  of  the 
blood  vessels.  Harvey  B.  Matthews,  M.D. 

EXTERNAL  GENITALIA 

Villar,  A.:  Vesico-Vaginal  Fistulae  (Sobre  fistulas 
v6sico-vaginales).  Rev.  argent,  de  obsl.  y  ginec, 
1921,  v,  133. 

In  one  of  the  cases  treated  by  the  author  in  which 
the  condition  and  situation  of  the  fistula  did  not 
permit  the  use  of  the  vaginal  route  he  pcrforn»ed  a 
laparotomy,  and  the  ease  of  the  operation  so  far 
exceeded  his  hopes  that  he  came  to  the  conclusion 
that  all  high  fistulae  (those  near  or  on  the  cervix 
uteri)  or  those  difficult  to  operate  upon  by  the 
vaginal  route  should  be  treated  in  this  manner. 

The  point  in  the  closure  of  the  fistula  to  which 
special  attention  is  directed  is  the  suturing  of  the 
vesical  plane  with  catgut  and  of  the  vaginal  plane 
with  non-absorbable  material.  Tincture  of  iodine 
should  never  be  used  for  disinfection  as  it  is  injurious 
to  the  vaginal  tissues.  In  some  cases  of  extensive 
fistula  in  which  the  anterior  or  posterior  uterine 
wall  most  be  used  in  closing  the  tract  the  author 
prefers  infolding  of  the  wall  to  scarification.  A 
gauze  drain  is  never  left  in  the  vagina  unless  there  is 
severe  haemorrhage.  No  postoperative  vaginal 
lavage  is  used.  A  Petzer  sound  is  placed  in  the  blad- 
der on  the  second  day  and  withdrawn  on  the  ninth 
or  tenth  day.  Sexual  relations  must  be  prohibited 
for  at  least  two  months  following  the  operation. 

The  author  reports  twelve  cases.  The  operation 
was  unsuccessful  in  only  one  and  in  this  instance  the 
failure  was  due  to  sexual  intercourse. 

W.  A.  Brennan. 

MISCELLANEOUS 

Bourne,  A.  W. :  Gynecological  Causes  of  the  Acute 
Abdomen.    Practitioner,  1921,  cvii,  1 74. 

The  pelvic  organs  are  often  responsible  for  acute 
abdominal  symptoms,  thus  making  correct  diagnosis 
and    treatment    difficult.      Broadly    speaking,    all 
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acute  symptoms  may  be  classified  in  one  of  two 
groups:  (i)  the  alimentary  type,  and  (2)  the  genital 
type.  However,  as  the  abdomen  and  pelvis  con- 
stitute one  cavity,  there  cannot  be  a  sharp  distinction 
in  signs  and  symptoms  as  at  the  outset  a  pelvic 
condition  partakes  of  a  genital  character. 

There  is  also  a  broad  difference  in  the  physical 
signs.  For  instance,  an  abdominal  lesion  with  peri- 
toneal irritation  sets  up  a  localized  board-like  rigid- 
ity, whereas  an  acute  pelvic  condition,  especially  in 
the  deep  recesses  of  the  pelvic  cavity,  produces 
tenderness  on  deep  pressure  with  some  muscular  de- 
fence, but  no  rigidity,  such  as  is  commonly  seen  in 
acute  appendicitis. 

However,  in  nearly  every  case  of  acute  abdominal 
illness  due  to  pelvic  disease  there  are  characteristic 
physical  signs  to  be  noted  by  vaginal  examination. 
Pregnancy,  especially  if  far  advanced,  may  be  an 
obstacle  to  a  correct  diagnosis  by  vaginal  examina- 
tion, and  may  be  regarded  as  a  direct  cause  of  an 
acute  abdomen,  as  in  tubal  gestation  or  the  spon- 
taneous rupture  of  a  caesarean  section  scar.  In 
regard  to  treatment,  it  may  be  said  that  acute  g>'ne- 
cological  conditions  are  rendered  less  urgent  because 
of  the  tendency  of  inflammatory  processes  to  be 
limited  to  the  pelvic  basin  except  in  cases  of  rup- 
tured abscesses  or  haemorrhage. 

With  regard  to  classification  the  author  states 
that  the  various  conditions  tend  to  fall  into  three 
main  groups:  (i)  those  due  to  infection,  such  as 
acute  salpingitis;  (2)  those  caused  by  internal  haem- 
orrhage, such  as  ruptured  pyosalpinx;  and  (3) 
accidents  to  tumors. 

In  cases  of  the  first  group  by  far  the  best  results 
follow  expectant  treatment  continued  until  the 
temperature  and  pain  have  subsided,  operation 
being  performed  later  if  necessary. 

In  cases  of  the  second  group  the  urgency  of  opera- 
tion is  apparent  in  clear  cases.  In  subacute  cases 
the  diagnosis  is  difficult  because  the  condition 
resembles  subacute  salpingo-oophoritis.  In  both, 
there  is  pelvic  pain,  tenderness  of  the  hypogastrium, 
and  the  presence  of  a  firm,  tender,  and  fiied  mass 
behind  and  to  one  side  of  the  uterus.  One  point  of 
difference  is  that  in  a  case  of  recently  ruptured  ec- 
topic pregnancy,  for  instance,  the  tempyerature  is 
never  raised,  being  normal  or  even  subnormal, 
whereas  in  subacute  salpingo-ocphoritis  it  is  in- 
variably raised.  One  condition  requires  operation; 
in  the  other  delay  is  indicated. 

Cases  of  the  third  group,  of  which  the  most 
common  is  torsion  of  the  pedicle  of  an  ovarian  cyst, 
may  be  divided  by  examination  into  two  clinical 
types.  In  the  first  type  there  is  a  very  tender  ab- 
dominal tumor,  with  rigidity  and  a  rise  of  tempera- 
ture and  pulse.  In  the  second  type  there  is  no 
abdominal  tumor,  but  a  slight  swelling  over  the 
pelvic  brim  is  noted  on  deep  palpation.  Such  a 
tumor  is  generally  a  twisted  dermoid  cyst  of  the 
ovary. 

On  account  of  the  gangrene  which  may  follow 
strangulating  torsion  of  the  pedicle,  laparotomy  is 


invariably  indicated.  "Red  degeneration"  of  fi- 
broids may  produce  acute  and  baffling  symptoms. 
A  previous  innocuous  fibroid  suddenly  becomes 
tender  and  painful  and  produces  a  rise  in  the  tem- 
perature. Because  of  the  pain,  oi>eration  is  usually 
resorted  to,  though  it  is  questioned  whether  it  is 
absolutely  necessary.  Any  large  necrosed  tumor  is 
dangerous,  however,  and  should  be  removed.  The 
majority  of  these  pelvic  cases  are  curiosities  and 
have  little  practical  importance,  but  the  conditions 
described  are  commonly  met  with  and  frequently 
give  rise  to  difficulties  in  diagnosis  and  treatment. 

C.  H.  Davis,  M.D. 

Peterson,  R, :  The  X-Ray  After  the  Inflation  of  the 
Pelvic  Cavity  with  Carbon  Dioxide  as  an  Aid  to 
Obstetrical  and  Gs^iecological  Diagnosis.  Surg., 
Gynec.  &*  Obsi.,  1921,  xxxiii,  154. 

This  method  has  been  used  by  the  author  in  over 
150  cases.  He  has  found  that  it  is  safe,  practical,  and 
of  great  aid  in  the  accurate  diagnosis  of  pelvic  dis- 
orders, and  that  it  has  reduced  the  necessity  for 
exploratory  operations.  Although  the  patient  is 
caused  some  discomfort  by  the  gas  inflation,  this  may 
be  reduced  to  a  minimum  by  introducing  the  gas 
slowly  and  using  the  smallest  amount  necessary  to 
obtain  the  information  desired.  Both  the  transuter- 
ine  and  transperitoneal  routes  of  inflation  were  used 
although  the  latter  was  found  to  be  preferable  in  by 
far  the  larger  number  of  cases.  In  acute  or  subacute 
pelvic  conditions  the  transuterine  route  is  contra- 
indicated. 

To  insure  successful  pelvic  roentgenography  the 
patient  must  be  placed  so  as  to  allow  the  gas  to  rise 
upward,  displace  the  pelvic  organs,  and  force  the 
intestinal  coils  out  of  the  pelvis.  After  many  trials 
with  different  positions,  the  best  results  were  secured 
with  the  moderate  knee-chest  position,  an  inclined 
board  with  a  notch  cut  out  for  the  tubes  being  placed 
beneath  the  thighs.  The  table  was  then  tipped,  as 
for  the  Trendelenburg  position,  the  patient  being 
prevented  from  slipping  by  shoulder  straps.  An 
i8-in.  square  of  opaque  fabric  with  a  6>^-in.  circular 
hole  cut  out  of  its  center  was  laid  on  the  buttocks 
to  serve  as  a  diaphragm.  A  plate-changing  tunnel 
was  then  placed  horizontally  on  the  table,  double 
screen  films  were  employed,  and  a  Coolidge  portable 
imit  operating  in  the  ordinary  lamp  circuit  furnished 
the  roentgen  ray.  An  exposure  of  from  fourteen 
to  twenty  seconds  was  usually  required. 

In  conclusion,  the  following  summary  is  offered: 

1.  The  uterus,  together  with  the  tubes  and  ovaries, 
can  be  clearly  shown  by  pneumoperitoneal  roentgen- 
ography. 

2.  Because  of  their  distention  with  gas  the  tubes 
are  rather  more  clearly  demonstrated  by  the  roent- 
gen ray  when  inflation  has  been  brought  about 
through  the  transuterine  route  than  when  the  infla- 
tion has  been  effected  transperitoneally. 

3.  On  account  of  the  rapid  absorption  of  carbon 
dioxide  gas  and  the  equally  rapid  subsidence  of  the 
discomfort  produced  by  the  inflation,  this  gas  should 
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be  used  in  preference  to  oxygen  which  is  very  slowly 
absorbed. 

4.  Irregularities  of  the  uterus  and  omental  and 
bowel  adhesions  are  clearly  demonstrated  by  the 
pneumoperitoneal  roentgen  ray. 

5.  In  not  a  few  instances  the  diseased  and  enlarged 
appendages  are  more  clearly  made  out  by  pelvic 
roentgenography  than  by  the  most  careful  and  search- 
ing bimanual  examination,  even  when  the  latter  is 
made  under  anaesthesia. 

'6.  With  the  improved  position  (knee-chest  and 
Trendelenburg)  smaller  quantities  of  gas  are  neces- 
sary for  inflation.  Thus  discomfort  is  reduced  to  the 
minimum. 

7.  If  the  technique  of  pelvic  roentgenography  is 
good,  the  retention  of  bowel  coils  in  the  pelvis  will  be 
proof  of  the  presence  of  adhesions. 

8.  The  pneumoperitoneal  roentgen  ray  is  able  to 
demonstrate  pregnancy  at  a  much  earlier  period  than 
the  examining  finger. 

9.  With  good  technique  and  good  judgment  in  the 
selection  of  cases  both  transuterine  and  transperi- 
toneal gas  inflation  are  free  from  danger. 

10.  Bimanual  pelvic  examination  and  pelvic 
pneumoperitoneal  roentgenography  are  not  antagon- 


istic methods.    Each  is  valuable  and  its  value  b  in- 
creased if  it  is  used  to  check  the  other. 

Adolph  Hartung,  M.D.  . 

Lacey,  F.  H.:    The  Results  of  Vaginal  Operations 
for  Prolapse  by  the  Manchester  School.     /. 

Obsl.  b'Gynac.Brit.Emp.,  1921,  xxviii,  260. 

The  author  reports  the  results  of  vaginal  operations 
for  prolapse  of  the  uterus  done  in  1914, 191S,  and  1916. 
Letters  were  sent  to  750  of  these  patients  who  were 
operated  upon  by  a  number  of  surgeons,  asking  them 
the  result  of  the  operation,  the  number  of  their  preg- 
nancies and  instrumental  deliveries,  and  the  effect  of 
the  latter.  Five  hundred  and  twenty-one  replies  were 
received.  Four  hundred  and  fifty-five  patients  (87 
per  cent)  stated  that  they  were  cured.  Of  twenty- 
nine  claiming  that  the  operation  had  failed,  re-ex- 
amination showed  that  ten  were  cured. 

A  very  high  percentage  of  those  bearing  children 
had  had  instrumental  deUveries.  However,  the  num- 
ber of  cases  in  which  there  was  recurrence  of  trouble 
was  small.  As  the  jiercentage  of  cure  was  so  high, 
the  author  concludes  that  it  is  unnecessary  to  operate 
abdominally  in  uncompUcated  prolapse  or  for  perineal 
work.  R.  E.  Christie,  M.D. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Shaw,  H.  N.:  Pregnancy  Following  Implantation 
of  the  Outer  End  of  the  Only  Remaining 
Fallopian  Tube  into  the  Uterine  Gomu  After 
Resection  of  a  Comual  Pregnancy.  Bull.  Johns 
Hopkins  Hasp.,  1921,  xxxii,  305. 

Briefly  the  case  reported  is  as  follows: 

The  patient,  aged  36,  was  admitted  to  the  Johns 
Hopkins  Hospital  October  3,  19 19,  complaining  of 
irregular  menstrual  periods.  Her  last  period  had 
occurred  in  March.  For  seven  weeks  afterward 
there  had  been  no  bleeding  at  all.  After  this  she 
had  a  period  which  lasted  eight  days  and  appar- 
ently had  a  regular  period  four  weeks  before  her 
admission  to  the  hospital.  A  few  days  before  her 
admission,  bleeding  had  reappeared  and  since  that 
time  had  persisted  irregularly. 

The  general  picture  suggested  a  left  tubal  preg- 
nancy. At  operation  by  Cullen,  October  6,  1919?  a 
tumor  approximately  5  by  4  cm.  in  size  which  was 
present  in  the  left  uterine  horn  was  found  to  be  a 
comual  or  interstitial  pregnancy. 

CuUen  temporarily  clamped  the  tube  at  its  cor- 
nual  attachment  and  drew  it  to  one  side.  He  then 
resected  the  uterine  horn,  leaving  a  raw  area  approxi- 
mately 4  by  2  cm.  at  its  uterine  attachment,  drew 
the  fallopian  tube  into  the  uterine  comu  so  that  its 
inner  end  lay  in  the  cavity  of  the  uterus,  and  approx- 
imated the  wound.  He  then  drew  the  excess  of  blad- 
der peritoneum  up  over  the  raw  area  to  prevent 
adhesions. 

After  the  operation  was  completed  the  fimbriated 
end  of  the  fallopian  tube  which  lay  free  was  about 
I  cm.  long.  \  cigarette  drain  was  placed  in  the 
lower  angle  of  the  abdominal  incision  and  the 
wound  closed.  The  patient  made  a  most  satisfactory 
recovery  and  was  discharged  from  the  hospital  Oc- 
tober 23,  1919. 

On  December  28,  1920,  the  patient  stated  she 
was  threatened  with  an  abortion  at  two  months. 
She  was  delivered  prematurely  at  seven  months 
because  of  placenta  praevia.  The  child  was  bom 
dead.  E.  L.  Cornell,  M.D. 

Polak,  J.  O.:  Observations  on  Ectopic  Pregnan- 
cies.  Am.  J.  Obst.    Gynec,  1921,  ii,  280. 

Polak  believes  that  it  is  possible  to  make  the  diag- 
nosis of  ectopic  pregnancy  before  the  critical  stage 
if  proper  attention  is  given  to  the  history,  symptoms, 
and  physical  signs.  The  majority  of  cases  present  a 
syndrome  which  is  definitely  characteristic  and  has 
a  direct  relation  to  the  pathologic  changes  in  the 
tube  and  the  adjacent  peritoneum. 

He  reviews  307  cases  of  ectopic  gestation  observed 
in  the  Long  Island  College  Hospital,  Jewish,  Meth- 


odist, Episcopal,  and  Williamsburg  Hospitals  in 
Brooklyn.  Of  this  number  three  were  full-term 
abdominal  pregnancies  due  to  rupture  of  tubal  gesta- 
tions occurring  early  in  the  course  of  the  pregnancy 
and  five  terminated  in  the  secondary  rupture  of  an 
intraligamentous  pregnancy  at  the  third,  fourth, 
and  fifth  months,  respectively.  In  the  remaining 
299  cases  rupture  or  abortion  occurred  before  the 
twelfth  week. 

These  anomalous  pregnancies  occurred  in  three 
distinct  groups  of  patients: 

1.  In  women  with  a  previous  history  of  a  definite 
pelvic  infection  following  marriage,  intra-uterine 
instrumentation,  abortion,  or  childbirth,  or  of  an 
intra-abdominal  operation  followed  by  peritonitis 
with  an  intervening  period  of  sterility  which  allowed 
sufficient  time  for  the  partial  recuperation  of  the 
tubes.  One  hundred  and  eighty-six  patients  belonged 
to  this  group. 

2.  In  women  presenting  a  history  of  dysmenor- 
rhcea  from  the  first  occurrence  of  their  menstrual 
function;  who  on  examination  showed  many  devel- 
opmental defects  or  hypoplasias,  including  funnel 
pelvis,  infantile  utems,  and  narrow  vagina;  and 
who  had  remained  sterile  after  marriage  for  var>- 
ing  periods  and  finally  became  pregnant  following 
some  procedure  for  the  cure  of  their  sterility.  Such 
was  the  history  of  seven  women  who  were  subjects 
of  repeated  ectopic  pregnancies.  Ninety-four  pa- 
tients belonged  to  this  group. 

3.  In  women  notably  of  Jewish,  Irish,  or  Italian 
birth  who  had  had  repeated  intra-uterine  pregnan- 
cies ending  in  abortion  or  going  to  full  term.  In 
such  cases  the  ectopic  pregnancy  cannot  be  accounted 
for.   Twenty-seven  women  belonged  to  this  group. 

Cases  without  rupture  and  with  but  slight 
haemorrhage  into  the  decidua  numbered  thirty-nine. 
Tubal  abortion  or  separation  of  the  ovum  from  its 
decidual  bed  by  bleeding  into  the  decidua  was 
recorded  in  199  cases.  Actual  tubal  rupture  occurred 
only  sixty-one  times.  In  eighteen  instances  this 
occurred  into  the  peritoneum  with  a  varying  amount 
of  intra-abdominal  haemorrhage,  or  into  the  broad 
ligament  with  the  formation  of  a  varying-sized 
haematoma  forty-three  times. 

The  location  of  the  ectopic  gestation  sac  was 
found  to  be  as  follows:  the  interstitial  portion  of 
the  tube,  six  cases,  the  isthmic  portion  of  the  tube, 
seventy-nine  cases,  the  ampulla  and  free  portion, 
203  cases,  the  stump  of  a  previously  amputated 
tube,  three  cases,  and  an  angulation  of  the  tube 
caused  by  a  previous  Gilliam  or  Baldy-Webster 
operation,  eight  cases. 

CUnically  all  ectopic  pregnancies  fall  into  one  of 
two  general  classes:  (i)  those  which  may  be 
classed  as  in  the  non-critical  stage,  with  a  distinctly 


59 


6o 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


countable  pulse  of  loo  or  under,  a  systolic  pressure 
of  loo  or  over,  and  a  haemoglobin  content  of  60  per 
cent  or  more  (in  this  class  there  were  263  cases); 
and  (2)  those  in  the  critical  stage,  pulseless  at  the 
wrist,  with  a  blood  pressure  below  90,  a  haemoglo- 
bin content  under  50.  and  definite  signs  of  internal 
haemorrhage  anrl  collapse  (in  this  class  there  were 
thirty-six  cases). 

The  mortality  was  as  follows:  one  death  on  the 
t^ble  from  haemorrhage;  one  death  two  hours  after 
the  operation  from  shock  and  haemorrhage;  and 
five  deaths  from  peritonitis. 

The  following  facts  are  evident  from  the  histor>- 
in  the  great  majority  of  cases  of  unruptured  preg- 
nancy: 

1.  Ectopic  pregnancy  occurs  most  frequently 
when  there  is  a  congenital  anomaly  or  a  previous 
inflammation  of  the  tube;  in  the  woman  who  gives 
a  history  of  premenstrual  dysmenorrhoea. 

2.  There  is  either  a  period  of  amenorrhoea  or  an 
attempt  at  menstrual  suppression  but  because  of 
the  unstable  position  of  the  ovum  due  to  the  imper- 
fectly developed  tubal  decidua  and  erosion  of  the 
ovum  into  the  underlying  muscle  and  venous  radi- 
cals, bleeding  takes  place  into  the  decidua  and  pro- 
duces ovular  unrest  such  as  to  cause  tubal  distention 
and  peristalsis  which  arc  evidenced  by  colicky  pains 
and  uterine  bleeding. 

3.  The  bleeding  into  the  decidua  plus  the  grow- 
ing ovum  distends  the  tube  and  causes  the  soreness 
and  tenderness  over  the  region  of  the  distended 
gestation  sac. 

The  relation  of  the  physical  signs  to  the  pathology 
is  still  more  striking  and  constant.  The  cervix  is 
exquisitely  sensitive  to  motion.  The  pulsation  of 
the  uterine  artery  is  more  apparent  on  the  side  of 
the  gestation  sac.  The  uterus  is  displaced  because 
the  tubal  tumor  has  fallen  into  the  lateral,  the  pos- 
terior, or  the  anterior  cul-de-sac.  The  tumor  is  of 
rapid  growth,  exquisitely  sensitive,  and  fluctuant. 

Primary  rupture  or  abortion  generally  occurs 
before  the  eighth  week  of  pregnancy  and  is  seldom 
attended  by  serious  symptoms.  There  is  usually 
an  intervening  period  of  several  days,  sometimes  a 
week  or  more,  before  the  rupture  takes  place.  This 
was  true  in  over  80  per  cent  of  the  tubal  pregnancies 
under  discussion.  Therefore  there  is  little  excuse 
for  not  heeding  the  danger  signs  and  for  awaiting 
the  critical  stage  with  the  signs  of  severe  internal 
haemorrhage. 

Among  gynecologists  there  is  no  diversity  of 
opinion  regarding  the  method  of  treating  unrup- 
tured ectopic  pregnancy.  It  is  agreed  that  the  tube 
should  be  removed  by  the  abdominal  route  or 
emptied  of  its  contents.  In  the  critical  stage  the 
author  waits  until  the  reaction  sets  in.  Less  than 
I  per  cent  of  the  patients  bleed  to  death  (three  in  the 
307  cases  in  this  series  as  the  result  of  the  primary 
rupture)  as  usually  the  erosion  goes  through  an 
arterial  twig  and  not  the  main  vessel. 

Almost  all  patients  will  improve  following  rest 
and  the  administration  of  morphine.    Blood  transfu- 


sion is  given  preferably  when  the  vessel  has  been 
tied,  but  in  severe  cases  is  indicated  during  the 
laparotomy.  E.  L.  Cornell.  M.D. 

DiPaltna,  S. :  Interstitial  Tubal  Pregnancy;  A 
Report  of  Two  Cases.  Surg.,  Gyttec.  b'Obsl.,  192 1, 
xxxiii,  285. 

The  author  gives  the  history,  pathologic  rep>ort, 
and  photomicrographs  of  sections  of  two  cases  of 
interstitial  ectopic  gestation. 

Both  cases  were  characterized  by:  (i)  a  previous 
history  of  abortion ;  (2)  early  rupture;  (3)  extensive 
intraperitoneal  haemorrhage;  and  (4)  normal  adnexa. 
From  the  photographs  showing  normal  isthmial 
portions  of  the  tubes  and  the  record  of  previous 
abortions,  the  cause  of  the  ectopic  gestation  may  be 
ascribed  to  a  low-grade  inflammation  of  the  uterus. 

The  author  believes  that  the  time  of  rupture  and 
the  amount  of  intraperitoneal  hemorrhage  depend 
on  the  site  of  the  implantation  of  the  fertilized  ovum 
and  the  relation  of  its  chorion  frondosum  to  nearby 
blood  vessels.  As  the  interstitial  portion  of  the 
fallopian  tube  is  about  1.5  cm.  in  length,  attach- 
ment of  the  ovum  may  take  place  at  the  uterine 
end,  at  the  isthmial  end,  or  between  these  two  points, 
depending  on  the  extent  of  the  previous  damage  to 
the  tubal  lumen.  If  implantation  occurs  near  the 
uterine  end,  the  possibility  of  an  early  abortion  in 
the  uterine  cavity  is  apparent,  while  if  it  occurs  at 
the  isthmial  end  by  the  trophoblastic  action  of  the 
chorion  frondosum  in  an  area  of  least  resistance, 
rupture  will  take  place  generally  into  the  f)eri- 
toncal  cavity  but  occasionally  into  the  folds  of  the 
broad  ligament,  depending  on  whether  the  attach- 
ment of  the  ovum  was  on  the  upper  or  lower  aspect 
of  the  tubal  lumen.  The  haemorrhage  resulting  from 
the  erosion  of  the  arterioles  which  arc  usually  pres- 
ent at  this  location  will  be  extensive.  If  implanta- 
tion takes  place  between  the  uterine  and  isthmial 
ends,  where  the  thickness  of  the  musculature  of 
the  fundus  and  the  uterine  wall  is  considerable,  it 
seems  probable  that,  before  rupturing,  the  preg- 
nant sac  would  attain  a  larger  size  and  the  rupture 
would  be  attended  by  very  extensive  hsemorrhage 
from  hypertrophied  blood  vessels,  if  these  are 
involved.  C.  H.  Davis,  M.D. 

LABOR  AND  ITS  COMPLICATIONS 

Ebbinghaus,  H.:  A  Bladder  Stone  as  a  Mechanical 
Hindrance  to  Birth  (Blascnstein  ais  mechanisches 
Geburtshindcrnis).  Zrnlralbl.  f.Gynaek..  1021,  xlv, 
676. 

Wishing  to  interrupt  a  second  pregnancy  at  its 
outset,  the  author's  patient  introduced  into  the 
uterus  the  hard-rubber  tube  of  a  child's  syringe. 
The  point  of  the  tube  broke  off  in  the  bladder.  The 
patient  then  suffered  from  bladder  disturbances 
which  were  ascribed  to  the  pregnancy.  During 
labor  the  child's  head  became  fixed  in  the  small 
pelvis.  The  house  physician  discovered  a  very  hard 
thickening  behind  the  symphysis  which  he  decided 
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was  an  osteoma.  He  sent  the  patient  to  the  clinic 
where  the  object  was  thought  to  be  a  foreign  body 
in  the  neck  of  the  bladder.  At  operation,  performed 
immediately,  a  bladder  stone  measuring  6  by  4.4 
cm.  and  weighing  30  gm.  v.'as  found.  Immediately 
following  closure  of  the  bladder  a  6-lb.  child  was  born. 
The  bladder  stone  had  formed  around  the  broken-off 
hard-rubber  tube.  A  vesicovaginal  fistula  which 
had  resulted  was  operated  on  successfully  a  short 
time  later.  Zimmermann  (Z). 

Beck,  A.  C. :  The  Two-Flap  Low- Incision  Caesa- 
rean  Section;  An  Operation  Applicable  After 
an  Efficient  Test  of  Labor.  Surg.,  Gynec. 
Obst.,  1921,  xxxiii,  290. 

The  technique  described  will  eliminate  the  con- 
sideration of  an  elective  caesarean  section  in  bor- 
derline cases  of  dystocia. 

As  the  use  of  an  efficient  test  of  labor  is  permitted, 
most  of  these  patients  will  be  delivered  through  the 
natural  passages.  The  few  that  fail  may  be  deliv- 
ered by  the  use  of  the  technique  described,  with 
some  slight  added  risk. 

So-called  potentially  infected  cases  frequently 
are  not  infected.  Whenever  opinion  in  this  respect 
is  erroneous,  the  author's  technique  does  not  sacri- 
fice a  non-infected  uterus  and  therefore  preserves 
the  functions  of  menstruation  and  reproduction. 

While  his  results  in  the  infected  cases  are  better 
than  may  be  anticipated  in  the  larger  series,  they 
indicate  that  the  mortality  will  be  less  than  10  per 
cent.  As  this  is  the  admitted  mortality  of  craniotomy 
as  well  as  hysterectomy  following  caesarean  section 
in  this  class  of  cases,  it  would  seem  that  the  two- 
flap  low-incision  cesarean  section  should  be  given 
the  preference  in  all  cases  in  which  the  child  is 
alive. 

Twenty-nine  cases  are  reported.  Four  cases  were 
elective  caesarean  sections.  In  twenty-two  cases 
one  or  more  vaginal  examinations  were  made. 
Eight  patients  had  a  temperature  of  loi  degrees 
or  over.   All  of  them  recovered. 

E.  L.  Cornell,  M.D. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Lang,  E.:  The  Etiological  Connection  Between 
Conjunctivitis  of  the  New-Born  and  Puerperal 
Mastitis  (Zur  Frage  des  ursaechlichen  Zusammen- 
hanges  zwischen  Conjunctivitis  neonatorum  und 
Mastitis  puerperarum).  Zentralbl.f.Gynaek.,  1921, 
xlv,  750. 

After  a  careful  study  of  455  wet  nurses,  the  author 

comes  to  the  conclusion  that  although  there  has  been 

^a  marked  increase  in  the  number  of  cases  of  con- 

I  jimctivitis  in  the  new-born,  there  has  been  no  increase 

'.  in  the  cases  of  mastitis  in  wet  nurses.    An  etiological 

connection  between  the  two  conditions,  therefore, 

cannot  be  proved.     Infection  of  the  nursing  breast 

by  the  nursling  through  a  pus  discharge  of  the  eyes 

is  possible,  but  gonorrhoea!  mastitis  has  been  found 

in  only  rare  cases.  Kalb  (Z)  . 


Potvin :  Hysterectomy  in  Acute  Puerperal  Infection 

(De    rhysterectomie    dans     rinfection     puerperale 
aigue).  Gynec.  et  obst.,  1921,  iv,  207. 

The  advisability  of  performing  a  hysterectomy  in 
acute  postpartum  or  postabortum  infection  is  a 
subject  which  has  been  much  discussed  by  gyne- 
cologists and  obstetricians  in  recent  years.  The 
importance  of  this  procedure  is  based  on:  (i)  the 
frequency  of  acute  puerperal  infection,  which  is 
about  ID  per  cent;  (2)  the  difficulty  in  choosing  any 
method  of  treatment;  and  (3)  the  gravity  of  the 
condition,  the  mortality  of  which  ranges  from  21  to 
51  percent. 

Hysterectomy  as  a  method  of  treating  puerperal 
infection  dates  back  only  to  1886  when  it  was  done 
for  the  first  time  by  Schultz.  The  first  report  on  its 
use  in  this  condition  was  published  by  Wintrebert  in 
1895.  D'Anvers  performed  it  in  purulent  metritis 
following  puerperal  infection.  Jacobs,  Keiffer,  and 
Rouffart  came  to  the  conclusion  that  when  the 
infection  has  extended  beyond  the  uterine  mucosa 
and  invaded  the  muscle  there  is  a  chance  of  recovery 
if  the  operation  is  performed  before  the  infection 
becomes  generalized. 

The  operation  has  its  opponents.  In  1903  Pinard 
at  the  Madrid  Congress  of  Medicine  stated  that 
there  is  no  rational  indication  for  it  in  the  treatment 
of  puerperal  infection.  In  Potvin's  opinion,  however, 
its  indications  in  this  condition  are  clear  and  precise. 
He  believes  it  called  for  when  it  is  necessary  to  stop 
the  ascending  progress  of  the  infection  at  any  cost. 
It  is  in  reality  the  amputation  of  a  gangrenous 
organ  before  its  infecting  products  are  thrown  into 
the  general  circulation  and  should  never  be  con- 
sidered as  an  operation  to  be  performed  in  extremis 
because  under  such  circumstances  it  would  only 
hasten  death.  W.  A.  Brennan. 

Cotte,  G. :  Hysterectomy  in  Acute  Puerperal 
Infection  (De  rhysterectomie  dans  Tinfection 
puerperale  aigue).  Gynec.  et  obst.,  1921,  iv,  227. 

In  the  acute  types  of  septicaemia  due  to  abortion, 
especially  induced  abortion,  immediate  hysterectomy 
should  be  done  if  there  is  danger  that  curettage  might 
spread  the  infection.  In  other  cases  when  the  usual 
methods  do  not  bring  about  any  appreciable  im- 
provement the  vaginal  hysterectomy  recommended 
by  Faure  is  the  method  of  choice. 

Hysterectomy  is  indicated  especially  in  those 
prolonged,  acute  types  of  septicaemia  which  so 
frequently  result  in  death  from  secondary  pj-ohaemia. 
When  there  are  signs  of  severe  infection  with  a 
tendency  to  the  development  of  pyohaemia,  repeated 
chills,  etc.,  and  when  examination  of  the  lochia  shows 
colonies  of  streptococci,  it  is  best  to  operate  without 
delay,  performing  either  a  vaginal  or  an  abdominal 
hysterectomy.  The  latter  should  be  chosen  when 
the  presence  of  a  phlebitis  of  the  utcro-ovarian 
veins  is  recognized  and  when  the  infection  has 
passed  the  pelvis  and  become  diffused  toward  the 
abdominal  peritoneum,  signs  of  peritoneal  reaction 
being  added.  W.  A.  Brennan. 
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MISCELLANEOUS 

Holmes,  R.  W. :  The  Fads  and  Fancies  of  Obstetrics; 
a  Comment  on  the  Pseudo-Scientific  Trend  of 
Modern  Obstetrics.  Am.  J.  Obst.  b'Gynec,  1921, 
ii,  225. 

The  author  summarizes  his  article  as  follows: 

Conservative  treatment  has  caused  a  decrease  in 
maternal  and  fcetal  mortality  in  private  practice. 
•  The  maternal  and  fcetal  death  rates  in  hospitals 
have  not  shown  an  appreciable  decline  in  one  hun- 
dred years. 

The  fact  that  the  death  rate  among  the  emergency 
cases  (i.e.,  those  sent  in  by  medical  attendants)  is 
over  ten  times  that  of  regular  applicants  in  the 
New  York  Lying-in  Hospital  is  a  reflection  on  the 
preliminary  medical  training  of  the  profession. 

Scientific  investigation  of  antenatal  pathology 
which  will  promote  a  prophylactic  therapy  will 
lower  infant  mortality  more  than  the  present 
attempts  to  do  so  by  the  routine  operative  termina- 
tion of  labor. 

A  properly  conducted  prenatal  clinic  combined 
with  conservative  conduct  of  labor  is  more  certain 
to  secure  a  decrease  in  the  death  rates  than  promis- 
cuous intervention. 

Under  normal  conditions,  spontaneous  labor 
aided  by  proper  analgesia  is  safest  for  both  the 
mother  and  the  child.  Inordinately  applied  opera- 
tive interferences  increase  the  hazards  of  birth. 

The  authorities  who  have  fostered  a  peculiar 
method  of  routine  interference  in  all  cases  and  those 
who  imitate  them  have  retarded  the  advance  in 


obstetrical  care  and  are  contributors  to  the  high 
American  mortality  incident  to  childbirth. 

It  is  lamentable  that  those  who  practice  a  routine 
intervention  have  a  higher  mortality  than  properly 
controlled  midwives. 

The  proponents  of  op>erative  cults  have  produced 
no  evidence  to  show  that  their  systems  are  more 
worthy  and  less  risky,  or  that  they  promise  a  higher 
conservation  of  life  than  carefully  watched  spon- 
taneous labor. 

There  are  no  more  reasons  why  all  parturient 
women  should  be  delivered  by  operation  than  that 
all  people  should  be  inflicted  with  routine  enemata 
or  catheterization. 

A  medical  fad  should  be  discoimtenanced ;  pre- 
cept and  example  founded  on  injudicious  enthusiasm 
lead  to  many  unwise  procedures. 

The  indications  for  obstetrical  operations  demand 
revision;  certainly  they  should  be  more  clearly 
drawn,  and  limited  rather  than  extended. 

A  wise  conservatism  in  obstetrics  will  be  more 
productive  of  ideal  results  than  injudiciously  used 
skill. 

Obstetrical  teaching  is  so  deficient  in  most  col- 
leges that  there  should  be  decided  and  early  improve- 
ment; as  long  as  obstetrical  teaching  is  defective 
obstetrical  results  in  practice  will  be  poor. 

An  obstetrical  curriculum  should  be  devoted  to 
practical  instruction  on  the  manikin,  in  the  class 
room,  and  in  the  clinic;  obstetrical  surgery  should 
be  a  very  small  part  of  the  coordinated  whole.  The 
proper  place  for  the  latter  is  in  postgraduate  courses. 

E.  L.  Cornell,  M.D. 
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ADRENAL,  KIDNEY,  AND  URETER 

Geraghty,  J.  T.,  Short,  J.  T.,  and  Schanz,  R.  F.: 
Multiple  Renal  Calculi,  Unilateral  and  Bilat- 
eral: Some  Observations.  /.  Am.  M.  Ass., 
1921,  Lxxvii.  901. 

In  this  paper  the  authors  discuss  some  of  the 
problems  associated  with  the  proper  management 
of  cases  of  multiple  unilateral  or  bilateral  renal 
calculi  located  in  the  pehis  or  cortex  of  the  kidney. 

Generally  speaking,  a  large  imilateral  stone  in  the 
kidney  or  the  ureter  which  cannot  be  passed  should 
be  removed  imless  there  is  some  definite  contra- 
indication to  operative  interference  such  as  active 
pulmonary  tuberculosis,  advanced  chronic  nephritis, 
etc.  If  there  are  stones  in  both  kidneys  most  urolo- 
gists agree  that  as  a  rule  the  better  kidney  should 
be  operated  upon  first.  However,  while  the  relative 
function  of  the  two  kidneys  is  usually  the  guide  as 
to  which  should  be  attacked  first,  the  position  of 
the  stone  and  the  degree  of  obstruction  it  is  causing 
will  be  the  determining  factors. 

In  the  presence  of  multiple  calculi  scattered 
throughout  the  kidney  substance  the  kidney  should 
be  left  undisturbed,  but  if  pain  or  infection  are  so 
severe  as  to  demand  interference  a  nephrectomy 
should  be  done.  Nephrotomy  is  unsatisfactory  on 
account  of  the  danger  of  very  severe  early  or  delayed 
haemorrhage;  because  it  is  attended  by  destruction 
of  at  least  one-third  of  the  secreting  portion  of  the 
kidney  in  a  clean  case  and  of  much  more  in  the 
presence  of  infection;  because  of  the  probability  of 
incomplete  removal  of  multiple  calculi;  and  finally 
because  of  the  not  uncommon  persistent  urinary 
fistulae  due  to  the  dislodgment  of  small  fragments 
of  the  stone  at  the  time  of  the  operation.  In  cer- 
tain cases  the  authors  advise  the  removal  of 
these  stones,  especially  when  they  may  be  reached 
by  a  pyelotomy  or  by  several  small  nephrotomy 
incisions. 

In  some  instances  stones  in  the  calyces  may  be 
released  into  the  pelvis  during  pyelography  and 
then  may  be  readUy  removed  by  pyelotomy.  In 
another  group  of  cases  in  which  the  kidney  is  liter- 
ally filled  with  calculi  it  is  often  only  a  shell  and  if 
the  condition  is  unilateral  the  kidney  should  be 
removed.  If  the  renal  lesion  is  bilateral,  as  is  fre- 
quently the  case,  its  function  is  not  often  greatly 
improved  by  the  removal  of  the  stones.  If  a  pyone- 
phrosis then  supervenes,  a  condition  which  usually 
results  from  impairment  of  drainage  due  to  blocking 
of  the  ureter  by  a  stone,  ureterotomy  may  be  neces- 
sary to  remove  such  obstruction,  but  if  it  should  be 
necessary  to  open  the  kidney,  which  is  usually  thin- 
walled,  a  rapid  and  complete  removal  of  all  the 
stones   with   drainage   is   frequently   followed    by 


marked  improvement  of  function.  It  is  advisable 
in  these  cases  to  make  a  large  incision  in  the  mid- 
portion  of  the  kidney  and  to  pack  around  a  large 
tube  rather  than  to  use  sutures. 

The  stag-horn  or  branching  calculus  fills  the  pelvis 
and  the  calyces,  and  the  roentgenogram  resembles 
very  closely  a  pyelogram.  Such  a  stone  usually 
produces  few  symptoms  and  is  often  discovered 
only  by  accident.  As  it  can  be  removed  only  by 
complete  nephrotomy,  such  a  procedure  is  usually 
attended  by  more  renal  impairment  than  would  be 
produced  by  the  stone  over  a  period  of  years.  These 
kidneys  should  rarely  be  operated  on;  as  a  rule 
nephrectomy  is  the  operation  of  choice. 

In  deciding  on  operation  in  any  given  case  one  is 
influenced  by  factors  of  immediate  or  remote 
importance.  The  development  of  an  acute  pyone- 
phrosis, a  complete  ureteral  block,  or  some  other 
condition  may  require  immediate  interference.  In 
other  cases  the  possibility  of  preventing  the  develop- 
ment of  future  complications  which  may  lead  to 
renal  destruction  may  justify  the  removal  of  the 
calculi.  In  any  case  one  should  carefully  consider 
whether  the  removal  of  the  calculi  will  cause  greater 
renal  destruction  than  will  result  from  the  presence 
of  the  stones.  One  should  further  consider  whether 
the  improvement  in  the  kidney  condition  which  will 
foUow  the  removal  of  stones  will  justify  the  operative 
risk  and  whether  the  removal  of  all  the  calculi  is 
feasible.  A  conservative  attitude  in  the  handling 
of  many  of  these  cases  will  be  found  to  lead  to  better 
results  as  far  as  the  patient's  comfort  and  duration 
of  life  are  concerned.  C.  D.  Holmes,  M.D. 

Bryan,  R.  C:    Tuberculosis  of  the  Kidney.    South. 
M.  b" S.,  192 1,  Ixxxiii,  355. 

This  article  contains  a  description  of  the  embryology 
and  anatomy  of  the  kidney,  including  its  blood  supply 
and  lymphatic  drainage.  The  author  discusses  also 
various  pelvic  deformities  or  anomalies,  and  anomalies 
of  the  blood  vessek. 

In  Bryan's  opinion,  the  etiologj'  of  tuberculosis  of 
the  kidney  may  be  discussed  under  the  following 
heads:  (1)  heredity;  (2)  trauma;  (3)  calculus; 
(4)  mobiUty;  (5)  nephritis;  (6)  gonorrhoea;  (7)  infec- 
tion; (8)  malformation;  (9)  aberrant  artery  and 
vein,  and  (10)  failure  of  complete  rotation. 

Bryan  is  of  the  opinion  that  the  entrance  of  the 
tubercle  bacilli  into  the  kidney  occurs  by  way  of 
the  blood  stream,  through  the  lymphatics,  or 
directly.  He  calls  attention  to  the  lymphatic  ex- 
change of  the  epididymis,  which  ascends  along  with 
the  spermatic  cord,  and  suggests  that  possibly,  there- 
fore, an  initial  renal  tuberculosis  gives  its  first  evi- 
dence as  tuberculosis  of  the  epididymis  or  vice 
versa.    As  the  lymph  flow  is  always  from  the  kidney, 
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not  toward  it,  the  establishment  of  renal  tuberculosis 
by  this  route  is  apparently  a  negligible  factor. 

Direct  infection  may  occur  from  Pott's  disease  or 
tuberculosis  of  the  lung,  pleura,  or  liver,  although  the 
fatty  bed  surrounding  the  kidney  and  the  dense  kid- 
ney capsule  seem  to  be  a  sufficient  barrier  to  prevent 
such  implantation.  The  most  probable  route  of  in- 
fection, in  the  author's  opinion,  is  the  blood  stream. 

Primary  tuberculosis  in  the  kidney  is  possible,  but 
usually  the  infection  is  secondary  to  a  focus  else- 
where in  the  body.  Tubercle  bacilli  may  pass  through 
a  normal  kidney  without  producing  damage.  Ulti- 
mately, by  reason  of  congestion,  the  bacilli  are 
arrested  in  the  glomt-ruli  and  Bowman's  capsule. 
The  first  pathologic  response,  cell  proliferation,  fatty 
degeneration,  caseation,  and  liquefaction,  is  followed 
by  the  breaking  through  of  the  process  from  the  pa- 
pilla into  the  calyx.  Neighboring  papilla  and  remote 
parts  of  the  kidney  may  become  involved  through  the 
lymph  channels.  The  author  is  of  the  opinion  that 
the  intertubular  lymph  spaces  play  an  important 
part  in  spreading  the  infection  between  the  pelvis 
and  the  cortex.  By  this  means  bacilli  may  be  dis- 
tributed along  the  cortex  in  areas  remote  from  the 
primary  lesion.  Cortical  invasion  of  the  second 
kidney  may  be  possible. 

Bryan  discusses  the  diagnosis  in  detail,  including 
the  cystoscopic  findings  and  the  use  of  pyelography 
when  indicated. 

The  treatment  of  renal  tuberculosis  is  both  medical 
and  surgical.  Medical  treatment  includes  dietetic 
and  hygienic  measures  and  vaccination. 

The  article  is  profusely  illustrated  with  drawings, 
photographs,  and  pyelograms. 

Gilbert  J.  Thomas,  M.D. 

Bottaro,  O.  L. :  Double  Abdominal  Ureteral  Fixation 

(Ur^tero  fijaci6n  abdominal  doble).     Rn.  argent, 
de  ohst.  y  ginrc,  iq2i,  v,  170. 

A  woman  38  years  of  age  had  a  vesico-vaginal 
fistula  which  had  destroyed  all  the  fundus  and  the 
neck  of  the  bladder  and  formed  a  cavity  studded 
with  calcareous  deposits  in  which  a  fist  could  be 
inserted.  This  lesion  was  complicated  by  vulvo- 
vaginitis and  a  double  colpocele.  Because  of  the 
impossibility  of  performing  a  direct  operation,  there 
being  no  vesical  fundus,  neck,  or  sphincter,  it  was 
decided  by  the  author  to  employ  an  indirect  method 
as  was  done  by  Castano  in  a  similar  case.  Vertical 
incisions  were  made  over  the  anterior  iliac  spines 
and  the  superficial  layers  and  muscles  were  incised 
until  the  peritoneum  was  reached.  The  peritoneum 
was  then  turned  back  and  the  ureters,  which  were 
found  resting  on  its  posterior  surface,  were  carefully 
isolated  and  their  lower  extremities  fixed  in  the  skin 
over  the  anterior  iliac  spines. 

In  the  left  side,  which  was  the  first  operated  uf>on, 
the  wound  became  slightly  infiltrated  but  this  did 
not  at  any  time  endanger  the  ureteral  fixation. 
Neither  was  there  any  ureteral  infection.  Following 
the  operation  on  the  right  side  the  insertion  of  a 
prophylactic  drain  permitted  closure  of  the  wound 


by  first  intention.  The  urine  flowing  through  the 
two  ureteral  orifices  is  collected  in  rubber  receptacles. 
A  plastic  operation  on  the  vagina  with  extirpation 
of  the  bladder  will  be  undertaken  soon. 

The  author  considers  that  any  other  site  for  the 
cutaneous  openings  of  the  ureters  would  be  un- 
suitable because  it  would  cause  angulation. 

W.  A.  Brennan. 

BLADDER,  URETHRA,  AND  PENIS 

Mugniery,  E.:  The  End-Results  of  the  Maydl 
Operation  for  Exstrophy  of  the  Bladder  (R6- 
sultats  6loign6s  de  reparation  de  Maydl  pour 
extrophie  de  la  vcssie).  Lyon  chirurg.,  1921,  xviii, 
481. 

Nove-Josserand  has  operated  upon  five  cases  of 
exstrophy  of  the  bladder  by  the  Maydl  method. 
The  first  operation  was  done  in  1899  and  the  last  in 
1920.   Mugniery  reviews  the  results. 

There  was  one  almost  immediate  death  from 
peritonitis.  The  patient  operated  upon  most  re- 
cently had  some  renal  infection  but  this  has  dis- 
appeared. The  three  other  patients  were  operated 
upon  twenty-two,  seventeen  and  one-half,  and 
twelve  years  ago  respectively.  All  are  in  good  health 
but  two  have  slight  nocturnal  incontinence.  The 
only  disadvantage  of  the  Maydl  method  is  that,  as 
compared  with  other  methods,  it  is  associated  with 
a  greater  risk  of  postoperative  pyelonephritis. 

In  1904  the  results  in  fifty-eight  cases  operated 
upon  by  the  Maydl  method  were  reviewed  by 
Thobois.  There  were  twelve  postoperative  deaths, 
seven  of  which  were  due  to  pyelonephritis,  and  six 
later  deaths,  four  of  which  were  due  to  pyelonephritis, 
one  to  cachexia,  and  one  to  some  unknown  cause. 
Of  the  forty  survivors  five  had  some  renal  irritation, 
four  had  nocturnal  incontinence,  and  one  had 
incontinence  during  the  day.  In  the  other  cases 
urination  occurred  about  every  three  or  four  hours. 

A  study  of  these  results  and  those  published  since 
Thobois'  report  leads  the  author  to  conclude  that 
in  the  Maydl  operation  the  immediate  mortality 
ranges  from  26  to  30  per  cent.  The  procedure  is 
therefore  a  serious  operation  but  it  remains  to  be 
seen  whether  the  Cuneo  and  Heitz-Boyer  operations, 
the  only  others  in  use,  are  not  more  dangerous.  In 
six  cases  in  which  the  Heitz-Boyer  method  was  used 
there  were  three  deaths.  In  two  of  the  others  the 
result  is"  good  if  the  bladder  is  emptied  every  two 
hours  or  oftener,  and  in  one  case  the  result  is  f)oor. 

The  total  results  of  the  Maydl  operation  show 
that  sixty-four  patients  out  of  ninety-eight  have 
had  good  end-results.  The  danger  of  pyelonephritis 
has  been  exaggerated.  The  author  believes  that 
when  this  condition  occurs  it  is  due  probably  to 
ascending  infection  in  the  ureters  which  was  present 
at  the  time  of  the  operation.  In  the  Heitz-Boyer 
operation  the  ends  of  the  ureters  can  be  sectioned. 

In  spite  of  its  risk  of  secondary  renal  infection  the 
fact  that  the  Maydl  operation  gives  good  end-results 
in  60  per  cent  of  the  cases,  that  it  is  simple  in 


GENITO-URINARY  SURGERY 


6S 


technique,  and  that  it  can  be  performed  in  one  stage 
makes  it  of  value  in  the  cases  of  young  persons  who 
cannot  withstand  long  operations. 

W.  A.  Brexnan. 

Fedoroflf,  S.  P. :  Total  Extirpation  of  the  Urinaiy 
Bladder  in  Cases  of  Vesical  Tumor  (Ueber  die 
totale  Blasenextirpation  bei  Tumoren  der  Ham- 
blase).    Manuscript,  Petrograd,  1921. 

On  the  basis  of  165  cases  of  tumors  of  the  urinar\- 
bladder  the  author  states  that  some  pedunculated, 
histologically  non-malignant  papillomata  become 
malignant  and  some  histologically  malignant  tumors 
show  no  signs  of  recurrence  five  years  after  resection. 
He  maintains  that  papillomata  of  the  urinary- 
bladder  should  be  considered  clinically  as  malignant 
growths.  Their  removal  by  means  of  the  snare  and 
electrocautery  is  not  certain  to  prevent  recurrence. 
The  electrocoagulation  method  introduced  in  19 10 
has  a  much  more  definite  effect  and  is  indicated 
for  all  pedunculated  and  other  growths  which  the 
cystoscope  shows  have  not  penetrated  the  bladder 
wall.  For  diffuse,  infiltrating  bladder  growths, 
large  carcinomata  and  papillomata  of  the  neck 
of  the  bladder,  resection  is  necessar>\  In  far  ad- 
vanced cases,  however,  total  extirpation  of  the 
bladder  is  the  method  of  choice.  The  high  mortality 
of  this  operation  reported  by  Jaeger  (64  per  cent), 
Petroff  (50  per  cent),  and  Bystroff  (47  per  cent)  has 
not  been  confirmed  by  the  author.  On  the  contrar\- 
he  states  that  in  eleven  cases  of  such  extirpation  in 
the  Fedoroff  clinic  not  a  single  death  occurred  which 
could  be  attributed  directly  to  the  operation. 

Fedoroff  reports  five  cases  of  his  own.  The  first 
was  that  of  a  39-year-old  man  who  had  been  treated 
by  different  physicians  for  a  tumor  of  the  urinary- 
bladder  over  a  period  of  twenty  years.  The  papillo- 
ma had  been  removed  several  times  but  every  opera- 
tion was  followed  by  recurrence.  Finally,  Fedoroff 
performed  a  complete  extirpation  of  the  bladder. 
The  patient  died  from  metastasis  five  years  after  the 
operation. 

The  second  case  was  that  of  a  45-year-old  woman 
with  the  history  of  a  vesical  tumor  for  thirteen  years. 
After  repeated  removals  of  the  growth  she  consented 
to  total  extirpation  of  the  bladder.  The  ureters  were 
implanted  in  the  flexure  of  the  colon.  Six  years 
after  the  operation  she  was  still  in  excellent  condi- 
tion. The  urine  was  passed  per  rectum  eight  to  ten 
times  daily. 

The  third  case  was  that  of  a  59-year-old  man  who 
had  had  a  papilloma  removed  several  times.  Histo- 
logic examination  showed  the  growth  to  be  a  car- 
cinoma. The  author  performed  a  total  extirpation 
of  the  bladder  and  implanted  the  ureters  into  the 
flexure  of  the  colon.  Much  infiltration  of  the  growth 
in  the  surrounding  tissues  made  the  op)eration 
difficult.  Death  occurred  a  year  and  four  months 
after  the  operation. 

The  fourth  case  was  that  of  a  53-year-old  man. 
After  resection  and  thermocauterization  a  fistula 
remained.  The  diagnosis  was  carcinoma.   After  two 


months  the  ureters  were  implanted  in  the  flexure  of 
the  colon.  The  cancer  had  grown  through  the 
bladder  wall  and  formed  metastases.  The  patient 
died  six  days  later  from  pneumonia. 

The  fifth  case  was  that  of  a  56-year-old  man  with 
carcinoma  of  the  anterior  and  left  side  of  the  bladder 
wall.  The  ureters  were  implanted  in  the  sigmoid 
flexure  of  the  colon.  One  month  later  total  extirpa- 
tion of  the  bladder  was  done.  Death  occurred 
twenty  days  later  from  an  ascending  pyelonephritis. 

The  author  maintains  that  total  extirpation  of  the 
bladder  gives  good  results  even  in  the  cases  of  old 
persons.  Implantation  of  the  ureters  in  the  flexure 
of  the  colon  gives  a  good  functional  result.  Im- 
plantation of  the  ureters  into  the  skin  is  to  be 
abandoned  because  of  the  unfavorable  and  disagree- 
able after-results.  Lumbar  ureterostomy  or  nephros- 
tomy or  the  implantation  of  the  ureters  into  the 
vagina  or  rectum  may  be  done.  Implantation  into 
the  vagina  leads  to  a  constant  dribbling  of  urine. 
Implantation  into  the  rectum  is  technicall\-  more 
difficult.  The  patient  urinates  eight  to  twelve  times 
a  day  through  the  rectum  and  there  is  danger  of  an 
ascending  pyelonephritis.  The  author  greatly  pre- 
fers implantation  into  the  flexure  of  the  colon.  In 
implanting  the  ureter  and  suturing  it  into  the 
flexure  it  is  important  to  see  that  it  is  not  under  too 
great  tension  and  is  not  kinked.  In  women  the 
entire  urethra  must  be  removed  to  prevent  metas- 
tasis. To  obtain  better  access  to  the  bladder  the 
author  makes  a  transverse  incision  severing  the 
insertions  of  the  muscles  at  the  symphysis  in  addition 
to  the  incision  in  the  median  line  of  the  abdomen. 
In  the  male  it  is  then  p>ossible,  if  necessary,  to 
remove  the  prostate  and  seminal  vesicles. 

Fedoroff  warns  against  symphyseotomy  or  tempor- 
ary resection  of  the  pubic  bone  as  such  procedures 
help  little  and  cause  severe  wound  complications. 
In  the  case  of  males  he  drains  through  the  anterior 
abdominal  wall  and  is  satisfied  with  that  method. 
In  the  case  of  females  drainage  must  be  effected 
through  the  vagina. 

The  author  believes  that  after  a  siu-geon  has  once 
done  the  transperitoneal  bladder  resection  he  wUl 
never  go  back  to  the  extraperitoneal  method.  The 
only  contra-indication  to  the  use  of  this  route  is  a 
tumor  growth  involving  the  anterior  abdominal 
wall  and  peritoneal  infection. 

Malignant  tumors  of  the  bladder  remain  localized 
for  a  long  time  and  form  metastases  relatively  late. 
The  lymphatic  channels  related  to  the  urinar>' 
bladder  have  not  been  definitely  traced.  Clinical 
experience  shows  that  the  lymph  glands  first  become 
involved  when  the  neighboring  organs  have  become 
invaded.  In  the  author's  cases  there  was  no  lymph 
gland  involvement.  Recurrence  took  place  from  the 
original  growth  or  the  bed  of  the  growth  in  the 
bladder  or  extended  along  the  mucous  membrane. 
Hence  it  is  important  to  destroy  any  mucous 
membrane  which  may  become  affected.  The  earlier 
and  the  more  radical  the  operation  the  less  the 
danger  of  recurrence.  Hesse  (Z). 
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Scholl,  A.  J.,  Jr.:  Squamous-Cell  Carcinoma  of  the 
Urinary  Bladder.    Arch.  Surg.,  1921,  iii,  336. 

Trauma  and  infection  not  infrequently  cause  the 
mucosa  of  the  urinary  tract  to  undergo  epidermiza- 
tion.  These  plaques  of  abnormal  epithelium  may 
persist  for  many  years  and  have  a  tendency  to  un- 
dergo malignant  changes. 

The  majority  of  squamous-cell  carcinomata  of  the 
bladder  are  flat  and  ulcerated,  extensively  involving 
the  wall.  The  pre-operative  symptoms  usually 
are  of  short  duration  and  mild.  Metastasis  occurs, 
but  not  so  frequently  or  so  extensively  as  the  extent 
and  appearance  of  the  local  lesion  would  indicate. 
Mitotic  figures  are  fairly  common  in  epidermoid 
tumors  of  the  bladder,  but  do  not  always  indicate  a 
high  degree  of  malignancy  as  they  are  not  so  impor- 
tant a  criterion  of  malignancy  in  epitheliomata  as 
in  connective-tissue  tumors. 

Six  cases  of  squamous-cell  epithelioma  were  seen 
at  the  Mayo  Clinic  between  January  i,  1910,  and 
January  i,  1920.  These  cases  are  of  interest  not  only 
because  of  their  extreme  malignancy,  but  also 
because  of  the  insidious  onset  of  the  condition  and 
the  absence  of  definite  symptoms.  The  growths  are 
readily  recognized  histologically,  a  fact  of  distinct 
prognostic  importance. 

Three  of  the  six  patients  examined  were  in  an 
operable  condition  on  an  average  of  three  months 
after  the  first  appearance  of  symptoms.  One  of 
these  had  a  recurrence  four  months  after  the  of>era- 
tion  and  died  eight  months  later;  one  died  six 
months  after  the  operation;  and  one,  the  only 
patient  who  did  not  die  from  the  disease,  is  living 
and  well  nine  years  after  the  operation.  The  other 
three  patients  had  inoperable  tumors  with  symp- 
toms referable  to  the  carcinoma  for  an  average  of 
twelve  months. 

Two  of  the  six  patients  had  undoubted  cystitis 
for  more  than  twenty-eight  years,  while  in  one  the 
tumor  was  complicated  by  stone  formation. 

The  average  age  of  the  patients  was  46  years, 
which  is  lower  than  the  average  age  of  those  with 
carcinoma  of  the  bladder.  The  incidence  of  sex, 
four  women  and  two  men,  is  also  exceptional  as 
usually  the  males  outnumber  the  females  three  or 
four  to  one.  A.  C.  Johnson,  M.D. 

Jacobs,  L.  C. :  Manifestations  of  Lesions  in  the 
Posterior  Urethra.  California  State  J.  M.,  1921, 
xix,  370. 

Jacobs  gives  twelve  case  histories  and  shows 
some  excellent  photographs  of  wax  models  of  the 
lesions  as  they  appear  on  cystoscopic  examination. 

The  two  most  important  types  of  lesions  with 
symptoms  referable  to  the  posterior  urethra  are 
chronic  urethritis  with  prostatitis  and  those  of 
the  so-called  sexual  neuroses.  The  sexually  neurotic 
type  of  patient  is  one  who  deserves  the  greatest 
consideration;  such  persons  suffer  mental  anguish 
and  attach  great  importance  to  their  symptoms. 
They  should  be  given  a  cysto-urethroscopic  examina- 
tion because  most  of  them  show  pathology  in  the 


posterior  urethra  which  is  particularly  amenable  to 
treatment.  The  therapeutic  results  obtained  in 
the  majority  of  these  cases  by  the  use  of  the  ful- 
gurating current  are  very  satisfactory. 

Lours  Gross,  M.D. 

GENITAL  ORGANS 

Strominger,  L.:  Ck>n8iderations  Regarding  the 
Pathogenesis  and  Treatment  of  Prostatic 
Hypertrophy  (Quelques  considerations  sur  la 
pathogenic  ct  le  traitement  de  rhypertrophie 
prostatique).   J.  d'urol.  mid.  et  chir.,  1921,  xii,  81. 

A  consideration  of  many  clinical  and  anatomical 
facts  leads  to  two  conclusions  with  reference  to 
hypertrophy  of  the  prostate:  first,  that  prostatic 
inflammation  in  some  manner  prevents  the  develop- 
ment of  a  true  glandular  hypertrophy,  and  second, 
that  prostatic  hypertrophy  is  not  a  disease  localized 
to  the  prostate. 

The  author  believes  there  is  an  important  re- 
lationship between  arteriosclerosis,  prostatic  hyper- 
trophy, and  the  genital  functions.  Remlinger, 
Director  of  the  Pasteur  Institute  at  Constantinople, 
found  many  evidences  of  arteriosclerosis  in  patients 
sexually  continent.  The  author  offers  these  ob- 
servations in  conjunction  with  the  occurrence  of 
prostatic  hypiertrophy  in  sexual  continents  and 
others  whose  sex  life  is  irreproachable,  but  who 
have  evidences  of  arteriosclerosis.  The  explanation 
is  offered  that  vascular  changes  produced  by  some 
general  intoxication  and  resulting  in  arteriosclerosis 
are  the  factors  directly  responsible  fc  prostatic 
hypertrophy. 

Further  proof  of  this  relationship  is  given  by  the 
work  of  Castaigne  and  Lavenant  who  found  that 
chronic  nephritis  becomes  ameliorated  following 
prostatectomy.  The  author  furthers  the  view  of 
Albarran  that  urinary  retention  is  due  to  a  genito- 
vesical  inhibition  produced  by  an  internal  secretion 
of  the  hypertrophied  gland.  This  same  hypothetical 
secretion  is  consequently  suppKJsed  to  be  the  cause 
of  a  generalized  vascular  tension  which  certain 
investigators  have  found  to  disappear  following  re- 
moval of  the  prostate.  Loyal  E.  Davis,  M.D. 

Hunt,  V.  C. :  Surgery  of  the  Prostate.  Minnesota 
Med.,  1921,  iv,  541. 

Not  more  than  one-half  of  the  persons  with 
diseases  of  the  prostate  require  surgical  treatment. 
The  non-surgical  group  is  composed  of  those  with 
acute  and  chronic  prostatitis  complicating  and  fol- 
lowing acute  specific  urethritis.  In  a  review  of  856 
prostatectomies  it  was  found  that  fifty  glands  were 
of  the  chronic  fibrous  type  without  adenomatous 
hypertrophy;  forty-eight  specimens  showed  prosta- 
titis as  the  primary  condition  with  a  few  small  adeno- 
mata; and  fifty-six  evidenced  marked  prostatitis 
with  associated  primary  adenomatous  hypertrophy. 
Chronic  prostatitis  may  produce  all  the  symptoms 
of  adenomatous  hypertrophy,  such  as  frequency, 
diflBculty,  and  incomplete  emptying  of  the  bladder, 
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with  residual  urine,  and  even  at  times  acute  reten- 
tion. This  type  of  gland,  distinguished  by  fibrous 
tissue  formation,  is  evidence  of  the  prominent  role 
played  by  infection  in  the  etiology  of  late  pros- 
tatic disease.' 

Prostatic  abscess  is  of  relatively  slight  surgical 
importance  because  as  a  rule  it  complicates  the 
acute  prostatitis  of  venereal  origin  and  ruptures 
spontaneously  into  the  urethra. 

Carcinoma  of  the  prostate  is  found  in  15  per  cent 
of  persons  with  symptoms  of  prostatic  obstruction. 
In  the  great  majority  of  cases  surgery  is  contra- 
indicated  because  of  involvement  of  adjacent  vis- 
cera or  distant  metastasis.  In  an  analysis  of  362 
cases  of  carcinoma  of  the  prostate  observed  in  the 
Mayo  Clinic  Bumpus  found  remote  metastasis  in 
21.8  per  cent,  and  in  a  later  series  metastasis  was 
noted  in  30.3  per  cent  of  135  cases.  The  pelvis,  spine, 
and  femur  were  the  bones  most  frequently  involved. 
Surgery  in  this  type  of  case  is  not  beneficial  except 
insofar  as  palliative  measures  for  the  relief  of 
obstruction  are  indicated. 

Benign  adenomatous  hypertrophy  is  the  most 
common  surgical  lesion  of  the  prostate.  It  occurs 
most  frequently  late  in  life,  83  per  cent  of  the  cases 
occurring  in  the  sixth  and  seventh  decades. 

The  gland  which  produces  symptoms  is  not  neces- 
sarily large.  Obstruction  and  retention  are  the 
factors  directing  attention  to  it,  and  the  "silent" 
prostate  may  be  a  huge  intra-urethral  and  intra- 
vesical growth. 

A  large  prostate  unproductive  of  symptoms  does 
not  require  surgical  treatment,  but  when,  irrespec- 
tive of  its  size,  it  is  responsible  for  frequency  or 
difficulty  in  micturition,  pain,  haematuria,  and 
residual  urine,  operation  is  indicated  in  the  absence 
of  general  contra-indications.  The  obstructing 
prostate  reflects  its  pathologic  condition  on  the 
upper  urinary  tract  and  the  general  condition.  The 
pre-operative  stage  is  therefore  the  most  important 
in  the  treatment  of  these  patients  who  must  be 
considered  as  potentially,  if  not  actually,  uraemic. 
Renal  function  is  diminished  because  of  infection 
and  back  pressure  on  the  kidneys,  the  bladder  is 
often  a  septic  pHjcket  because  of  infected  residual 
urine,  and  the  blood-urea  nitrogen  is  markedly 
increased.  The  preliminary  treatment  is  directed 
toward  the  relief  of  these  conditions  and  the  most 
important  step  is  proper  drainage  of  the  bladder. 
The  author  cautions  against  rapid  drainage  of  the 
residual  urine  and  emphasizes  the  desirability  of 
gradual  decompression  of  the  bladder  by  the  Van 
Zwalenburg  method.  The  more  severe  cases 
demand  suprapubic  drainage;  approximately  25 
per  cent  of  the  patients  have  less  than  2  oz.  of 
residual  urine  and  no  renal  insufficiency,  and  can 
be  subjected  to  prostatectomy  without  preliminary 
treatment.  About  50  per  cent  must  be  prepared 
for  prostatectomy  by  the  use  of  a  permanent 
urethral  catheter. 

Van  Zwalenburg's  method  of  gradually  decom- 
pressing the  bladder  has  increased  the  percentage 


of  cases  in  which  a  one-stage  prostatectomy  can  be 
performed  with  safety.  At  the  Mayo  Clinic  the 
one-stage  suprapubic  operation  following  prelimin- 
ary gradual  decompression  of  the  bladder  is  pre- 
ferred. 

The  chief  advantages  of  the  one-stage  operation 
are  that  the  operative  field  is  in  full  view,  haemor- 
rhage is  more  easily  controlled,  associated  lesions, 
such  as  stones  and  diverticula  can  be  dealt  with, 
infection  is  less  frequently  a  complication,  and 
convalescence  is  shorter. 

Spinal  anaesthesia  induced  by  the  method  of 
Labat,  or  combined  transsacral  and  abdominal  in- 
filtration with  novocaine,  has  been  used  in  aU  pros- 
tatic operations  for  the  past  six  months.  The  range 
of  operabUity  is  thereby  extended  and  the  time  ele- 
ment in  the  operation  decreased. 

Technical  points  in  the  one-stage  operation 
emphasized  are:  (i)  careful  suturing  of  the  bladder 
neck,  which  is  the  source  of  most  of  the  bleeding, 

(2)  control  of  the  bleeding  from  the  interior  of 
the  prostatic  capsule,  and  (3)  accurate  closure  of 
the  bladder.  The  Pilcher  bag  is  successfully  used 
in  the  Mayo  Clinic.  All  suprapubic  tubes  are 
removed  on  the  day  following  operation,  a  urethral 
catheter  being  inserted.  The  suprapubic  woimd 
usually  heals  by  first  intention  and  there  is  no  uri- 
nary drainage  after  the  removal  of  the  bag. 

A  reduction  in  the  mortality  rate  during  the  past 
few  years  has  been  due  to:  (i)  the  recognition  of 
the  fact  that  these  patients  are  potentially  uraemic 
and  require  preliminary  treatment  before  opera- 
tion, (2)   improved  technique  in  the  operation,  and 

(3)  the  elimination  of  ether  as  an  anaesthetic. 
Ninety-four  and  five-tenths  per  cent  of  614  patients 

report  that  they  are  cured  or  markedly  improved. 

V.  G.  Burden,  M.D. 

Bugbee,  H.  G.:  Prostatectomy    in    Bad    Surgical 
Risks.  J .  Am.  M.  Ass.,  1921.  Ixxvii,  905. 

The  author  outlines  his  pre-operative  treatment 
of  cases  of  grave  prostatic  obstruction  associated 
with  marked  cardio-renal  disease,  his  method  of 
operating,  and  the  postoperative  management. 
He  states  that  old  age  as  a  contra-indication  to 
operation  has  probably  been  over-estimated  and 
that  even  in  the  presence  of  advanced  cardiac  and 
renal  complications  prostatectomy  may  be  carried 
out  with  success  if  performed  in  several  stages. 
Careful  attention  should  be  given  to  the  patient's 
general  condition.  If  haemorrhage  is  avoided  at 
the  time  of  the  enucleation,  much  of  the  shock 
and  renal  insufficiency  will  be  prevented. 

The  present  step-by-step  technique  of  prostatec- 
tomy has  removed  many  of  the  contra-indications 
to  this  operation.  While  only  a  few  years  ago  speed 
of  operation  was  regarded  as  the  most  important 
factor  in  the  successful  treatment  of  this  condition, 
we  know  now  that  this  is  not  logical  and  that  the 
time  necessary  for  its  relief  will  be  more  or  less  in 
prop>ordon  to  the  time  involved  in  the  culmination 
of  the  pathologic  process  in  the  final  condition. 
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In  the  pre-operative  management  of  this  type  of 
case  the  first  consideration  is  the  prevention  of 
absorption  from  the  bladder,  the  relief  of  the  kidneys, 
and  the  promotion  of  elimination  in  other  systems. 
Drainage  of  the  bladder  will  relieve  the  kidnej's  and 
prevent  absorption,  but  if  this  is  done  rapidly  either 
by  complete  catheterization  at  once  or  by  cystotomy 
uraemia  may  supervene.  When  the  patient  is  carry- 
ing over  6  oz.  of  urine  the  bladder  should  never  be 
emptied  at  once  unless  it  is  accustomed  to  being 
catheterized;  a  greatly  over-distended  bladder 
should  be  emptied  gradually  over  a  period  of  two 
weeks.  A  catheter  may  be  fastened  in  the  urethra 
and  should  be  retained  in  position  until  the  patient 
shows  no  signs  of  uraemia,  when  suprapubic  cystot- 
omy may  be  safely  done. 

It  is  entirely  possible  to  establish  gradual  supra- 
pubic drainage  under  local  anaesthesia  by  carefully 
inserting  the  Pezzer  catheter  stretched  over  an 
introducer  into  a  very  small  incision  in  the  bladder. 
A  suture  on  either  side  of  the  catheter  in  the  bladder 
wall  insures  tight  closure,  and  a  clamp  on  the  tube 
will  allow  the  urine  to  escape  as  desired.  During 
this  time  a  great  deal  can  be  accomplished  by 
forcing  fluids  by  mouth  and  rectum,  and  by  pro- 
moting free  elimination  by  the  intestinal  tract.  The 
patient  should  be  kept  out  of  bed  as  much  as 
possible. 

As  a  high  blood  pressure  is  preferable  to  a  low 
one — fluctuations  of  pressure  being  indications  of 
circulation  and  renal  condition — ^the  administration 
of  gum  glucose  may  aid  in  its  stabilization.  While 
renal  function  tests  are  important,  they  are  of  value 
chiefly  because  they  show  when  a  new  level  has  been 
established  which  shows  little  variation.  If  the 
patient  then  takes  and  assimilates  a  suflicient  quan- 
tity of  food  and  has  a  moist  clean  tongue,  the  pros- 
tate may  be  enucleated.  Except  when  the  patient 
is  fat,  the  enucleation  may  be  readily  executed 
through  the  suprapubic  cystotomy  sinus  under 
gas-oxygen  anaesthesia  with  one  finger  when  the 
prostate  is  lifted  up  from  below  by  an  assistant's 
finger  in  the  rectum.  The  Pilcher  bag  is  then  drawn 
into  position  and  filled  with  water,  and  slight  trac- 
tion is  maintained.  Loose  packing  is  placed  around 
the  bag  and  the  end  of  the  packing  is  carried  out 
through  the  sinus  which  is  closed  by  one  silkworm- 
gut  suture.  The  next  day  one  strip  of  packing  and 
the  bag  are  removed  and  a  mushroom  catheter  is 
inserted  into  the  suprapubic  sinus.  The  scrotum  is 
elevated  and  the  bladder  is  not  irrigated.  The 
fluid  in-take  is  kept  high,  and  the  bowels  free.  The 
patient  is  gotten  up  in  a  chair  as  soon  as  he  feels 
equal  to  it,  which  is  often  the  following  day.  The 
Pezzer  catheter  is  left  in  for  about  eight  days,  at 
the  end  of  which  time  a  soft  rubber  catheter  is  fixed 
in  the  urethra  and  retained  in  position  while  the 
suprapubic  sinus  is  packed  down  to  the  bladder  wall 
and  allowed  to  heal.  Healing  usually  requires 
about  three  weeks. 

The  author  reports  nine  cases  of  marked  prostatic 
obstruction  complicated  by  marked  renal  and  circu- 


latory disease  in  patients  whose  ages  ranged  from 
68  to  90  years.  These  cases  were  successfully  man- 
aged by  the  methods  discussed. 

C.  D.  Holmes,  M.D. 

Rubritius,  H.:  The  Two-Stage  Prostatectomy  (Zur 
zweizeitigen  Prostatektomie).  Ztschr.  f.  urol.  Chir. , 
1921,  vii,  109. 

After  discussing  the  history  of  the  two-stage 
prostatectomy  and  emphasizing  the  services  of 
Kuemmell  in  introducing  it,  the  author  states  that 
this  method  has  been  adopted  because  the  results 
of  the  single  stage  operation  have  not  b^en  satis- 
factory and  because  by  this  technique  we  are  able 
to  give  relief  in  a  much  larger  number  of  cases, 
including  those  in  which  the  second  part  of  the 
operation  is  not  performed.  For  example,  the  poor 
kidney  function,  insufliciency,  and  infection  can  be 
relieved  much  better  by  cystostomy  than  by  the  use 
of  a  permanent  catheter. 

Of  forty-two  patients  operated  upon  eleven  were 
treated  by  the  two-stage  procedure.  With  one 
exception  these  patients  were  in  the  seventh  and 
eighth  decades  of  life.  Half  of  them  had  severe 
retention,  hsematuria,  and  poor  function.  Function 
was  tested  by  the  Voltevuls  water  test  and  indigo- 
carmin.  Elimination  and  concentration  improved 
after  the  first  part  of  the  operation.  The  intervals 
between  the  first  and  second  stages  ranged  from 
thirteen  days  to  six  months.  Two  carcinomata 
were  cured. 

Among  the  patients  operated  upon  by  the  two- 
stage  method  there  were  two  deaths.  A  72-year-old 
patient  who  had  recovered  very  well  after  the  first 
operation  died  a  day  after  the  prostatectomy. 
The  interval  between  the  two  stages  was  too  short. 
A  73-year-old  patient  died  from  peritonitis,  the 
p>eritoneum  having  been  torn  in  several  places  in  the 
technically  difficult  prostatectomy.  The  latter  case 
demonstrates  that  in  preparing  the  operative  field 
in  the  first  operation  we  should  push  the  peritoneum 
up.  Therefore,  the  formation  of  a  fistula  with  a  tro- 
car should  be  abandoned. 

The  technique  recommended  is  that  ordinarily 
used.  In  the  first  procedure  a  tube  should  be 
introduced  into  the  fistula  and  after  six  to  eight 
days  a  Petzer  catheter  should  be  placed  in  the 
bladder.  The  use  of  a  permanent  catheter  is  contra - 
indicated.  The  second  stage  performed  under 
lumbar  infiltration  or  ether  ana'sthesia  is  generally 
well  tolerated  if  the  first  stage  has  been  borne  well. 
Cystostomy  has  greatly  extended  the  indications 
for  the  operation.  Roedelius  (Z). 

MacGowan,  G. :  The  D'Arsonval  Method  of  Coag- 
ulation Necrosis  for  the  Removal  of  Immense 
Intravesical  Outgrowths  of  the  Prostate, 
Simple  or  Malignant.  California  Slate  J.  M., 
1921,  xix,  351. 

MacGowan  says  that  the  bipolar  current  is  prac- 
tically a  bloodless  and  safe  procedure  so  long  as  the 
end  of  the  electrode  is  not  thrust  through  the  tissues 
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that  lie  outside  of  the  bladder  walls  toward  the 
rectum  or  the  peritoneal  cavity.  His  method  is  as 
follows: 

The  tissues  are  desiccated  and  as  the  desiccation 
increases  the  tissues  are  snipped  away  with  scissors 
until  the  margin  of  destruction  is  approached,  as 
evidenced  by  the  abilit\'  of  the  vessels  to  seep  a 
little  bloody  servun.  When  the  process  extends  into 
the  walls  of  the  bladder  everj'thing  that  app>ears  to 
be  involved  in  the  growth  is  desiccated,  and  as  it  is 
desiccated  it  is  removed  with  the  curette  vmtil  all 
of  the  hardened  infiltrated  portions  of  the  bladder 
wall  marking  the  site  of  the  tumor  have  become 
flexible  to  the  finger  and  all  the  blood  vessels  of 
supply  have  been  destroyed  by  the  current.  If  the 
line  of  direction  of  the  growth  is  toward  the  rectiun, 
the  gloved  finger  of  an  assistant  is  kept  in  this 
cavity  to  give  timely  warning  of  too  close  approach 
to  the  gut,  evidenced  by  a  considerable  degree  of 
heat  which  precedes  the  advancing  point  of  the 
electrode. 

If  the  growth  has  sprung  from  the  prostate,  the 
electrode  is  thrust  into  the  capsule  of  the  prostate 
on  either  side  and  these  tissues  are  also  coagulated 
after  all  of  the  intravesical  portion  has  been  removed. 
It  is  not  necessary,  according  to  the  author,  to  pro- 
ceed to  the  extent  of  absolute  destruction  as  in  the 
treatment  of  cancer  of  the  bladder  or  a  cancerous 
growth  springing  from  the  prostate  unless  it  is  very 
evident  to  the  sense  of  touch  that  the  growth  is 
malignant.  In  the  latter  case  it  should  be  loosened 
up  after  the  plane  of  cleavage  is  foimd,  and  gradually 
enucleated,  and  as  the  tissues  are  cooked,  the  cap- 
sule should  be  thoroughly  treated  with  the  spark, 
with  all  the  outlying  structures  that  seem  to  be 
involved  in  the  malignant  growth. 

In  cases  of  malignancy  further  certainty  of  cure 
is  acquired  by  introducing  within  the  capsule  of 
the  prostate  a  suitable  quantity  of  radiiun  and 
leaving  it  there  a  proper  length  of  time  after  the 
removal  of  the  prostatic  tumors. 

The  author  reports  five  cases  and  states  that  a 
successful  result  could  probably  have  been  obtained 
by  any  other  method  in  only  one  of  them. 

Loms  Gross,  M.D. 

Walker,  J.  W.  T. :  Open  Prostatectomy.  Brit.  M.J. , 
1921,  ii,  311. 

In  reviewing  the  results  of  the  operation  of  prosta- 
tectomy as  generally  practiced  the  author  was  struck 
by  the  fact  that  the  three  main  complications  and 
sequelae,  haemorrhage,  infection,  and  postoperative 
obstruction,  are  due  chiefly  to  the  completion  of  the 
operation  without  proper  exposure.  Walker  advo- 
cates and  describes  an  open  operation  which  aims  at 
placing  prostatectomy  on  a  higher  plane  in  the  scale 
of  surgical  procedures. 

Although  death  ascribed  to  haemorrhage  following 
prostatectomy  is  rare,  it  is  undoubtedly  true  that 
haemorrhage  plays  a  large  part  and  is  often  the  decid- 
ing factor  in  deaths  attributed  to  shock,  collapse, 
renal  failure,  etc.     Control  of  haemorrhage  is  much 


more  certain  when  proper  exp)osure  is  obtained  than 
in  the  blind  operation. 

Infection  generally  occurs  after  prostatectomy,  but 
its  severity  can  be  greatly  reduced  and  its  more  serious 
sequelae  rendered  less  frequent  by  the  removal  at 
operation  of  tags  and  pieces  of  tissue  which,  if  left, 
would  slough. 

Obstruction  occurs  almost  entirely  at  the  internal 
meatus  where  the  bladder  joins  the  cavity  remaining 
after  the  removal  of  the  prostate.  This  sequela  may 
be  effectually  prevented  by  excising  the  folds  and 
strips  of  mucous  membrane  and  a  portion  of  the 
senulunar  fold  formed  by  the  trigone  at  the  posterior 
lip  of  the  orifice. 

The  prostate  is  enucleated  in  the  usual  manner 
with  the  gloved  forefinger  of  the  right  hand  and  gen- 
erally without  the  assistance  of  a  finger  in  the  tectum. 
The  patient  should  be  in  the  horizontal  position. 
A  suture  is  then  inserted  in  the  bladder  woimd  at 
each  side,  the  patient  is  placed  in  the  Trendelenburg 
position,  and  the  author's  retractor  is  introduced. 
This  instrument  allows  excellent  exposure.  By  clij>- 
ping  away  loose  tissue,  the  prostatic  cavity  is  cleared 
of  debris.  A  wedge-shai)ed  section  caught  up  by 
pressure  forceps  is  removed  from  the  posterior  cres- 
centic  ledge,  and  sutures  are  introduced  and  tied 
external  to  the  forceps.  An  oval  opening  is  thus  left 
which  forms  part  of  the  bladder. 

It  is  imnecessary  either  to  preserve  the  strip  of 
urethral  mucosa  which  may  remain  posteriorly  or  to 
attempt  to  suture  the  urethral  mucosa  to  the  mucosa 
of  the  bladder.  Such  a  tube  deprived  of  its  blood 
supply  is  a  menace.  Haemorrhage  is  best  controlled 
by  suture  imder  the  lip  of  the  vesico-prostatic  opening 
and  by  packing.  The  bladder  blades  of  the  retractor 
are  now  replaced  by  abdominal  blades  and,  after  the 
frame  has  been  turned  toward  the  feet,  the  abdominal 
wound  is  repaired.  A  drain  is  left  in  the  prevesical 
space. 

The  duration  of  the  open  operation  is  slightly 
longer  than  that  of  the  blind  operation  but  time 
sp>ent  in  the  latter  on  irrigation  to  control  haemor- 
rhage is  better  employed  in  exposing  and  controlling 
the  bleeding  points.  Hernia  is  no  more  apt  to  develop 
following  the  use  of  the  long  incision  efficiently  closed 
than  following  the  buttonhole  incision. 

J.  W.  Ross,  M.D. 

Lombard,  P.,  and  Beguet,  M.:  Suppurative  Orchi- 
tis Due  to  tiie  Micrococcus  Melitensis  (Orchite 
suppurde  due  au  micrococcus  melitensis).  Presse 
mid.,  Par.,  1921,  xxix,  753. 

Genital  complications  are  present  in  about  5  or  6 
per  cent  of  cases  of  Malta  fever.  Sometimes  they 
occur  during  convalescence,  becoming  suddenly 
manifested  by  a  sharp  pain  in  one  side  of  the 
scrotum.  The  rapid  swelling  following  is  due  to 
tumefaction  of  the  testicle  or  of  the  testicle  and 
epididymis.  The  pain  diminishes  at  the  end  of  six  to 
eight  days.  In  a  few  weeks,  often  less,  the  swelling 
disappears  and  the  orchitis  is  ended.  Recurrence, 
however,  is  possible.    In  exceptional  cases  there  is 
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suppuration.  The  micrococcus  melitensis  is  not 
necessarily  pyogenous  and  a  testicular  abscess  due 
to  it  is  very  rare.  The  authors  know  of  only  four 
cases,  one  of  their  own  and  three  reported  in  the 
literature.  Their  own  case  was  that  of  a  man  56 
years  of  age  who  gave  a  history  of  malaria  and 
dysentery  and  a  recent  attack  of  fever  followed  by 
swelling  of  the  right  testicle  to  the  size  of  an  orange. 
Castration  was  done.  The  testicular  pus  showed 
the  micrococcus  melitensis  in  pure  culture. 

Orchitis  associated  with  Malta  fever  arises  from 
a  blood  infection.  It  involves  both  the  glandular 
structures  and  the  tunica  vaginalis.  In  the  gland  the 
suppuration  has  multiple  foci;  the  tunica  vaginalis 
in  its  vicinity  reacts  early  and  becomes  filled  with 
a  liquid  which  at  first  is  serous  and  then  purulent, 


the  change  being  due  to  rupture  of  the  intra- 
glandular  collections  into  the  serous  liquid.  Clini- 
cally the  process  may  appear  as  an  acute,  subacute, 
or  chronic  vaginalitis.  The  case  reported  in  this 
article  belonged  to  the  subacute  variety. 

In  the  authors'  opinion  the  seriousness  of  sup- 
purative orchitis  following  Malta  fever  is  dependent 
upon  the  number  of  the  purulent  foci.  The  gland 
may  be  honeycombed  with  abscesses  causing 
destruction  of  the  greater  part  or  all  of  it.  In  such 
cases  there  can  be  no  thought  of  preserving  the 
gland  and  castration  is  indicated.  Possibly  if  the 
true  nature  of  the  condition  could  be  diagnosed  very 
early  the  gland  might  be  saved.  The  authors  suggest 
also  that  serotherapy  or  vaccinotherapy  might 
prove  of  value.  W.  A.  Brennan. 
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Van  Duyse,  G.  M. :  Golobomatous  Microphthalmos 
with  a  Retropalpebral  Orbital  Cyst  (Microph- 
thalmos colobomateux  avec  kyste  orbitaire  retro- 
palpebral).  Arch.  tnSd.  beiges,  192 1,  Ixxiv,  593. 

The  author's  study  was  made  on  a  dolichocephalic 
hydrocephalic  foetus  with  cheilognathopalatoschisis, 
sexdigitism,  and  pes  equinus.  The  two  ocular  bulbs 
presented  the  same  anomalies  but  they  were  some- 
what more  accentuated  on  the  left  side.  On  the 
right  there  was  acorea,  and  an  epithelial  lamina  of 
the  iris  extended  backward.  On  the  left  there  was 
entropion  due  to  duplication.  There  were  four 
nuclear  arcs  in  one  cataractous  lens  but  on  the  con- 
gener lens  these  had  been  rendered  indistinct  by 
degeneration  of  the  fibers  causing  liquefaction  of  the 
cortical  layers. 

The  retina,  which  was  well  developed  in  the  right 
eye,  appeared  in  the  left  in  the  form  of  a  horse-shoe 
open  behind,  the  retinal  lamellae  ending  here  as  an 
amputation  cone.  In  this  spot  there  was  a  space 
between  the  intrabulbar  retina  and  the  intracystic 
retina  the  continuity  of  which  was  perfectly  pre- 
served in  the  right  eye.  The  bulbar  cavity  led  into 
the  cystic  cavity  by  a  wide  neck  on  the  right  side 
and  by  a  sinuous  neck  on  the  left.  This  was  because 
an  intercalary  tissue  has  caused  a  deviation  of  the 
retina  which  passed  into  the  cyst  while  separating 
it  from  its  distal  intrabulbar  segment  as  it  had 
separated  the  pigmented  lamina  in  partially  trans- 
forming it  into  epithelial  cysts. 

In  addition  to  this  peculiarity  which  modified  the 
anatomical  topography  of  the  left  eye  as  compared 
with  the  right,  the  pigmented  lamina  of  the  eye 
crossed  the  neck  of  the  cyst  followed  by  a  stratum  of 
cylindrical  cells  which  in  turn  was  succeeded  by  an 
insufficiently  differentiated  inverted  retina  lining  the 
entire  inner  wall  of  the  cyst.  These  were  derived 
from  the  temporal  side  of  the  orbit,  the  small  eye 
remaining  pushed  back  on  the  nasal  side.  One  of 
the  segments  formed  a  pocket  behind  the  upper  eye- 
lid. The  cystic  covering,  which  is  a  continuation 
of  the  pigmented  epithelium — cylindrical  retina  and 
inverted  rudimentary  retina — corresponded  to  the 
external  lamina  of  the  duplication  of  von  Hippel, 
to  the  folded  lamina  of  the  optic  part,  metamor- 
phosed, simplified,  and  remaining  in  the  primitive 
state. 

The  intrabulbar  retina  was  herniated,  becoming 
ectropionated  in  order  to  advance  in  the  embryonic 
mesodermic  tissue  by  the  force  of  its  normal  develop- 
ment alone.  The  small  size  of  the  bulbar  cavity 
caused  a  "  retinocele. "  The  eventual  presence  of  a 
subretinal  fluid  favored  the  cystic  development 
caused  by  the  retinal  hernia. 


In  the  interior  of  the  cyst  two  central  segments  of 
retina  were  found  which  were  separated  by  an  axis  of 
the  vitreous  body  and  hyaloid  vessels  with  their 
internal  limits  toward  these  and  their  external  limit 
toward  the  cystic  cavity. 

The  inverted  retinal  lamina  covered  the  internal 
wall  of  the  cystic  diverticula  sometimes  in  the  form 
of  a  poorly  differentiated  retina  with  a  stratum  of 
single  cells  turned  toward  the  cystic  cavity  and  an 
inner  glial  stratum  adjacent  to  a  hyalinized  meso- 
derm, and  sometimes  in  the  form  of  strata  of  cylin- 
drical elements.  In  the  neighboring  cystic  parts  of 
the  eye  there  were  layers  of  pigmented  epithelium. 
This  segment  of  retinal  lining  passed  into  glial 
hyi)erplasia,  to  localized  gliosis  which  may  be 
compared  to  the  atypical  proliferation  of  Fried- 
lander.  A  marked  peculiarity  was  the  formation  of 
buds  and  dermo-epitheUal  vUlosities  in  the  region 
of  the  pigmented  epithelium  of  the  cyst. 

Von  Hippel  has  spoken  of  a  cystic  formation 
containing  four  laminae:  the  inverted  i)eripheral 
laminae  of  the  retina  and  the  internal  laminae  with 
strata  arranged  normally.  According  to  Natanson, 
no  case  is  known  in  which  the  inner  lining  of  the 
cyst  was  found  so  constituted.  Van  Duyse,  however, 
in  1900  reported  this  finding  in  a  brother  of  the 
subject  whose  case  is  reported  in  this  article.  The 
t>'pe  of  malformation  described  by  the  author  is 
summarized  briefly  as  follows: 

The  retina  of  the  secondary  ocular  vesicle  not 
finding  sufficient  space  in  the  ocular  cavity,  extend- 
ed backward  and  downward  and  became  duplicated. 
The  non-inverted  portion  ended  normally  at  the 
optic  nerve.  The  non-inverted  part,  the  external 
lamina  of  the  retinal  duplication,  became  united  to 
the  surrounding  mesoderm  and  continuous  with  the 
pigmented  epithelium  which  remained  forcibly 
separated  from  the  optic  nerve.  The  folds  of  the 
pigmented  epithelial  lamina,  like  those  of  the 
internal  lamina  of  the  secondary  optic  vesicle,  may 
have  become  detached,  isolated,  and  transformed 
into  cysts,  or  the  cavity  of  the  orbital  cyst  may 
always  have  communicated  with  the  subretinal  space 
of  the  eye. 

This  article,  a  complete  study  of  colobomatous 
microphthalmos,  is  supplemented  by  a  number  of 
histologic  plates.  W.  A.  Brznnan. 

Ziegler,  S.  L. :   The  Ocular  Menace  of  Wood  Alco- 
hol Poisoning.  Brii.  J.  Ophlh.,  1921,  v,  411. 

Ziegler  concludes  after  a  critical  study  of  the 
phenomena  occurring  in  cases  of  wood  alcohol 
poisoning  that  the  primary  and  fundamental  lesion 
is  a  profound  injury  of  the  pituitary  body.  The 
changing  but  steadily  contracting  fields,  the  fugitive 
scotomata,  the  visual  loss  and  recovery,  the  scler- 
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osed  or  atrophic  nerve  heads,  the  fixed  and  dilated 
pupils,  the  temporary  paresis  of  the  extra-ocular 
muscles,  the  ptosis,  the  ataxic  gait,  and  the 
mental  hebetude  are  all  characteristic  of  such  in- 
volvement. 

Methyl  alcohol  is  the  most  deadly  poison  used 
in  daily  commerce;  one  teaspoonful  has  caused 
blindness  and  one  ounce  has  caused  death.  It  may 
enter  the  body  through  the  mouth,  the  nose,  or 
the  skin.  It  is  a  protoplasmic  poison  possessing  a 
selective  affinity  for  the  delicate  nerve  tissues  of 
the  eye.  Its  biochemistry  is  modified  by  oxidation, 
first  to  formaldehyde  and  then  to  formic  acid,  both 
of  which  are  corrosive  poisons;  formic  acid  is  the 
end  product  excreted  by  the  kidneys. 

Sudden  blindness  with  vomiting  and  abdominal 
pain,  especially  if  associated  with  diplopia  or  ptosis, 
should  always  arouse  suspicion  of  methylic  poison- 
ing; papillitis,  sector-like  atrophy,  and  sudden  sclero- 
sis of  the  nerve  head  are  equally  typical  fundus 
lesions;  contracted  fields  and  central  or  paracentral 
scotomata  are  usually  present.  Van  Slyke's  test 
will  reveal  acidosis  in  the  early  stages  and  alka- 
losis later. 

The  treatment  should  include  early  neutraliza- 
tion by  alkalies  to  lessen  the  destruction  of  nervous 
tissue,  and  elimination  by  lavage,  emetics,  diaphor- 
etics, purgatives,  and  rapid  oxidation.  Lavage 
should  be  repeated  because  much  of  the  wood  alco- 
hol in  the  system  is  returned  to  the  stomach. 

To  revascularize  the  disc  and  restore  the  lost 
function  of  the  nerve  no  measure  can  equal  the 
stimulating  effects  of  negative  galvanism;  this 
should  be  administered  with  great  care,  with  a  high 
voltage  and  low  amperage.  Sixty  volts  should  be 
passed  through  the  main  shunt  controller,  with  the 
amperage  reduced  to  i  mm.  by  a  secondary  carbon 
controller.  The  current  should  be  passed  for  ten 
minutes,  and  then  reduced  to  K  mm.  and  passed 
for  a  second  period  of  ten  minutes.  These  stances 
should  be  continued  on  alternate  days.  This  is  the 
most  efficient  therapeutic  measure  known  for  the 
milder  cases  of  toxic  injury  in  which  there  has  not 
been  complete  destruction  of  the  nerve  fibers.  If 
the  nerve  fibers  have  been  completely  destroyed, 
galvanism  will  have  no  effect  whatever. 

Six  cases  are  reported  with  the  resultsof  treatment. 
C.  CoRBiN  Yancey,  M.D. 

Sirlin,  G.:  Corneal  Ulcer  and  Hypopyon  Cured  by 
Milk  Injections  (Ulcera  de  la  c6rnea  e  hipopi6n 
curada  con  las  inyecciones  dc  leche).  Scmana  mid., 
1921,  xxviii,  434. 

A  diagnosis  of  corneal  ulcer  complicated  by 
hypopyon  and  iritis  was  made  in  the  case  of  a 
woman  45  years  of  age.  As  treatment  by  the  usual 
methods  did  not  result  in  any  visible  improvement, 
the  author  determined  to  try  muscular  injections  of 
cow's  milk  four  or  five  hours  old.  Ten  cubic  centi- 
meters were  injected  into  the  buttocks.  The  effect 
was  so  rapid  and  decided  that  by  the  following  day 
the  pain  in  the  eye,  the  blepharospasm,  and  the 


photophobia  had  diminished  and  the  vision  was 
more  acute.  One  injection  a  day  was  given  for  three 
days.  The  hypopyon  has  now  been  resorbed,  the  iris 
has  recovered  its  normal  appearance,  and  the  pa- 
tient has  no  further  symptoms.       W.  \.  Brennan. 

Rose,  S.  G. :  Nutritional  Keratomalacia  in  In- 
fants, with  a  Report  of  Four  Cases.  Am.  J. 
Dis.  Child.,  1921,  xxii,  232. 

Rose  defines  keratomalacia  as  xerophthalmia  in 
which  the  most  characteristic  changes  take  place  in 
the  cornea,  and  states  that  the  condition  is  quite 
rare,  the  four  cases  reported  being  the  only  ones  in 
28,000  admissions  to  the  children's  department  of 
the  Johns  Hopkins  Hospital.  These  cases  are 
reported  in  detail  with  two  necropsy  reports.  In  one 
case  of  death  no  postmortem  examination  was 
made.    One  patient  lived. 

Rose  reviews  the  reports  of  various  men  who  did 
not  at  first  understand  the  disease  fully,  con- 
sidering it  a  complication  of  an  acute  infection 
of  a  neuroparalytic  keratitis,  a  manifestation  of 
congenital  syphilis,  or  an  entity  with  a  specific 
bacteriological  cause.  More  recently  the  relation- 
ship between  malnutrition  and  the  disease  was 
established,  Spicer  being  one  of  the  first  to  observe 
that  the  condition  occurred  only  among  artificially 
fed  infants  kept  on  a  diet  deficient  in  nitrogenous 
elements. 

Mori  in  1904  noticed  116  cases  of  a  very  similar 
condition  in  which  cod  liver  oil  acted  as  a  specific 
and  concluded  that  the  disease  was  due  to  a  lack  of 
fat  in  the  diet.  In  Germany  a  very  similar  condi- 
tion known  as  "  Mehlnaehrschaden "  was  found  in 
infants  whose  diets  consisted  almost  exclusively  of . 
carbohydrates.  Much  work  has  been  done  in  the 
past  four  or  five  years,  especially  by  McCoUera 
and  Davis,  experimenting  on  rats,  which  shows  the 
close  relationship  between  the  lack  of  fat-soluble 
vitamine  A  in  the  diet  and  xerophthalmia.  The 
author  cites  also  the  work  of  many  other  investiga- 
tors. The  pathology  he  has  given  in  detail.  He 
comes  to  the  conclusion  that  the  condition  is  a  defi- 
ciency disease  rather  than  an  inflammatory  process 
as  was  heretofore  generally  believed. 

Thomas  D.  Allen,  M.D. 

Chance,  B.:  Radium  Plugs  for  the  Dissolution  of 
Orbital  Gliomatous  Masses  After  Excision  of 
the  Globe,    .im.  J.  Ophtk.,  1921,  iv,  641. 

A  profoundly  cachectic  child  under  3  years  of 
age  was  brought  to  the  author  suffering  much  pain 
and  with  both  eyes  filled  with  yellowish  masses. 
A  diagnosis  of  bilateral  glioma  was  made.  Three 
months  later  the  enormously  distended  right  globe, 
which  had  ruptured,  protruded  between  the  lids, 
and,  projecting  through  the  anterior  segment,  was 
a  granular,  pultaceous  mass  which  bled  at  the 
slightest  touch.  Excision  was  consented  to  by  the 
parents.  The  globe  was  freely  movable,  the  tumor 
mass  not  having  perforated  the  sclera,  and  the  orbit 
was  quite  free  from  nodules. 
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In  the  meantime  the  disease  had  progressed  in 
the  left  eye  but  instead  of  rupturing  anteriorly, 
the  swelling  suddenly  subsided,  the  globe  sinking 
into  the  orbit  and  rupturing  posteriorly.  Its  growth, 
however,  soon  caused  further  distention  of  the 
globe  and  the  eye  was  excised.  The  operation  was 
difficult  because  of  the  mass  which  filled  the  apex 
of  the  orbit.  The  child  immediately  improved  in 
general  health. 

In  two  months  the  left  orbit  began  to  fill  and  soon 
extended  beyond  the  ridges,  pushing  the  lids  for- 
ward. Nine  large  radium  needles  in  hollow,  non- 
corrosive  nickel  steel  cases  20  to  25  mm.  long  and 


2  mm.  thick,  each  containing  10  mg.  of  radium  sul- 
phate, were  inserted  into  this  mass  and  five  smaller 
needles  and  one  large  needle  into  the  presumably 
unaffected  tissue  in  the  right  orbit.  They  were 
left  in  place  for  twenty  hours. 

This  treatment  was  followed  by  shrinking  of  the 
tumors  and  apparent  cure. 

The  difficulties  attending  the  use  of  radium  in 
metal  containers  was  greatly  overcome  by  the 
composition  of  the  metal  employed  in  these  needles 
which,  besides  being  non-corrosive,  filtered  out  the 
harder  and  more  deeply  penetrating  rays. 

C.  CoRBiN  Yancey,  M.D. 
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Keilty,  R.  A.:    The  Tonsils  as  Foci  of  Infection. 

J .  Med.  Research,  1921,  xlii,  315. 

Foci  of  infection  may  be  divided  into  two  groups, 
active  and  inactive.  Inactive  foci  are  those  which, 
though  containing  living  and  virulent  organisms, 
do  not  produce  general  disease,  being  well  walled 
off,  but  remain  as  potential  sites  of  infection.  The 
active  types,  on  the  other  hand,  cither  by  reason 
of  the  virulence  or  the  numbers  of  their  organisms 
are  constantly  pouring  into  the  circulation  not  only 
the  organisms  themselves  but  also  the  products  of 
their  growth. 

The  study  reported  was  undertaken  to  determine 
definitely  whether  tonsillar  tissue  does  or  does  not 
contain  actual  organisms.  The  material  consisted 
of  both  tonsils  removed  from  a  series  of  routine 
cases  selected  from  a  large  clinic  as  those  requiring 
tonsillectomy  by  reason  of  the  fact  that  they  showed 
disease  clinically.  The  patients  included  both 
adults  and  children,  the  latter  predominating,  and 
the  tonsils  showed  grossly  and  histologically  the 
same  changes  as  those  noted  in  a  series  removed 
from  soldiers. 

Immediately  after  their  removal  the  tonsils  were 
sent  to  the  laboratory  in  sterile  gauze,  the  epithelial 
surfaces  of  both  were  thoroughly  seared  with  a  red- 
hot  copper  searing  blade,  and  material  from  the 
inside  was  expressed  onto  the  seared  surface  by 
pressure.  This  material  included  that  present  in 
the  crypts  as  well  as  the  cellular  elements  from  the 
tonsillar  substance.  Its  character  varied  from  the 
soft  pulpy  cells  of  the  tonsillar  tissue  to  a  purulent 
material  from  confined  abscesses,  including  the 
inspissated  cheesy  material  of  constricted  crypts. 
The  author  states  that  it  is  practically  impKjssible 
to  separate  the  material  deep  in  the  cr>'pts  from 
the  tonsillar  tissue,  and  it  does  not  seem  that  this 
separation  is  necessary  to  obtain  proof  that  the  ton- 
sils harbor  micro-organisms. 

It  is  true  that  the  epithelial  lining  of  the  crypts 
may  act  as  an  impassable  barrier  to  the  invasion 
of  micro-organisms  from  the  inspissated  contents  of 
the  crypts  but  their  constant  and  close  association 
in  this  position  makes  it  almost  a  certainty  that  if 
they  are  present  here  they  will  be  present  in  the 
tonsillar  tissue.  This,  it  seems,  is  a  weak  point  in 
the  evidence  that  tonsillar  tissue  is  the  actual  seat 
of  micro-organisms  but  the  construction  of  the  ton- 
sils will  not  permit  a  clear-cut  differentiation  between 
the  two  situations. 

The  results  of  the  experiments  are  summarized 
as  follows: 

I .  The  tonsils  have  been  shown  to  be  the  avenues 
of  invasion  for  various  micro-organisms. 


2.  The  tonsils  are  to  be  considered  as  foci  of 
infection,  active  or  inactive,  from  which  the  absorp- 
tion of  toxins  into  the  general  system  takes  place. 

3.  The  tonsils  are  considered  foci  of  infection, 
active  in  character,  from  which  micro-organisms  are 
poured  into  the  general  circulation,  producing 
bodily  disease. 

4.  That  the  tonsillar  changes  are  those  of  inflam- 
matory reactions  against  foreign  stimuli  is  evidenced 
by  their  gross  and  histologic  structure. 

5.  Nine  hundred  and  eighty-five  organisms  rcpre- 
.senting  sixteen  different  types  and  fifty-three  com- 
binations were  found  in  388  cases. 

6.  The  organisms  were  those  usually  found  in 
oral  flora. 

7.  Streptococci  predominate  but  are  closely  fol- 
lowed by  staphylococci,  these  two  organisms  con- 
stituting 65  per  cent  of  the  total  number. 

George  E.  Beilby,  M.D. 

Moore,  L.:  The  Surgical  Removal  of  the  Tonsils. 

Bril.  M.  J.,  1921,  ii,  437. 

Moore  discusses  the  local  methods  of  arresting 
serious  haemorrhage  from  the  tonsillar  bed,  such  as 
pressure  with  gauze  sponges,  the  application  of 
haemostats,  the  ligating  of  vessels,  and  the  suturing 
of  the  faucial  pillars. 

The  risk  of  subsequent  haemorrhage  can  be  mini- 
mized by  keeping  in  mind  the  causes  and  by 
attention  to  the  following  precautions: 

1.  In  those  cases  in  which  surgical  procedures 
are  contra-indicated  operation  should  not  be  per- 
formed or  should  be  postponed. 

2.  The  operation  should  be  performed  only  in  a 
hospital  or  nursing  home. 

3.  Careful  attention  must  be  given  to  the  prepara- 
tion of  the  patient  for  the  operation. 

4.  An  expert  anaesthetist  is  necessary. 

5.  The  surgical  procedure  used  should  be  one  in 
which  easy  control  of  bleeding  may  be  secured  at 
the  time  of  the  operation. 

6.  There  must  be  adequate  postoperative  super- 
vision and  care.  O.  M.  Rorr,  M.D. 

Dutheillet  de  Lamothe,  G.:  The  Surgery  of  the 
Palatine  Tonsil  (Contribution  4  I'^tude  de  la 
rhirurgie  de  Tamygdale  palatine).  /.  de  chir., 
1921,  xviii,  337. 

The  author  compares  the  various  methods  of 
removing  the  palatine  tonsil  and  states  that  most  of 
them  are  incomplete  as  neither  the  fibrous  capsule 
nor  the  infected  crypts  are  removed  entirely.  His 
own  method,  a  modification  of  Vacher's,  consists  in 
more  complete  liberation  of  the  gland  by  dissection 
of  the  part  adherent  to  the  palatine  arch  and 
liberation  of  the  superior  pole  not  only  in  front  but 


74 


SURGERY  OF  THE  NOSE,  THROAT,  AND   MOUTH 


75 


also  above  and  behind.  Ethyl  chloride  is  the  anaes- 
thetic employed.  The  liberation  of  the  superior 
tonsillar  pole  is  effected  as  follows: 

The  left  tonsil  having  been  pulled  into  the  mouth 
with  the  forceps,  a  buttonhole  incision  is  cut  in  its 
middle  third  with  a  curved  scissors  sharpened  on 
the  outer  as  well  as  on  the  inner  edges.  The  scissors 
is  inserted  under  the  palatine  arch  and  cuts  the 
triangular  fold,  His'  fold,  etc.  These  thin  membranes 
yield  without  resistance  and  there  is  little  haemor- 
rhage. The  tonsillar  fossa  being  thus  widely  opened, 
the  forceps  holding  the  tonsil  is  basculated  to  draw 
the  superior  pole  from  the  supratonsillar  fossa  in 
which  it  is  almost  always  deeply  embedded.  At  the 
same  time  the  closed  curved  scissors  is  utilized  as  a 
dissector  and  to  push  the  superior  pole  down;  it  is 
passed  from  the  outside  inward  and  sections  the 
fibers  which  bind  the  tonsil  to  the  walls  of  the  fossa. 
When  the  superior  pole  is  free  the  tonsil  is  removed 
by  snaring  its  pedicle. 

For  the  right  tonsil  the  posterior  blade  of  the 
scissors  is  introduced  under  the  triangular  fold  and 
the  latter  is  severed  by  one  cut  from  above  downward. 
Strong  traction  being  made  on  the  tonsil,  the  ad- 
hesions fixing  the  superior  pole  are  sectioned  by  a 
series  of  small  cuts.  The  superior  pole  is  disengaged 
by  applying  the  concavity  of  the  scissors  at  its 
upper  part.  W.  A.  Brennan. 

O'Malley,  J.  F. :  Conditions  Predisposing  to  Haem- 
orrhage in  Tonsil  Operations.  Brit.  M.  J.,  1921, 
ii,  433- 
The  contra-indications  to  operation  and  the  pro- 
phylactic measures  are  summarized  as  follows: 

CONTRA-INDICATIONS  TO   OPERATION 

1.  Tonsile:    (a)   acute  inflammation  and  quinsy ; 

(b)  ulceration  (erosion  of  vessels) ;  (c)  malignant 
disease. 

2.  Vessels  in  tonsil  region:  (a)  pulsating  and 
tortuous  ascending  pharyngeal,  internal  carotid, 
external  carotid;    (b)    aneurism  of  same  vessels; 

(c)  angioma  of  fauces. 

3.  Blood  states  affecting  coagulability  of  the 
blood:    (a)  haemophilia;  (b)  purpura;  (c)  anaemias; 

(d)  soon  after  infectious  fevers  (temporary). 

4.  Physiological  changes  related  to  blood  loss: 

(a)  menstruation;   (b)  menopause  (temporary). 

5.  Other  diseases  (affecting  tissues  of  vessel 
walls  and  vasomotor  control):    (a)    renal  disease; 

(b)  cardiac  disease;  (c)  alcoholism;  (d)  syphilis;  (e) 
thyroid  gland  toxin;  (f)  suprarenal  gland  toxin;  (g) 
pituitary  gland  toxin. 

PROPHYLACTIC   MEASURES 

1.  In  children:  Exclude  haemophilia.  If  present, 
treat.  In  adults:  Exclude  diseases  mentioned 
above.   If  present,  treat. 

2.  Increase  coagulability  of  the  blood:  Calcium 
lactate;  horse  serum;  human  blood  serum;  haemo- 
plastin;  coagulose;  coagulin  (Kocher-Fonio);  pitui- 
trin. 


3.    Increase  constriction  of  vessels  in  arrest  of 
haemorrhage:    (a)   adrenalin;    (b)   pitxiitrin, 

O.  M.  RoTT,  M.D. 


McKenzie,  D.:  The  Treatment  of  Haemorrhage 
in  Tonsil  Operations.  Brit.  M.  J.,  192 1,  ii,  440. 

McKenzie  discusses  the  treatment  of  haemorrhage 
during  and  after  operations  on  the  tonsil.  When  the 
bleeding  is  from  the  posterior  aspect  of  the  anterior 
pillar  he  nips  the  raw  posterior  surface  of  the  pillar 
with  the  side  of  a  long  straight  pair  of  pressure  for- 
ceps, pressing  in  the  pillar  between  its  jaws  from  in 
front  with  the  forefijiger  of  the  disengaged  hand. 
The  point  of  the  forceps  being  free,  a  ligature  can 
be  easily  thrown  over  it. 

On  the  tonsil  bed  he  frequently  seizes  the  vessel 
with  an  old-fashioned  pair  of  tongue  forceps  as  it  is 
easier  to  pass  the  ligature  over  the  obtuse  oval  end 
of  this  instrument. 

He  does  not  favor  suturing  the  faucial  pillars  or 
ligating  the  carotid. 

If  the  bleeding  points  cannot  be  seen  or  secured, 
McKenzie  favors  the  use  of  the  Watson- Williams 
self-retaining  clamp. 

In  concluding  his  article  he  urges  that  the  tonsils 
be  removed  by  a  cervical  dissection  from  within, 
and  that  the  old  rule  of  arresting  all  haemorrhage 
at  the  time  of  the  operation  with  forceps  and  liga- 
tures if  necessary  should  invariably  be  followed. 

O.  M.  RoTT,  M.D. 

New,  G.  B. :  An  Unusual  Case  of  Bilateral  Abduc- 
tor Laryngeal  Paresis.  Laryngoscope,  1921,  xxxi, 
630. 

The  author  reports  a  case  of  bilateral  abductor 
paralysis  observed  at  the  Mayo  Clinic. 

It  has  been  demonstrated  by  Russell  that  the 
fibers  supplying  the  abductor  muscles  of  the  larynx 
rim  in  a  distinct  bimdle  on  the  inside  of  the  recurrent 
laryngeal  nerve  and  can  be  isolated  and  stimulated. 
Further,  it  is  known  that  on  prolonged  stimulation 
of  the  recurrent  laryngeal  nerve,  the  abductor 
muscles  are  the  first  to  cease  their  function,  and 
that  clinically,  abductor  paralysis  due  to  involve- 
ment of  this  nerve  or  to  central  lesions  is  not 
uncommon. 

In  the  case  reported,  use  of  the  voice  for  a  frac- 
tion of  a  minute  so  tired  the  abductors  that  the 
onset  of  paralysis  could  be  observed.  The  patient 
was  64  years  of  age  and  for  four  years  had  suffered 
from  chronic  anterior  poliomyelitis.  He  had  atrophy 
and  weakness  of  the  lower  extremities  and  to  a  less 
degree  of  the  upper  extremities,  with  beginning  foot 
drop  and  fibrillary  twitchings.  The  first  lar>-ngo- 
scopic  examination  showed  normally  active  cords. 
On  repeated  phonation  the  abductors  on  the  right 
side  gave  out  completely  and  the  right  cord  assumed 
a  position  of  definite  abductor  paralysis.  On  the 
left  side  the  condition  became  about  half  as  marked 
as  on  the  right.    After  a  rest  of  five  to  ten  minutes 
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recovery  was  complete.  Paralysis  was  produced 
several  times  in  the  manner  described  and  was  noted 
by  other  observers.  J.  W.  Ross,  M.D. 

MOUTH 

Shearer,  W.  L.:The  Patholo^  of  the  Mouth  and 
the  Surgical   Principles  of   Its  Removal.    /. 

Radiol.,  1921,  ii,  i. 

,  Shearer  reports  that  in  a  large  number  of  cases 
of  chronic  alveolar  abscesses  and  other  disease 
conditions  of  the  teeth  the  removal  of  the  teeth 
does  not  remove  the  condition  as  the  latter  usually 
involves  the  bone  surrounding  the  teeth.  He  there- 
fore recommends  the  following  procedure: 

The  muco- periosteum  is  reflected  up  to  the  root 
ends  of  the  tooth  sockets,  the  external  alveolar 
plate  of  bone  is  taken  ofT,  and  the  diseased  area  then 


removed.  The  bone  is  smoothed,  leaving  no  jagged 
edges,  and  the  lingual,  buccal,  and  gingival  mucosa  is 
trimmed  and  then  sutured  with  horsehair.  The 
sutures  are  removed  in  from  four  to  five  days. 

In  many  cases  antnma  diseases  are  due  to  drain- 
age into  the  sinus  from  an  alveolar  abscess  around 
the  root  ends  of  non-vital  teeth.  The  author  claims 
that  the  following  principles  should  govern  the 
treatment  of  chronic  infection  in  the  maxillary- 
sinuses: 

1 .  If  the  antrum  disease  is  of  dental  origin,  the 
dental  pathology  should  be  taken  into  consideration 
and  removed. 

2.  Well-established  drainage  must  be  considered. 

3.  The  type  of  the  operation  should  be  one 
whereby  ocular  observation  of  the  entire  antral 
cavity  can  be  had  in  order  that  polypi  may  be 
removed.  M.  N.  Federspiel,  M.D. 
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OPERATIVE  SURGERY  AND  TECHNIQUE 

McArthur,  L.  L,:  Is  the  Surgeon  of  Experience 
Ever  Justified  in  Violating  the  Recognized 
Surgical  Technique  in  Dealing  with  Malignant 
Neoplasms?  Surg.,  Gynec.  &•  Obst.,  1921,  xxxiii, 
406. 

McArthur  raises  the  question  as  to  whether  in 
certain  selected  cases  we  are  ever  justified  in  depart- 
ing from  the  generally  accepted  rules  for  the  surgical 
treatment  of  malignant  growths.  On  the  basis  of 
forty  years'  experience  he  has  decided  in  the  affirma- 
tive. Several  carefully  selected  cases  which  were 
operated  upon  are  cited  to  support  this  view.  He 
believes  that,  regardless  of  the  histopathology  pres- 
ent, extremely  radical  procedures  may  sometimes  be 
rejected  if  the  neoplasm  has  a  capsule  or  limiting 
membrane. 

The  basic  theme  in  this  article  is  not  purely  the 
question  of  procedure  in  given  cases  of  malignancy 
but  a  plea  that  surgeons  consider  each  case  individ- 
ually from  the  standpoint  of  the  procedure  best  for 
that  particular  patient  rather  than  as  a  case  in 
which  a  routine  surgical  technique  should  be  em- 
ployed. Loyal  E.  Davis,  M.D. 

Samuel,  S.:  A  Method  of  Skin  Graf  ting.  Brit.  M.  J., 

1921,  ii,  632. 

A  method  of  dressing  the  grafted  area  is  described 
whereby  it  can  be  given  saline  irrigation  without 
displacing  the  graft.  At  operation  silk  threads  are 
passed  from  one  skin  edge  to  the  other  and  into 
underlying  granulation  tissue.  The  area  is  then 
covered  with  a  perforated  protective  dressing,  a 
layer  of  gauze  moistened  with  saline,  and  a  layer  of 
dry  gauze.  The  threads  are  passed  through  the 
perforations  and  tied  over  the  ends  of  thin  rubber 
tubing  laid  across  the  dressings.  A  layer  of  wool  and 
a  bandage  are  then  applied. 

The  grafts  may  be  "fed"  by  dripping  saline  on 
the  under  dressing,  from  which  it  is  carried  down 
by  the  threads.   The  discharge  is  led  away  into  the 


dressings.  The  method  requires  a  little  time,  but 
keeps  the  grafts  from  sliding  over  convex  or  concave 
areas  and  others  on  which  it  is  difiicult  to  maintain 
a  dressing.  J.  W.  Ross,  M.D. 

ASEPTIC  AND  ANTISEPTIC  SURGERY 

Cabot,  H.:  The  Doctrine  of  the  Prepared  Soil:  A 
Neglected  Factor  in  Surgical  Infections.  Cana- 
dian M.  Ass.  J.,  1921,  xi,  610. 

The  average  surgeon  is  so  greatly  concerned  with 
bacteria  as  the  cause  of  infection  that  he  may  over- 
look some  of  the  other  conditions  which  predispose 
to  it.  For  the  development  of  infection  conditions 
must  favor  the  growth  of  bacteria;  their  mere 
presence  will  not  always  be  sufl&cient.  The  surgeon 
who  centers  his  attention  on  asepsis  and  its  various 
aspects  is  apt  to  attribute  a  postoperative  inflam- 
mation to  incomplete  sterilization.  While  a  certain 
small  percentage  of  such  infections  are  due  to  faulty 
asepsis,  various  other  factors  are  of  great  im- 
portance. The  surgeon  is  responsible  not  only  for 
his  liability  to  introduce  bacteria,  but  for  his 
failure  to  protect  the  patient  from  conditions  which 
make  infection  possible.  Such  conditions  may  be 
either  general  or  local.  The  former,  which  cause  a 
decrease  in  resistance,  are: 

1.  Fear.  A  patient  who  goes  to  operation  with 
great  dread  and  anxiety  is  much  more  apt  to  have  a 
poor  result  than  one  with  the  opposite  attitude. 

2.  Starvation.  This  is  not  so  often  a  factor  as 
formerly  as  today  patients  are  allowed  more 
nourishment.  The  diet  should  not  be  restricted, 
especially  in  the  cases  of  patients  at  the  extremes 
of  life.  ^ 

3.  Dehydration.  Water  should  be  supplied  in 
great  quantities  not  only  up  to  the  time  of  opera- 
tion, but  even  during  the  surgical  treatment  and 
afterward.  If  it  cannot  be  taken  by  mouth  it  should 
be  given  by  rectum  and  subcutaneously. 

4.  Anaestheisa.  The  anaesthetic  should  be  care- 
fully chosen  and  should  be  administered  by  an 
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expert.  Ether  is  not  always  the  logical  anesthetic 
simply  because  it  is  the  most  fool-proof. 

5.  Length  of  operation.  The  time  consumed  in 
the  operation  depletes  the  patient's  vitality. 
Especially  under  prolonged  ether  or  chloroform 
anaesthesia  there  is  a  very  unfavorable  action  upon 
the  tissues  with  lesseni  ng  of  the  alkali  reserve  and 
at  least  some  acidosis.  The  work  should  be  done 
with  as  much  speed  as  is  consistant  with  thorough- 
ness and  correctness  of  technique.  Naturally  slow 
operators  whb  cannot  acquire  speed  should  take  up 
some  other  calling  than  surgery. 

The  local  conditions  favoring  infection   are: 

1.  The  preparation  of  the  skin.  This  should  be 
simple.    Irritating  applications  should  be  avoided. 

2.  Rough  handling  of  the  tissues.  This  is  perhaps 
the  most  important  local  factor  favoring  infection. 
Roughness  in  handling,  the  use  of  dull  instruments, 
grasping  a  mass  of  tissue  to  control  bleeding,  and 
heavy,  careless  dragging  with  retractors  should  be 


avoided  as  they  cause  tissue  necrosis  which  pro- 
duces a  good  culture  medium. 

3.  Faulty  haemostasis.  Dry  wounds  heal  quick- 
est and  with  least  infection. 

4.  Mass  ligatures  which  destroy  the  tissue  sur- 
rounding a  vessel. 

As  illustrating  conditions  which  produce  infection, 
bladder  cases  are  cited.  In  a  normal  undistended 
bladder  catheterization  after  cystoscopy  will  not 
produce  infection,  even  though  the  urethra  is 
slightly  injured.  In  an  old  distended  bladder,  how- 
ever, quick  catheterization  causes  damage  to  the 
mucosa  by  the  sudden  change  of  tension,  so  that 
petechiae  may  be  produced  by  the  lack  of  resistance 
to  the  arterial  flow  and  infection  will  supervene. 
The  ordinary  postoperative  cystitis  can  be  avoided 
if  the  bladder  is  emptied  early  and  if  a  urinary 
antiseptic  is  administered  when  trauma  to  the 
bladder  region  and  loss  of  the  urinary  reflex  are 
apt  to  result.  Makcus  H.  Hobart.  M.D. 
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Lange,  C:  The  Examination  of  the  Cerebrospinal 
Fluid  in  the  Diagnosis  of  Brain  Tumor  (Was 
leistet  die  reine  Liquordiagnostik  bei  der  Diagnose 
des  Hirntumors?).  Mill.  a.  d.  Grenzgeb.  d.  Med.  u. 
Chir.,  1921,  xxxiii,  583. 

After  pointing  out  the  reasons  for  the  inadequacy 
of  Nonne's  method  of  examining  the  cerebrospinal 
fluid  in  the  diagnosis  of  brain  tumor — the  method 
hitherto  in  general  use — the  author  proposes  a  new 
procedure  by  which  the  laboratory  diagnosis  of  such 
lesions  is  facilitated.  In  Lange's  examination  the 
findings  include  the  color,  the  total  albumin,  the 
cell  increase,  the  dissolved  blood  pigments,  and  a 
negative  Lange's  gold  salts  reaction. 

The  yellow  tinge  of  the  fluid  is  discussed  in  par- 
ticular. This  is  not  detected  by  mere  inspection;  a 
colorimeter  is  necessary.  It  has  been  demonstrated 
that  it  is  not  due  to  biliary  pigment  or  the  admixture 
of  blood  plasma.  It  may  be  caused  by  normal  or 
broken-down  blood  pigments  no  longer  demonstra- 
ble as  such  by  spectroscopic  or  chemical  means. 
No  erythrocytes  are  then  found  in  the  sediment;  the 
quantity  of  albumin  is  increased  beyond  the  normal 
and  albumoses  are  demonstrable  by  the  gold  salts 
reaction.  The  coloring  matter,  which  is  a  light  yel- 
low, is  no  longer  identifiable  as  blood  pigment.  If 
the  clinician  can  then  exclude  an  older,  accidental 
or  essential  haemorrhage,  as  is  usually  the  case,  the 
finding  described  can  be  very  safely  interpreted  as 
indicating  brain  tumor. 

Great  quantities  of  dissolved,  unchanged  blood 
pigment  and  undissolved  erythrocytes  in  the  sedi- 
ment are  evidence  that  the  essential  haemorrhage 
was  not  caused  by  tumor.  The  quantitative  deter- 
mination of  albumin  is  important,  but  its  mere 
qualitative  determination  is  worthless. 


Cytodiagnosis  is  almost  always  unsatisfactory. 
The  Wassermann  reaction  is  misleading.  Lange's 
gold  reaction  and  the  determination  of  the  yellow 
color  constitute  the  most  decisive  diagnostic  meth- 
ods in  cases  of  tumor. 

The  recognition  of  the  regularity  and  significance 
of  these  findings  has  convinced  the  author  that  to- 
day, given  certain  clinical  data,  the  diagnosis  of 
brain  tumor  can  be  made  with  certainty  from  the 
cerebrospinal  fluid.  Heinemann-Grueder  (Z). 

Porter,  M.  F.:  The  Surreal  Aspect  of  Tumor  of 
the  Brain.  Ann.  Surg.,  1931,  Ixxiv,  321. 

The  author  presents  a  very  interesting  discussion 
of  the  present  status  of  our  knowledge  regarding 
brain  tumors  and  reaches  the  following  conclusions: 

1.  The  term  "brain  tumor"  should  include  all 
growths  of  whatever  origin  or  nature,  either  in  or  on 
the  brain. 

2.  Brain  tumor  is  essentially  a  surgical  malady. 

3.  Surgical  intervention  should  follow  promptly 
the  diagnosis  of  a  brain  tumor.  Postponement  of 
operation  for  the  purpose  of  locating  the  tumor  in 
the  hope  of  giving  relief  through  antiluetic  treat- 
ment, or  to  determine  the  character  of  the  growth 
is  seldom  warranted. 

4.  Exploration  of  the  brain  with  a  solid  needle 
is  a  valuable  aid  in  locating  a  tumor  and  if  proj)erly 
done  is  free  from  danger. 

5.  X-ray  or  radium  therapy  should  be  used  in  all 
cases  in  which  surgical  removal  is  impossible  and 
after  the  removal  of  malignant  tumors. 

Frederick  Christopher,  M.D. 

Frazier,  C.  H.:    The  Accomplishments  of  Intra- 
cranial Surgery.     N.  York  M.  J.,  1921,  xxi,  369. 

Since  the  onset  of  the  war  the  number  of  neuro- 
ogical  surgeons  has  increased  sufficiently  to  justify 
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the  establishment  of  a  society  of  neurological  sur- 
geons. Perhaps  this  may  be  attributed  to  the  greater 
experience,  opportunities,  and  interests  in  this  field 
offered  young  surgeons  during  the  world  war. 

Frazier  considers  local  anaesthesia  in  cranial  sur- 
gery as  inhumane  and  inconsiderate. 

To  repair  the  cranial  defects  resulting  from  the 
debridement  technique  used  in  treating  war  in- 
juries he  uses  a  graft  composed  of  pericranium  and 
a  shell  of  the  outer  table  of  the  skull. 

Seventy-five  per  cent  of  brain  abscesses  are  otitic 
in  origin.  The  high  mortality  of  this  condition  is 
due  largely  to  difficulty  in  determining  the  location 
of  the  abscess  and  to  secondary  meningitis.  As  an 
aid  in  localization  Frazier  recommends  more  in- 
tensive study  of  the  signs  of  disturbance  of  brain 
function,  a  better  anatomical  knowledge,  and  a 
study  of  a  large  series  of  accurately  described  cases. 
Brain  abscess  may  have  a  long  latent  period. 
Meningitis  may  be  prevented  by  Le  Maitre's 
method.  By  this  procedure  the  abscess  is  located 
with  an  exploring  needle,  and  the  smallest  caliber 
drainage  tube  is  introduced  and  left  in  place  from 
twenty-four  to  forty-eight  hours  to  permit  the 
formation  of  adhesions  to  wall  of?  tlie  subarachnoid 
space.  The  tube  is  then  replaced  daily  by  a  larger 
one  until  adequate  drainage  results. 

In  cases  of  pituitary  lesions  operation  is  delayed 
too  long.  Forty-five  per  cent  of  the  author's  patients 
were  totally  blind  in  one  eye  when  he  first  examined 
them.  There  had  been  a  warning  four,  five,  and 
even  ten  years  earlier.  Disturbance  of  vision  and 
headache  are  indications  for  surgical  interference. 
Frazier  uses  the  transphenoidal  approach  four  times 
as  often  as  the  transfrontal  route.  Factors  favoring 
the  transphenoidal  approach  are  its  comparative 
simplicity,  low  mortality,  and  the  usually  immediate 
beneficial  effect  as  regards  vision.  Direct  illumina- 
tion with  a  small  incandescent  lamp  on  a  carrier  at 
the  extremity  of  the  bivalve  speculum  greatly  facili- 
tates the  use  of  this  approach.  In  favor  of  the 
transfrontal  route  is  the  fact  that  before  the  opera- 
tion it  is  impossible  to  determine  with  any  certainty 
how  far  the  lesion  has  extended  beyond  the  sella 
contents  or  to  distinguish  a  primary  intrasellar  lesion 
from  one  secondary  to  a  primary  suprasellar  growth. 

The  author  reports  very  encouraging  results  from 
the  use  of  radium  and  the  X-rays  in  twenty-four 
cases  of  pituitary  lesions.  He  employs  the  trans- 
phenoidal approach  as  the  first  step  in  the  surgical 
treatment  and  uses  radium  and  the  X-ray  routinely 
in  the  after-treatment.  If  visual  disturbances 
recur  or  sight  is  threatened,  he  resorts  to  the  trans- 
frontal approach  and  exploration. 

Major  trigeminal  neuralgia  seems  to  be  on  the 
increase,  especially  in  persons  under  40  years  of  age. 
The  operative  technique  is  almost  perfect.  One  may 
do  subtotal  resection,  conserve  only  the  motor  root, 
or  leave  the  sensory  root  and  remove  only  the  motor 
root.  Since  Spiller  proposed  avulsion  of  the  sensory 
root  in  1910,  the  mortality  has  dropped  from  5  to  i 
per  cent.    The  author  reports  one  operative  death 


during  the  past  eight  years.  Interest  at  present 
centers  largely  in  the  cases  in  which  the  sympathetic 
connection  with  the  spheno-palatine  ganglion  is  the 
important  factor.  Frazier  is  elaborating  a  technique 
which  will  make  this  ganglion  as  accessible  as  the 
gasserian  ganglion. 

The  relation  of  the  sympathetic  system  to  painful 
lesions  of  the  extremities,  the  so-called  causalgias  of 
war  injuries,  should  lead  to  the  study  of  the  sympa- 
thetic system  in  painful  conditions  of  the  face. 

Brain  tumor  cases  are  the  most  numerous  and 
serious  in  neurological  surgery.  The  following 
classification  of  brain  tumors  is  suggested: 

1.  Pre  tentorial :  (i)  endothelioma,  (2)  glioma, 
(3)  miscellaneous,  including  benign  tumors. 

2.  Subtentorial:  (i)  potile  angle  tumors,  not 
including  acoustic  tumors,  (2)  acoustic  tumors, 
(3)  tumors  of  the  cerebellar  hemisphere,  including 
glioma  and  tuberculoma,  (4)  tumors  in  the  neighbor- 
hood of  the  vermis. 

3.  Pituitary  lesions. 

Subcortical  infiltrating  glioma  is  usually  inop- 
erable. Endothelioma  offers  an  opportunity  for 
successful  surgical  removal.  Sixty  per  cent  of  the 
author's  cases  were  cases  of  sarcoma-endothelioma, 
and  38  per  cent,  cases  of  glioma.  Lower  operative 
mortality  and  more  satisfactory  results  may  be  ob- 
tained when  cases  are  referred  early.  A  subtemporal 
decompression  relieves  subjective  discomforts,  con- 
serves vision  in  early  doubtful  cases,  and  perma- 
nently relieves  the  pseudo-tumor  cases. 

Ventriculography,  proposed  by  Dandy,  is  an  im- 
portant recent  contribution  to  the  methods  of 
investigation  and  localization  of  brain  lesions. 

A  ventricular  puncture  is  much  safer  than  a 
lumbar  puncture  for  the  withdrawal  of  cerebro- 
spinal fluid  to  relieve  extreme  intracranial  pressure. 

Blood  transfusion  is  of  value  in  hastening  con- 
valescence. In  suitable  cases  the  author  employs 
autotransfusion,  using  from  500  to  600  c.  cm.  of 
the  patient's  blood  withdrawn  the  day  before  opera- 
tion, citrated,  and  refrigerated. 

The  three  safeguards  to  cranial  exploration  are 
skilfully  induced  anaesthesia,  control  of  haemorrhage, 
and  control  of  the  problems  of  intracranial  pressure. 
Walter  C.  Burket,  M.D. 

Jefferson,  G. :  Bilateral  Rigidity  in  Middle  Menin- 
geal Haemorrhage.  Brit.  M.  J.,  1921,  ii,  683. 

The  author  reports  two  cases  of  middle  meningeal 
haemorrhage  with  bilateral  rigidity  of  the  trunk  and 
limbs.  Both  lesions  followed  trauma  and  at  oper- 
ation fractures  were  found  in  the  left  temporal 
region  and  extradural  clots  were  removed.  Both 
patients  were  unconscious.  Cheyne-Stokes  breath- 
ing was  present  and  the  muscular  rigidity  was  most 
marked  at  its  crisis.  As  autopsy  disclosed  a  unilat- 
eral lesion  in  both  cases  it  was  evident  that  the 
rigidity  was  due  to  changes  in  the  intracranial  circu- 
lation produced  by  the  extravasations  or  the  injury. 

In  Jefferson's  opinion  this  syndrome  is  due  to  a 
relative  deficiency  or  oversupply  of  blood  to  certain 
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regions  of  the  brain  and  the  release  of  lower  neuro- 
genic levels.  This  may  be  attributed  to  the  in- 
creased intracranial  pressure.  The  relationship  be- 
tween the  crises  of  rigidity  and  those  of  the  Cheyne- 
Stokes  breathing  supports  the  circulatory  theory. 
These  cases  demonstrate  that  the  condition  is  a 
physiological  rather  than  an  anatomical  phenome- 
non. Merle  R.  Hoon,  M.D. 

Payr,  E.:  The  Etiology  and  Treatment  of  Trige- 
minal Neuralgia  (Ueber  Ursachendiagnose  und 
Hchandlungsplan  der  Trigeminusneuralgie).  Muen- 
chen.  med.  Wchnschr.,  1921,  bcviii,  1039. 

There  are  not  only  acute  and  chronic  forms  of 
trigeminal  neuralgia,  but  also  those  of  symptomatic, 
idiopathic,  peripheral,  and  central  origin.  Acute 
neuralgia  is  known  as  an  associated  phenomenon  in 
infectious  diseases  (influenza,  malaria,  typhoid).  In 
the  symptomatic  forms  with  a  recognizable  anatom- 
ical cause  there  is  an  acute  and  a  chronic  stage,  the 
latter  the  more  important.  These  are  the  forms 
found  in.  cases  of  disease  of  the  teeth,  jaw,  nose, 
nasal  accessory  cavities,  or  the  bones  of  the  skull, 
compression  due  to  calluses  after  fracture  of  the 
base  of  the  skull,  diseases  of  the  ear  and  their  com- 
plications, diseases  of  the  eye,  and  injuries  and  dis- 
eases of  the  brain  and  its  meninges. 

In  the  idiopathic  form  diseases  of  metabolism  are 
to  be  looked  for,  such  as  diabetes,  gout,  arterioscler- 
osis, chronic  constipation  and  local  diseases  of  the 
rectum  favoring  it,  and  poisonings  due  to  substances 
such  as  lead,  alcohol,  nicotine,  and  mercury. 

The  affected  organic  systems  should  be  rapidly 
examined  one  after  another,  without  waiting  to  try 
out  new  experiments  in  treatment.  Roentgenolog- 
ical examinations  and  Wasscrmann  tests  should  not 
be  forgotten.  The  acute  forms  must  not  be  allowed 
to  become  chronic. 

It  is  a  good  plan  to  make  an  anatomical  diagram 
of  the  extent  of  the  neuralgia  and  a  record  of  the 
remedies  already  tried  and  their  results.  It  is  of 
great  importance  that  the  remedies  used  should  be 
put  down  in  their  correct  order  for  under  certain 
circumstances  one  treatment  will  prevent  the  action 
of  another. 

The  treatment  of  the  acute  form  should  consist 
in  measures  to  cause  sweating,  antineuralgic  medi- 
cine, and  thorough  evacuation  of  the  intestines. 
Physical  treatment  is  beneficial  even  in  the  sub- 
acute forms,  but  in  the  chronic  is  usually  without 
effect. 

The  treatment  of  the  symptomatic  form  belongs 
to  the  specialist.  For  the  idiopathic  form  the  follow- 
ing plan  of  treatment  is  recommended: 

1 .  Internal  medical  treatment.  Aconitin  and  ethy- 
lene trichloride  seem  to  have  a  specific  action. 

2.  Treatment  by  aperients.  Even  though  the 
bowels  move  regularly,  the  advantage  of  purgation 
should  be  explained  to  the  patient. 

3.  Antiluetic  treatment,  even  when  the  Wasser- 
mann  test  is  negative. 

4.  Psychotherapy. 


5.  Electrical  treatment  (galvanic  current).  This 
should  be  stopped  if  there  are  no  good  results  after 
two  or  three  weeks. 

6.  Simple  anaisthetization  of  the  nerve  trunks 
with  }/2  F>er  cent  novocaine  solution,  repeated  sev- 
eral times  if  necessary.  This  is  particularly  good 
along  the  course  of  the  first  branch.  A  prolonged 
effect  has  been  observed  with  the  addition  of  yi  per 
cent  carbolic  acid. 

7.  Roentgen-ray  treatment.  This  should  be  given 
only  in  cases  which  have  not  been  treated  by  injec- 
tions of  alcohol  or  peripheral  o{)crations. 

8.  Alcohol  injections,  jK'ripheral  for  the  first 
branch,  at  the  base  of  the  second  and  third  branches, 
and  into  the  ganglion.  Injections  into  the  ganglion  are 
difficult  and  do  not  always  have  a  permanent  effect. 

9.  Operative  treatment:  (a)  Extraction  of  the 
peripheral  branches — recommended  only  for  the 
supra-orbital  and  frontal  nerves  of  the  first  branch 
as  in  the  infra-orbital  and  mental  nerves  the  recur- 
rences range  from  60  to  70  per  cent  (the  collaterals 
of  the  individual  branches  have  not  yet  been  worked 
up)-  (h)  Neurectomy  in  the  course  of  the  affected 
branch,  (c)  The  same  operation  at  the  point  of  exit 
of  the  second  and  third  branches  at  the  base  of  the 
skull;  the  still  unseparated  main  trunk  should  be 
separated  at  the  foramen  ovale  or  rotundum  with  a 
fine  thermocautery  at  white  heat,  (d)  Extirpation 
of  the  gasserian  ganglion  (mortality  5  to  16  per  cent), 
(e)  Severing  of  the  trigeminus  trunk  at  the  apex  of 
the  petrous  jwrtion  of  the  temporal  bone. 

Bernard  (Z). 

Frazier,  C.  H.:    The  Surgery  of   the  Trigeminal 
Tract.  J.  Am.  M.  Ass.,  1921,  Ixxvii,  1387. 

Frazier  calls  attention  to  the  fact  that  twenty 
years  have  elapsed  since  Spiller  first  proposed  section 
of  the  sensory  root  in  the  treatment  of  trigeminal 
neuralgia.  This  procedure  has  more  than  fulfilled 
the  claims  of  its  sponsor  as  it  is  safer  than  gasserect- 
omy  and  gives  permanent  relief.  In  the  two  decades 
that  have  passed  since  it  was  first  performed  the 
technique  has  been  modified  in  its  minor  details 
from  time  to  time  until  today  it  might  be  said  that 
the  operation  has  been  perfected.  Frazier's  tech- 
nique is  as  follows: 

In  the  approach  to  the  ganglion  consideration  is 
taken  of  the  cosmetic  result  and  the  convenience  of 
the  access.  The  incision  is  concealed  within  the 
hairline  and  must  be  anatomically  correct.  A 
cutaneous  flap  is  reflected  forward,  and  a  musculo- 
aponeurotic  flap  reflected  backward.  Through  the 
temporal  fossa  is  opened  an  avenue  wide  enough  to 
give  an  ample  and  unobstructed  view  of  all  the 
structures  to  be  dealt  with.  Haemorrhage  from  the 
middle  meningeal  artery  is  controlled  by  plugging 
the  foramen  spinosum  with  cotton. 

The  sensory  root  is  exposed  not  only  at  its 
entrance  to  the  ganglion  but  from  that  point  back 
to  where  it  enters  the  middle  fossa,  that  is,  through- 
out its  entire  course  in  the  middle  fossa.  To  secure 
this  exposure  the  dura  is  separated  from  the  anterior 
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surface  of  the  petrous  bone.  The  sensory  root  thus 
exposed  is  torn  free  from  its  attachment  to    the 

K    pons,  merely  cut  across,  or  severed  in  its  entirety. 

"  The  motor  root  is  sacrificed  with  the  sensory  root 
or  is  conserved.  It  is  exposed  by  lifting  the  sensory 
root  upward.    If  possible  it  should  be  left  as  it  pre- 

►  vents  atrophy  of  the  temporal,  masseter,  and  ptery- 
goid muscles. 

In  conclusion  the  author  states  that  the  major 
operation  for  trigeminal  neuralgia  will  give  satis- 
factory results  only  when  proper  discrimination  is 
exercised  in  the  selection  of  cases,  and  that  it  should 
be  reserved  for  cases  of  major  trigeminal  neuralgia 
or  Fothergill's  disease.  H.  A.  McKnight,  M.D. 

Cross,  G.  H.:  Plastic  Repair  of  the  Eyelids  by 
Pedunculated  Skin  Grafts.  /.  Am.  M.  Ass., 
1921.  Ixxvii.  1233. 

The  eyelid  may  be  restored  by  means  of:  (i) 
pedunculated  autogenous  grafts;  (2)  free  dermic  or 
Wolff  grafts;  (3)  epidermal  or  Thiersch  grafts.  The 
latter  are  the  best  for  cases  of  severe  burns  with  a 
glazed,  parchment  skin  surface,  cases  of  ectropion 
due  to  contracture  of  scar  tissue,  and  those  in  which 
the  use  of  a  pedunculated  graft,  though  indicated,  is 
impossible. 

The  pedunculated  graft  is  ver>'  successful  in  facial 
work.  With  the  base  of  the  flap  at  the  external 
canthus,  lid  tissue  may  be  obtained  from  the  temple, 
eyebrow,  scalp,  or  cheek;  with  its  base  over  the  nose 
the  tissue  may  be  obtained  from  the  forehead;  and 
with  the  base  on  the  neck,  skin  from  the  chest  may 
be  used,  the  pedicle  of  the  graft  being  tubed  accord- 
ing to  the  Gillies  method. 

Between  the  primary  repair  and  the  plastic 
operation  it  is  essential  that  sufficient  time  be 
allowed  to  elapse  so  that  shrinkage  and  contracting 
of  scars  shall  have  ceased  and  the  injured  parts 
shall  have  become  restored  to  normal. 

Removal  of  the  lachrymal  sac  should  be  the  first 
step  in  all  cases  in  which  the  lachrymal  area  is 
involved  as  this  lessens  the  danger  of  the  loss  of  the 
graft  by  infection.  It  is  necessary  also  to  visualize 
the  change  in  the  shape  and  position  of  the  area  from 
which  the  graft  was  removed.  Each  case  is  a  law  to 
itself  and  must  be  dealt  with  accordingly. 

The  author  presents  four  cases  with  drawings  and 
photographs  which  forcibly  demonstrate  the  value 
of  the  pedunculated  graft.  The  technique,  which 
was  practically  the  same  in  all  of  these  cases,  was  as 
follows: 

Following  the  extirpation  of  the  sac  the  edges  of 
the  lower  lid  and  conjunctiva  were  freed  from  the 
scar  and  the  edges  dressed  up  to  determine  the  size 
and  shape  of  the  graft  required.  Then,  from  a  piece 
of  rubber  tissue,  a  model  of  the  graft  was  cut,  a  good 
margin  being  allowed  for  shrinkage.  With  this 
form,  the  best  site  for  the  graft  was  determined. 
In  Case  i  the  temple  was  selected.  The  graft  was 
marked  out  with  the  point  of  a  knife,  dissected,  and 
swung  into  place  where  it  was  sutured  with  inter- 
rupted silk  sutures  or  with   mattress  sutures,   a 


continuous  overcast  suture  being  used  to  approxi- 
mate the  edges.  The  denuded  area  from  which  the 
graft  had  been  taken  was  covered  by  undermining 
the  surrounding  skin  well  back,  drawing  the  edges 
together,  and  suturing  with  silk,  horsehair,  and 
silkworm-gut.  In  some  cases  it  is  best  to  cover  in  the 
denuded  area  first  and  suture  the  graft  afterward. 
The  base  of  the  graft  must  turn  on  its  own  anchor- 
age; therefore  it  is  important  to  plan  its  position 
very  carefully,  keeping  it  as  close  to  its  new  bed  as 
possible  and  avoiding  too  great  an  angle  so  that 
there  will  be  no  puckering  of  the  skin.  In  order  to 
prevent  sloughing  the  tip  of  the  graft  should  be 
made  blunt  and  rounded. 

J.  C.  Braswell,  Jr.,  M.D. 

Berne,  L.  P.:   Rhinoplasty:   The  Artist-Surgeon's 
Opportunity.    Internal.  J.  Surg.,  1921,  xxxiv,  343. 

However  great  his  technical  skill,  the  rhinoplastic 
surgeon  can  never  attain  the  highest  rank  in  his 
profession  unless,  in  addition  to  his  ability  as  a 
surgeon,  he  possesses  a  sense  of  beauty  and  propor- 
tion and  an  appreciation  of  the  harmony  necessary 
between  the  various  parts  of  any  given  object  to 
fuse  it  into  a  complete  and  satisfactory  whole. 

The  author  classifies  his  operations  into  two 
groups:  (i)  cosmetic,  and  (2)  reconstructive.  By 
those  of  the  first  group  he  endeavors  to  correct  noses 
which  are  large,  hooked,  long,  laterally  deflected, 
snub,  bulbous,  wide-nostriled,  or  depressed.  By 
those  of  the  second  he  attempts  to  reconstruct  the 
nose  which  has  been  mutilated  by  a  crushing  injury, 
amputation,  a  burn,  or  disease,  or  to  supply  a  con- 
genital defect. 

The  technique  of  rhinoplasty  is  described  in  detail, 
including  the  preparation.  Berne  emphasizes  his 
pyriform  incision  which  he  regards  as  the  ideal  initial 
incision  for  almost  every  variety  of  cosmetic  cor- 
rection. This  incision,  about  }4  in-  long,  is  made  in 
the  mucous  membrane  at  the  right  and  left  upper 
and  inner  part  of  the  pyriform  aperture,  the  knife 
passing  underneath  the  skin  in  an  upward  direction. 

The  methods  used  in  a  variety  of  operations  are 
described  and  very  satisfactory  results  are  shown 
by  photographs.   Berne's  conclusions  are  as  follows: 

1.  To  ensure  success,  the  surgeon  must  possess  a 
thorough  understanding  of  the  plastic  art. 

2.  Each  case  must  be  carefully  studied  before 
operation  and  a  definite  plan  of  procedure  laid  out. 

3.  The  greatest  ally  of  plastif  surgery  is  time.  A 
rhinoplastic  surgeon's  ability  should  not  be  measured 
by  the  consumption  of  time  as  success  is  dependent 
upon  patience  and  confidence  in  his  ability  to  accom- 
plish what  he  planned. 

4.  A  series  of  op>erations  is  often  necessary  for  the 
ultimate  success  of  nasal  correction. 

S-  Most  scrupulous  asepsis  and  careful  postoper- 
ative care  are  essential  in  every  case. 

6.  The  successful  final  results  obtained  in  the  cases 
reported  justify  the  more  general  adoption  of  the 
operative  procedures  described. 

Frederick  Christopher,  M.D. 
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Crile,  G.  W. :  Surgery  Versus  the  Roentgen  Ray  in 
the  Treatment  of  Hyperthyroidism.   J .  Am.  M. 

Ass.,  1921,  Ixxvii,  1324. 

After  reviewing  the  literature  bearing  upon  the 
comparative  effects  of  surgery  and  the  X-ray,  the 
author  summarizes  the  experience  of  his  associates 
and  himself  in  the  Lakeside  Hospital. 

On  the  basis  of  a  series  of  comparative  studies, 
Christie  rates  bilateral  partial  thyroidectomy  first, 
the  roentgen  rays  second,  and  ligation  third  in  order 
of  efficiency  in  reducing  the  metabolic  rate.  Cri'e 
confines  his  discussion  to  a  comparison  of  thyroidec- 
tomy and  roentgen-ray  treatment  as  to:  (i)  the  re- 
sultant discomfort;  (2)  the  resultant  period  of  dis- 
ability; (3)  the  immediate  mortality;  and  (4)  the 
end-results. 

The  prime  findings  in  favor  of  thyroidectomy 
with  regard  to  these  points  are: 

1.  Less  mental  disturbance. 

2.  An  average  stay  in  the  hospital  of  25^  days  in 
SCO  cases  broken  by  the  interval  between  the  ligation 
and  the  thyroidectomy,  which  is  obviously  less 
than  the  loss  of  time  and  inconvenience  of  the 
repeated  visits  to  the  hospital  for  roentgen-ray 
treatment. 

3.  The  practically  negligible  mortality.  In  the 
last  500  consecutive  thyroidectomies  at  the  Lakeside 
Hospital  the  mortality  was  i  f>er  cent,  and  in  the 
last  500  ligations  it  was  0.4  per  cent.  As  obviously 
the  immediate  mortality  of  roentgen-ray  treatment 
is  not  to  be  considered,  there  is  no  basis  for  com- 
parison in  this  respect. 

4.  At  least  three  years  must  elapse  before  the 
results  of  the  operations  by  present  methods  can  be 
considered  as  stabilized. 

As  hitherto  the  only  objection  to  surgical  treat- 
ment has  been  the  mortality,  the  author  con- 
cludes that,  this  having  been  practically  eliminated 
and  the  possibility  of  surgical  treatment  having 
been  extended  to  meet  every  case,  surgical  reduc- 
tion of  the  thyroid  activity  becomes  the  most 
curative  method  of  treatment. 

R.  G,  Doughty,  M.D. 

Sistrunk,   W.    E.:    The   Indications   for  Surgical 
Treatment  in  the  Different  Types  of  Goiter. 

Surg.,Gynec.  ^  ObsL,  1921,  xxxiii,  348. 

Plummer  has  classified  goiters  as  colloid,  adeno- 
matous, and  exophthalmic.  All  other  typ)es  are 
variations  or  combinations  of  these. 

Colloid  goiter  occurs  in  youth,  most  commonly 
between  the  ages  of  15  and  25,  and  probably  never 
occurs  after  the  thirty-fifth  year  of  age.  This  typ)e 
of  goiter  may  be  accompanied  by  nervous  symptoms 
and  tachycardia,  but  may  be  distinguished  from 
exophthalmic  goiter  by  the  metabolic  rate  which 
is  normal  or  slightly  decreased,  never  increased. 
However,  as  the  Goetsch  test  may  give  a  marked 
reaction,  these  cases  are  frequently  diagnosed  as 
exophthalmic  goiter  and  erroneously  op>erated  upon. 


Clinically,  the  thyroid  is  uniformly  enlarged  and 
has  a  characteristic  soft,  granular  feel.  Usually  it 
produces  no  symptoms,  except  slight  nervousness 
and  worry  over  its  presence.  Microscopic  examina- 
tion shows  the  acini  to  be  dilated  and  filled  with 
colloid,  while  the  epithelium  of  the  acini  is  low  and 
flat  in  appearance.  Colloid  goiter  is  the  only  typ>e 
that  disappears  under  the  administration  of  iodine 
and  thyroxin  and  is  not  a  surgical  condition.  Col- 
loid goiters  may  recur  when  removed  surgically 
unless  iodine  or  thyroxin  is  administered  post- 
operatively. 

Adenomatous  goiter  is  the  most  common  type  and 
usually  first  appears  between  the  ages  of  1 5  and  20. 
It  is  caused  by  the  development  of  encapsulated 
adenomata  within  the  substance  of  the  thyroid 
gland,  which  are  probably  developed  from  foetal 
rests.  In  the  early  stages  there  are  no  symptoms 
except  when  the  adenomata  develop  in  such  a 
position  as  to  cause  pressure  on  the  trachea.  De- 
generative changes  due  to  haemorrhage  are  prone 
to  occur  and  result  in  the  clinical  varieties  of  goiter, 
such  as  the  hacmorrhagic,  cystic,  calcareous,  etc. 
Sometimes  there  is  a  decrease  in  the  secretory 
activity  of  the  gland  producing  a  condition  of  mild 
hypothyroidism  with  a  lowered  basal  metabolic 
rate. 

Twenty-three  per  cent  of  the  patients  with  ade- 
nomata of  the  thyroid  examined  at  the  Mayo  Clinic 
were  found  to  be  suffering  from  hyperthyroidism. 
The  symptoms  of  this  condition  do  not  develop 
until  the  goiter  has  been  present  for  an  average  of 
sixteen  years.  The  picture  of  hyperthyroidism  asso- 
ciated with  adenoma  is  clinically  different  from  that 
of  exophthalmic  goiter  although  these  two  conditions 
are  often  confused. 

Adenomatous  goiters  seldom  produce  symptoms 
in  persons  under  30  years  of  age.  In  toxic  cases  the 
metabolic  rate  is  increased,  although  usually  not 
so  much  as  in  exophthalmic  goiter.  The  cardiovas- 
cular system  is  more  severely  affected  in  hyperthy- 
roidism associated  with  adenomata,  while  in 
exophthalmic  goiter  the  central  nervous  system  is 
more  profoundly  affected.  Myocardial  degeneration 
may  occur  before  the  toxicity  is  recognized  and 
the  patient  suffers  from  palpitation,  arhythmia, 
dyspncea,  and  oedema.  If  the  myocardial  degen- 
eration is  not  marked,  the  blood  pressure  is  usually 
increased.  Other  symptoms  of  hyperthyroidism, 
such  as  tremor,  a  flushed,  moist  skin,  tachy- 
cardia, and  loss  of  weight  and  strength  are  also 
present. 

Clinically,  the  gland  is  irregular,  asymetrical,  and 
single,  or  many  rounded  tumors  may  be  felt,  the 
consistency  of  which  varies  with  the  degenerative 
changes.  Microscopically,  areas  of  encapsulated 
adenomatous  tissue  are  found  which  may  be  foetal 
in  type  or  resemble  the  adult  acini  and  contain 
large  amounts  of  colloid. 

Operation  is  the  best  treatment  for  adenomatous 
goiter,  but  in  advising  it  certain  factors  are  to  be 
considered.    Persons  under  25  or  30  should  not  be 
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operated  on,  as  both  lobes  are  involved  and  small 
adenomata  may  be  overlooked  which  subsequently 
would  grow.  After  this  age,  if  any  of  the  adenomata 
are  3  or  4  cm.  in  diameter  a  partial  thyroidectomy 
should  be  done.  If  symptoms  of  toxicity  are  present 
when  the  goiter  is  first  seen  the  condition  is  definitely 
surgical  provided  the  damage  done  is  not  so  great 
as  to  make  operation  too  hazardous.  Pre-operative 
rest  and  digitalis  for  serious  myocardial  change 
reduce  the  operative  risk. 

Exophthalmic  goiter  may  occur  at  any  age,  but 
is  most  common  in  the  third  and  fourth  decades. 
Frequently  the  onset  is  sudden,  with  a  rapid  increase 
in  symptoms,  but  it  may  also  be  insidious.  Such 
symptoms  as  nervousness,  tachycardia,  haemorrhage, 
flushed,  moist  skin,  and  loss  of  weight  and  strength 
may  occur  before  enlargement  of  the  gland  is  noticed. 
Following  a  thyroid  crisis  the  symptoms  and  general 
condition  show  improvement,  but  in  a  majority  of 
cases  recurrence  takes  place  within  a  few  years. 
During  a  crisis  damage  to  the  heart  and  vital  organs 
may  be  so  marked  as  to  cause  chronic  invalidism  or 
death. 

On  palpation  the  gland  is  found  to  be  symmetri- 
cally enlarged  and  quite  hard.  Microscopic  exami- 
nation shows  acini  containing  very  little  colloid  and 
lined  by  columnar  epithelium. 

Surgery  gives  the  best  results  in  exophthalmic 
goiter.  In  severely  toxic  patients  one  or  two  ligations 
are  necessary  before  thyroidectomy  is  performed. 
Ligation  is  done  as  a  means  of  testing  the  patient's 
endurance  or  to  prepare  for  thyroidectomy.  The 
reaction  following  this  procedure  is  similar  to,  but 
less  marked  than,  that  following  thyroidectomy. 
It  consists  of  an  increase  in  the  pulse  and  tempera- 
ture, vomiting,  nervousness,  and  mental  irritability. 
Usually  it  begins  shortly  after  the  operation  and 
continues  for  thirty-six  to  forty-eight  hours  and 
then  gradually  subsides.  The  determination  of  the 
basal  metabolic  rate  is  a  great  aid  in  the  diagnosis 
of  the  early  stages  of  exophthalmic  goiter,  but  does 
not  indicate  the  damage  to  the  vital  organs  which 
has  already  taken  place  and  for  this  reason  cannot 
be  used  as  a  means  of  determining  the  type  of 
operation.  The  results  of  surgical  measures  depend 
on  the  extent  of  this  damage  at  the  time  of  operation. 

Merle  R.  Hoon,  M.D. 

Lorin,  H. :  The  Anatomy  and  Surgery  of  the  Para- 
thyroids (Anatomie  et  chirurgie  desparathyroides). 
/.  de  chir.,  1921,  xviii,  449. 

The  author  confined  his  studies  to  the  external 
parathyroid  glands.  The  internal  parathyroid 
glandules  are  an  integral  part  of  the  thyroid  gland 
and  have  their  origin  in  the  branchial  clefts.  In 
animals  these  glandules  are  present  as  distinct  bodies, 
but  in  man  this  is  not  true.  The  superior  parathy- 
roids in  man  probably  represent  the  internal  para- 
thyroids of  the  lower  animals.  Anatomical  dis- 
sections were  made  to  demonstrate  the  exact  re- 
lationship of  the  parathyroids,  and  X-ray  studies 
were   made   of   the    material    to    show   the   exact 


course  and  extent  of  the  arteries  supplying  the 
glandules. 

If  the  inferior  thyroid  artery  is  followed  to  its 
terminal  ramifications,  the  parathyroids  are  found 
lying  in  the  middle  of  a  small  tag  of  fatty  tissue  on 
the  posterior  surface  of  the  lateral  lobe  of  the  thy- 
roid gland.  On  each  side  are  one  or  two  glands 
attached  to  a  small  pedicle.  The  parathyroids  lie 
in  a  zone  considered  dangerous  from  a  surgical 
standpoint  because  of  the  proximity  of  the  recur- 
rent laryngeal  nerve  and  the  inferior  thyroid 
artery. 

This  zone,  or  more  accurately,  the  thyroid  space, 
is  bounded  on  one  side  by  the  thyroid  gland  and  on 
the  other  by  the  aponeurosis.  The  finger  may  be 
swept  around  it  to  a  point  where  the  thyroid  is  in 
contact  with  the  trachea  and  larynx.  This  space, 
which  is  closed  above  and  below,  contains  the  sterno- 
thyroid muscle.  Here  lie  the  parathyroid  glands 
outside  the  capsule  proper  of  the  thyroid  gland  and 
outside  the  superficial  vessels  ramifying  upon  the 
capsule.  Only  once  were  the  parathyroids  found 
upon  the  anterior  surface  of  the  thyroid  gland. 
When  two  glandules  are  present  upon  each  side  they 
lie  in  a  vertical  line.  They  vary  in  size  from  that  of 
a  grain  of  coflfee  to  that  of  a  cherry.  They  are  some- 
what flattened  and  oval,  and  at  times  have  a  pointed 
extremity.  Their  surface  is  usually  smooth  but 
occasionally  may  be  lobulated.  Their  color  is  that 
of  the  normal  thyroid  gland.  They  are  distinctly 
encapsulated  and  have  numerous  small  vessels 
coursing  upon  their  surface  beneath  the  capsule. 
Because  of  their  constant  presence  and  size,  the 
inferior  parathyroid  glandules  must  be  called  the 
principal  organs  and  the  superior  glandules  desig- 
nated as  accessories.  Four  glandules  were  found  in 
five  of  fifteen  specimens;  two,  in  seven;  and  three 
in  three  specimens. 

Each  parathyroid  is  supplied  by  a  special  artery. 
The  vessel  appears  very  large  as  compared  with  the 
glands.  The  inferior  parathyroid  artery  is  generally 
a  terminal  branch  of  the  inferior  thyroid  as  the 
latter  ramifies  upon  the  surface  of  the  gland.  The 
superior  parathyroid  vessel  is  very  small  and  diffi- 
cult to  study.  In  rare  cases  it  represents  a  terminal 
branch  of  the  superior  thyroid  artery.  More  com- 
monly, however,  it  is  a  branch  of  the  inferior  thy- 
roid. Thus  the  entire  blood  supply  of  the  superior 
and  inferior  parathyroids  is  dependent  upon  the 
inferior  thyroid  artery,  but  the  circulation  of  the 
thyroid  and  parathyroid  glands  is  entirely  distinct 
and  independent.  There  are  no  vessels  extending 
from  the  thyroid  gland  to  the  parathyroids. 

During  thyroidectomy  it  is  necessary  to  preserve 
the  parathyroids  in  order  to  prevent  parathyroid 
tetany.  In  performing  thyroidectomy  the  author 
believes  it  is  absolutely  essential  to  save  the  posterior 
wall  of  the  capsule  as  well  as  a  portion  of  the  gland 
at  both  the  superior  and  inferior  poles.  In  difficult 
enucleations  and  resections  prophylactic  ligation 
of  the  inferior  thyroid  artery  facilitates  surgical 
intervention.    In  simple  enucleation  it  is  useless. 
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Ligation  of  the  inferior  thyroid  vessel  within  the 
true  capsule  of  the  thyroid  gland  or  within  the 
thyroid  space  endangers  the  parathyroids.  Lorin 
advises  traversing  the  sternomastoid  and  sterno- 
hyoid spaces  in  ligating  the  inferior  thyroid.    The 


perithyroid  fascia  should  not  be  disturbed.  In  order 
to  insure  complete  vascularization  of  the  parathy- 
roids in  performing  multiple  ligations  it  is  necessary 
to  conserve  one  thyroid  artery  and  one  of  the  four 
poles.  Loyal  E.  Davis,  M.D. 
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CHEST  WALL  AND  BREAST 

Taylor,  W.  H.,  and  Taylor,  N.  B.:  Tidal  Irrigation 
of  Wounds  by  Means  of  Liquid-Tight  Closure, 
with  Special  Reference  to  the  Treatment  of 
Empyema  of  the  Thorax.  J.  Am.  M.  Ass., 
1921,  Ixxvii,  1393. 

Tidal  irrigation  is  produced  by  the  alternation  of 
positive  and  negative  pressure  in  the  wound.  The 
apparatus  consists  of  a  rubber  cap  resembling  in 
some  respects  a  tam-o'shanter.  Two  tubes  issue 
from  its  cover,  one  being  connected  with  a  reservoir 
of  fluid  above,  and  the  other  leading  to  a  waste  pail. 
Each  of  these  tubes  is  provided  with  a  clip.  The 
cap  is  bandaged  in  position  so  that  its  interior  and 
the  interior  of  the  wound  form  one  cavity  which 
is  liquid-tight.  To  obtain  positive  pressure  in  the 
wound  the  clip  on  the  tube  leading  from  the  re- 
servoir is  opened  and  the  clip  on  the  tube  leading  to 
the  waste  pail  is  closed.  Negative  pressure  is  ob- 
tained by  reversing  these  manipulations. 

The  authors  report  one  of  a  series  of  eight  cases  of 
chronic  empyema  treated  by  this  method.  A  5 
per  cent  sodium  chloride  solution  was  used.  Spon- 
taneous closure  resulted  in  all  cases  in  from  four 
to  six  weeks.  In  a  case  rep)ortcd  in  this  article 
spontaneous  closure  occurred  in  spite  of  the  fact  that 
a  large  pneumothorax  persisted  on  the  affected  side. 
This  cavity  remained  sterile  and  when  the  patient 
was  seen  about  half  a  year  later  had  not  become 
appreciably  reduced.  The  authors  claim  that  the 
method  described  constitutes  an  improvement  over 
other  negative  pressure  methods  in  that  it  is  simple 
and  clean,  it  liquifies  the  contents  of  the  cavity 
completely,  it  reaches  all  points  of  the  cavity,  and 
it  can  be  employed  following  cither  rib  resection  or 
intercostal  puncture.         Ralph  B.  Bettuan,  M.D. 

Percy,  J.  F.:  A  New  and  Advanced  Surgical  Treat- 
ment for  Breast  Cancer.  Surg.,  Gyncc.  fir  Obst.. 
1921,  xxxiii,  417. 

To  improve  the  results  of  operations  for  cancer  of 
the  breast  Percy  makes  the  following  suggestions: 

I.  That  only  the  hot  knife  be  used  in  the  removal 
of  breast  carcinoma,  including  a  complete  dissection 
of  the  axilla.  The  unheated  knife  does  not  devitalize 
any  of  the  malignancy  it  does  not  remove.  The  hot 
knife  does.  The  cold  knife  does  not  spoil  the  soil 
for  the  further  development  of  cancer.  The  hot 
knife  does.  The  knife  unfortified  by  heat  vaccinates 
into  new  areas  the  cancer  it  touches.  The  hot  knife 
does  not.  The  cold  knife  stimulates  the  growth  of 
the  unremoved  cancer  cells.  With  the  hot  knife  this 
is  impossible. 


2.  That  in  the  advanced  type  of  case  no  attempt 
be  made  to  preserve  or  secure  skin  flaps. 

3.  That  the  skin  around  the  denuded  area  (left 
without  flaps  when  the  breast  and  axillary  glands 
are  removed)  be  undermined  from  2  to  4  in.  with 
the  hot  knife. 

4.  That  in  the  after-treatment,  besides  the  use  of 
Dakin's  solution,  the  arm  on  the  side  operated  upon 
be  maintained  in  an  elevated  position  with  the  fore- 
arm resting  on  the  top  of  the  head  until  practically 
the  entire  surface  denuded  by  the  hot  knife  is  covered 
with  new  skin. 

5.  That  vigorous  daily  massage  and  forcible 
movement  of  the  skin  and  arm  adjacent  to  the 
denuded  area  be  instituted  as  soon  as  granulations 
have  begun  to  apf>ear. 

6.  That  only  cases  in  which  an  inaccessible 
metastasis  has  developed  should  be  regarded  as 
inoperable  by  the  heat  technique. 

J.  D.  Ellis,  M.D. 

Halsted,  W.  S.:  The  Swelling  of  the  Arm  After 
Operations  for  Cancer  of  the  Breast— Ele- 
phantiasis Chirurgica — Its  Cause  and  Preven- 
tion.  Bull.  Johns  Hopkins  Hasp.,  1931,  xxxii,  309. 

(Edema  following  operative  blocking  of  the 
lymphatics  is  seen  most  frequently  after  the  radical 
operation  for  cancer  of  the  breast.  The  suggestion 
has  been  made  that  the  hard  swellings  developing 
late  after  operations  are  due  to  lymphatic  blocking, 
while  the  soft  oedema  which  comes  on  more  prompt- 
ly is  due  to  venous  obstruction.  Such  obstruction  is 
undoubtedly  a  cause,  but  the  author  believes  that 
infection  plays  a  large  part  in  determining  the 
amount  of  swelling  and  the  time  of  its  appearance. 
As  substantiating  this  theory  he  cites  the  case  of  a 
woman  who  had  no  postoperative  swelling  in  the 
arm  following  a  radical  op>eration  for  cancer  of  the 
breast  until  during  an  attack  of  influenza.  At  a 
second  operation  performed  soon  afterward  for  the 
removal  of  recurrent  glands  the  axillary  vein  was 
found  to  be  completely  occluded  by  nodules  which 
undoubtedly  had  been  present  before  the  time  of 
infection  and  before  the  swelling.  In  another  case 
postoperative  intermittent  swelling  of  the  arm 
appeared  only  when  the  arm  was  infected. 

Halsted  has  devised  an  operation  for  the  removal 
of  breast  cancer  whereby  the  lymphatics  are  not 
greatly  disturbed.  In  this  procedure  no  incision  is 
made  down  the  arm;  the  skin  at  the  upper  margin  of 
the  wound  is  tacked  with  fine  silk  sutures  to  the 
first  intercostal  muscle  and  fascia  so  as  to  raise  the 
axillary  fornix  as  high  as  desirable  and  eliminate  all 
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The  redundant  axillary  skin  is  drawn  up  Dy  me  nngers. 
The  skin  has  been  stitched  to  the  underlying  muscles  at 
the  margin  of  the  area  to  be  grafted,  the  apex  of  which 
corresponds  to  the  lower  border  of  the  first  rib. 

tension  on  the  skin  or  scar.  No  attempt  is  made  to 
pull  the  skin  margins  together.  Instead,  the  skin 
is  fastened  up  close  to  the  subclavian  vessels  and 
sometimes  even  around  them  so  as  to  leave  no  dead 
spaces  underneath.  The  uncovered  area  is  then 
filled  with  skin  grafts. 

During  the  past  eleven  years  of  its  use  the  results 
of  this  operation  have  been  good.  There  has  been 
no  immediate  swelling  of  any  importance  and 
necrosis  has  usually  been  absent.  The  later  oedema 
also  has  been  largely  obviated. 

In  experiments  on  dogs  oedema  has  not  been  pro- 
duced by  interruption  of  venous  and  lympathic 
channels. 

The  most  common  cause  of  postoperative  swelling 
as  shown  in  the  authors'  clinic  is  recurrence  of  the 
malignancy,  but  he  reiterates  his  belief  that  infec- 
tion is  very  frequently  the  underlying  cause  of 
cedema.  Such  swelling  might  be  called  "surgical 
elephantiasis  (elephantiasis  chirurgica)." 

Streptococcal  infection  is  favored  by  lymphatic 
obstruction.  Matas  has  shown  the  importance  of 
such  infection  in  the  production  of  elephantiasis 
and  elephantoid  conditions.  The  histopathologic 
elements  essential  for  the  picture  of  elephantiasis 
are: 

1.  A  mechanical  obstruction  or  blockade  of  the 
veins  and  lymphatics  of  the  region,  usually  an  obliter- 
ative  thrombophlebitis,  lymphangitis,  or  adenitis. 

2.  Hyperplasia  of  the  collagenous  connective 
tissue  of  the  hypoderm. 

3.  Gradual  disappearance  of  the  elastic  fibers  of 
the  skin. 


4.  The  presence  of  a  coagulable  dropsy  or  hard 
lymphcedema. 

5.  A  chronic  reticular  lymphangitis  caused  by 
secondary  and  repeated  invasion  of  pathogenic 
micro-organisms  of  the  streptococcal  type. 

The  author  summarizes  his  conclusions  as  follows: 

1.  (Edema  following  operations  for  cancer  of  the 
breast  is  caused  by  infection  superimposed  upon 
obstruction  of  the  lymphatic  and  venous  channels. 

2.  The  tension  and  blockade  of  these  channels 
can  be  largely  obviated  if  the  skin  is  not  stretched  to 
perform  the  plastic  operation. 

3.  Substitution  of  skin  grafting  and  the  tacking 
of  the  skin  to  the  underlying  tissues  will  allow  free 
movement  of  the  arm  and  prevent  obstruction. 

Marcus  H.  Hob.\rt,  M.D. 

TRACHEA  AND  LUNGS 

Priesel,  A.:  Primary  Carcinoma  of  an  Intratra- 
cheal Struma  (Primaeres  Carcinom  einer  intra- 
trachealen  Struma).  Monatsschr.  f.Ohrenh.,  i92i,lv, 
593- 

Primary  carcinoma  of  an  intratracheal  struma 
is  a  very  rare  condition.  The  author  reports  such  a 
case  in  a  man  56  years  of  age  who  had  suffered  for 
a  long  time  from  bronchitis  accompanied  by  the 
expectoration  of  blood,  pressure  on  the  right  side 
of  the  throat,  and  emaciation. 

At  the  time  of  the  patient's  admission  to  the  hos- 
pital he  had  marked  cyanosis  of  the  face,  stridant 
inspiration,  a  diffuse  bronchitis,  a  temperature  of 
39  degrees  C,  and  purulent,  bloody  sputum.  The 
clinical  diagnosis  was  bronchopneumonia  from  as- 
piration following  perforation  into  the  trachea  of 
a  high  oesophageal  carcinoma.  Laryngoscopic  ex- 
amination revealed  reddening  of  the  vocal  chords. 
Death  occurred  in  eight  days. 

Autopsy  disclosed  on  the  right  side  of  the  trachea 
a  whitish,  hard  swelling  j/a  cm.  high  and  3  cm. 
long  which  began  below  the  cricoid  cartilage, 
included  the  four  upper  tracheal  rings,  and  pressed 
the  oesophagus  to  the  left  and  backward.  The  thy- 
roid gland  was  enlarged  and  easily  separated  from 
the  swelling  in  the  trachea.  The  parathyroid 
glands  were  in  their  usual  position. 

A  cross-section  through  the  trachea  and  oesopha- 
gus revealed  a  lobulated  tumor  the  size  of  a  cherry 
which  pressed  into  the  trachea,  forming  a  crescent- 
shaped  cleft  and  leaving  a  free  passage  only  2 
mm.  wide.  The  portions  of  the  tumor  facing  the 
left  and  anterior  surfaces  of  the  tracheal  lumen 
showed  signs  of  extensive  haemorrhage. 

Histologic  examination  showed  the  growth  to  be 
a  carcinoma  of  an  aberrant  thyroid.  In  certain 
areas  there  was  old  thyroid  tissue  with  thick  colloid 
which  took  a  deep  stain  and  an  increased  hyalin 
infiltration.  In  other  areas  p>ortions  of  the  tumor 
were  seen  to  be  constructed  of  newer  tissue  which 
presented  both  colloid-forming  thyroid  tissue  and 
epithelial  formations.  Some  of  the  epithelial  form- 
ations proliferated  into  the  mucosa  from  the  nodules. 
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which  were  probably  of  purely  submucous  origin, 
and  others  had  begun  to  grow  into  the  older,  re- 
gressively  altered  tumor  parts  and  had  penetrated 
a  small  cyst  in  the  wall  of  the  trachea  which  was 
lined  with  ciliated  epithelium. 

Regarding  the  origin  of  the  growth  the  author 
states  that  he  is  of  the  opinion  that  it  was  a  defect 
in  the  embryonic  primordial  cells,  a  foetal  inclusion 
of  the  thyroid  gland.  In  this  he  agrees  with  the 
theory  of  Bruns  and  not  with  that  of  Paltauf  who 
attributes  sych  neoplasms  to  proliferation  of  thy- 
roid tissue  into  the  wall  of  the  trachea.  Bruns' 
hypothesis  is  supported  by  the  fact  that  in  the  sec- 
tion examined  histologically  a  small  cyst  lined  with 
ciliated  epithelium  and  not  in  contact  with  the  tra- 
cheal lumen  was  found  in  the  depth  of  the  new 
structure.  That  this  was  a  cyst  of  the  respira- 
tory tract  was  evidenced  by  the  presence  of  a  basal 
membrane.  Friedberg  (Z). 

Purcell,  C.  E.,  and  Acree,  J.  B.:  Membranous  Ob- 
struction of  the  Bronchi,  Clinicilly  Diphthe- 
ritic, with  Repeated  Removals  with  the  Bron- 
cho^icope  —  Recovery:  Apparently  Two  New 
Triumphs  for  Bronchoscopy.  Laryngoscope,  192 1, 
xx.\i,  704. 

Purcell  reports  the  case  of  a  child  on  whom  a 
tracheotomy  was  performed  for  laryngeal  obstruc- 
tion due  to  what  was  diagnosed  clinically  as  diph- 
theria. Following  the  tracheotomy  a  membranous 
exudate  occluded  the  bronchi.  This  was  removed 
through  the  bronchoscope  four  times.  Once  when 
the  child  was  apparently  dead  it  was  revived  by 
artificial  respiration  induced  through  the  broncho- 
scop>e.     Recovery  resulted. 

The  following  conclusions  are  drawn: 

1.  Tracheotomy  is  the  operation  of  choice  in 
laryngeal  stenosis  due  to  membranous  obstruction. 

2.  Stenosis  due  to  membranous  obstruction  be- 
low the  tracheal  wound  may  be  relieved  by  the  use 
of  the  bronchoscope. 

3.  If  there  is  no  laryngeal  stenosis  and  no  mem- 
brane within  the  larynx,  bronchoscopic  removal  may 
be  done  safely  through  the  mouth  and,  judging  from 
the  case  reported,  there  should  be  little  or  no 
reaction  from  bronchoscopic  removal  through  a 
tracheal  wound  if  it  is  done  gently  and  carefully. 

4.  In  general,  the  use  of  the  bronchoscope  is  in- 
dicated in  cases  of  even  moderate  cyanosis  unless  its 
cause  is  definitely  known. 

5.  The  use  of  the  bronchoscope  is  a  new  method 
of  relieving  apparently  hopeless  cases  of  asphyxia- 
tion in  children  with  membranous  obstruction  of 
the  trachea  or  bronchi.  O.  M.  Rorr,  M.D. 

Jackson,  C:  The  Prognosis  of  Foreign  Body  in 
the  Lung.  J .  Am.  M.  Ass.,  1921,  l.xxvii,  1178. 

The  author  reports  the  case  of  a  boy  aged  17  from 
whose  right  lung  he  removed  a  0.22  caliber  bullet 
which  had  been  embedded  for  fifteen  months.  The 
relation  of  the  bullet  to  the  bronchi  was  determined 
by  mapping  the  lung.  Comparison  with  transversely 


sectioned  specimens  showed  that  it  did  not  lie  near 
important  vessels.  In  the  preliminary  bronchoscopic 
examination  the  tissues  to  be  traversed  were  pinched 
in  order  to  cause  clotting  of  any  vessels  which  might 
bleed  later,  and  provision  was  made  for  the  pro- 
duction of  artificial  pneumothorax  in  case  it  should 
be  indicated  to  stop  haemorrhage.  Tamf)on  taF>es 
for  introduction  through  the  bronchoscope  were  also 
prepared.  Neither  of  these  precautions,  however, 
was  necessary. 

Under  the  guidance  of  a  double-plane  fluoroscope 
the  bullet  was  removed  in  thirty-five  minutes.  The 
patient  went  home  on  the  third  day.  The  author's 
conclusions  are  as  follows: 

The  prognosis  in  cases  of  unremoved  foreign 
bodies  in  the  lung  is  grave.  Removal  by  thoracot- 
omy is  extremely  serious,  but  bronchoscopic  removal 
is  successful  in  98  per  cent  of  the  cases.  The  risks  of 
a  very  rapid  and  careful  bronchoscopic  removal 
without  general  anaesthesia  are  almost  nil. 

In  Jackson's  case  there  was  no  haemorrhage  or 
fever,  and  the  patient  was  cured.  Bronchoscopic 
removal  is  necessarily  limited  to  foreign  bodies  whose 
smallest  diameter  is  less  than  half  that  of  the  main 
bronchus  of  the  invaded  lung.  Careful  lung  map- 
ping is  necessarv  to  prevent  fatal  haemorrhage. 

R.  C.  Webb,  M.D. 

Acevedo,  B.:  Two-Stage  Operations  for  Hydatid 
Cyst  of  the  Lung  (Dcs  interventions  en  deux  temps 
pour  kyste  hydatique  du  poumon).  Presse  mid., 
Par.,  192 1,  zxix,  843. 

There  are  three  operative  methods  for  the  treat- 
ment of  hydatid  cysts  of  the  lung:  (i)  pneumotomy 
after  surgical  pneumothorax,  (2)  pneumotomy  after 
pleuropulmonary  suture,  and  (3)  pneumotomy  after 
the  formation  of  plcuropleural  adhesions  according 
to  the  method  described  by  Lamas. 

Pneumotomy  after  surgical  pneumothorax  is  an 
excellent  operation  but  requires  the  use  of  a  general 
anaesthetic  and  often  gives  rise  to  serious  compli- 
cations. Pneumotomy  after  pleuropulmonary  su- 
ture is  a  step  toward  the  two-stage  operation.  The 
author  prefers  the  latter.  It  is  a  simple  procedure 
which  is  usually  followed  by  rapid  recovery.  Ace- 
vedo operates  under  regional  anaesthesia  induced 
without  adrenalin.  In  the  first  stage  of  Lamas' 
method  a  rib  or  two  is  resected  and  the  formation 
of  adhesions  between  the  parietal  pleura  and  visceral 
pleura  is  stimulated.  In  the  second  stage,  which  is 
undertaken  about  ten  days  after  the  first,  the  lung 
is  op>ened  through  the  adhesions,  the  membranes 
are  removed,  and  the  cyst  is  drained.  In  both  stages 
the  patient  is  placed  in  the  jockey  f>osition  devised 
by  Lamas,  his  body  being  bent  forward  and  his  legs 
hanging  at  the  sides  of  the  table  and  supported,  if 
desired,  by  stirrups. 

A  particular  advantage  of  the  two-stage  of>eration 
is  that  a  general  anaesthetic  is  unnecessary.  When 
done  in  one  stage,  the  removal  of  one  or  two  ribs, 
the  production  of  a  pneumothorax,  and  exposure  of 
the  lung  is  often  dangerous  because  of  complications. 
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For  the  removal  of  hydatid  cysts  of  the  hilum  of 
the  lung  the  author  believes  a  special  technique  is 
necessary.  If  they  are  small,  it  is  best  not  to  operate. 
In  certain  cases  Forlanini's  artificial  pneumothorax 
seems  to  be  indicated  to  produce  compression  of  the 
cyst  and  its  evacuation  by  vomiting. 

W.  A.  Brennan. 

PHARYNX  AND  (ESOPHAGUS 

Vinson,  P.  P. :  CEsophageal  Stricture  Following  the 
Vomiting  of  Pregnancy.  Stirg.,  Gynec.  6*  Obst., 
1921,  xxxili,  412. 

Six  cases  of  this  condition  have  been  observed  at 
the  Mayo  Clinic.  Most  of  the  patients  gave  a 
history  of  the  vomiting  of  pregnancy  followed  in  a 
few  days  or  weeks  by  pain  and  difficulty  on  deglu- 
tition. In  some  cases  the  contraction  increased 
until  a  stomach  tube  could  not  be  passed.  Not 
infrequently  the  vomitus  was  bloody  or  there  was 
melena.  Gastrostomies  had  been  performed  else- 
where or  were  done  at  the  Clinic  in  four  of  the  six 
cases  for  obstruction  or  haemorrhage.  One  patient 
died  following  gastrostomy  for  almost  complete 
obstruction.     Postmortem  examination  revealed  a 


lesion  at  the  cardiac  opening  of  the  stomach  which 
extended  upward  for  3  or  4  in.  The  oesophageal 
lining  was  hyperaemic  and  oedematous.  The  walls 
were  markedly  thickened,  indurated,  and  hyper- 
aemic. Behind  the  oesophagus  a  diffuse  area  of 
inflammation  and  a  small  amount  of  pus  were 
found. 

The  cases  all  showed  a  stricture  of  the  oesophagus, 
which  in  the  majority  was  near  the  cardia,  and  aU 
were  treated  by  gradual  dilatations  to  35  or  50  F. 
This  treatment  was  successful.  Dilatation  is  done 
at  their  homes  at  long  intervals. 

In  a  review  of  the  literature  no  mention  of  stric- 
ture following  the  vomiting  of  pregnancy  was  found. 
Many  cases  of  spontaneous  rupture  of  the  oesopha- 
gus following  prolonged  periods  of  vomiting  have 
been  reported,  and  it  is  very  probable  that  the 
strictures  in  this  series  were  due  to  the  same  causes. 
Whether  or  not  oesophagomalacia,  described  by 
Zenker  and  von  Ziemsen  in  1878,  is  responsible  for 
the  condition  is  debatable  as  all  of  their  cases  were 
those  of  males  who  had  induced  vomiting  over  long 
periods  of  time  and  they  made  no  reference  to  a 
similar  condition  in  females. 

O.  S.  Proctor,  M.D. 
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ABDOMINAL  WALL  AND  PERITONEUM 

Van  Zwalenburg,  C:  Final  Report  on  a  Case  of 
Radical  Operation  for  the  Cure  of  Double 
Obturator  Hernia;  Failure.  Surg. , Gynec.  &" Obst., 
1921,  xxxiii,  429. 

The  author  reports  a  case  of  double  obturator 
hernia  in  which  an  operation  he  performed  about 
eight  years  ago  completely  relieved  the  colic-like 
pain  for  six  or  seven  years.  Intense  pain  and  the 
symptoms  of  intestinal  obstruction  then  developed 
but  the  patient's  condition  did  not  warrant  a  second 
operation.  Death  resulted.  Autopsy  showed  a  loop 
of  ileum  firmly  incarcerated  in  the  sac  of  the  hernia 
into  the  obturator  foramen.  There  was  no  strangu- 
lation but  complete  obstruction. 

Frederick  Christopher,  M.D. 

Lienhardt,  B.:  The  Ether  Treatment  of  Peri- 
tonitis (Die  Aetherbehandlung  der  Peritonitis). 
Schweiz.  med.  Wcknschr.,  1921,  li,  674. 

This  article  is  a  critical  review  of  cases  reported 
in  the  literature  and  twenty-two  cases  treated  by  the 
author.  Pure  ether  has  a  very  favorable  effect  on 
peritonitis.  In  10 1  cases  it  decreased  the  mortality, 
which  is  usually  over  40  per  cent,  to  27.7  per 
cent.  Its  action  is  chiefly  local,  causing  a  re- 
active inflammation,  exudation,  the  production  of 
immune  bodies,  and  thus  destruction  of  the  bac- 
teria. 

A  cause  for  prejudice  against  the  method  is  the 
fact  that  relatively  often  an  adhesion  ileus  follows 
its  use.    The  constitutional  effect  of  the  treatment 


is  a  postoperative  analgesia  and  probably  also  a  de- 
crease in  the  temperature  and  increased  leucocytosis. 
The  author  lays  emphasis  on  the  dosage  of  ether 
(maximum  100.  gm.)  on  account  of  the  danger  of 
collapse,  especially  in  the  cases  of  children.  He  holds 
that  the  ether  treatment  should  be  reserved  for  only 
the  very  severe  cases  and  should  not  be  used  as  a 
prophylactic  measure.  The  combination  of  ether 
with  camphorated  oil  is  not  warranted. 

DUMO>fT  (Z). 

GASTRO-INTESTINAL  TRACT 

Balfour,  D.  C:    Surgical  Management  of  Gastric 
Ulcers.    Ann.  Surg.,  1921,  Ixxiv,  449. 

The  observations  in  this  article  are  based  on  the 
results  of  surgical  treatment  in  826  cases  of  gastric 
ulcer  in  the  Mayo  Clinic  between  January,  1913, 
and  January,  1920,  and  are  intended  to  point  out, 
as  specifically  as  possible,  the  relative  merits  of 
surgical  measures  of  proved  value  and  some  of  the 
indications  for  the  selection  of  these  methods. 

Although  satisfactory  results  are  obtained  in 
from  70  to  80  per  cent  of  cases  of  chronic  gastric 
ulcer  in  which  operation  is  performed,  the  author 
predicts  better  results  when  more  attention  is  paid 
to  the  eradication  of  focal  infection  and  the  employ- 
ment of  postoperative  dietary  and  therapeutic 
management. 

There  are  four  main  considerations  on  which  the 
value  of  any  operation  for  chronic  gastric  ulcer 
should  be  judged:  (i)  simplicity,  (2)  applicability, 
(3)  immediate  results,  and  (4)  ultimate  results. 
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The  simplicity  of  an  operation  depends  on  the 
ease  with  which  it  can  be  performed  and  the  sound- 
ness of  the  principles  on  which  it  is  based.  In  the 
author's  experience  gastro-enterostomy  alone,  or 
preferably,  combined  with  cautery  excision  of  the 
ulcers  fulfills  these  requirements  best.  Partial 
gastrectomy,  particularly  when  combined  with 
gastrojejunostomy  in  "Y,"  is  primarily  at  a  serious 
disadvantage  as  the  chances  of  mishap  during  its 
performance  are  too  many  to  warrant  adoption  of 
the  operation  by  any  but  the  most  skilled  and 
experienced  surgeons. 

When  gastro-enterostomy  is  indicated  there  are 
fewer  obstacles  to  its  performance  than  to  that  of 
any  other  form  of  operation.  During  the  past  seven 
years  it  has  been  used  in  the  Mayo  Clinic  in  82  f>er 
cent  of  operations  for  gastric  ulcer,  excluding  gastric 
resection. 

All  operations  for  gastric  ulcer  have  been  so  F>er- 
fected  that  immediate  convalescence  is  rarely  dis- 
turbed, and  complications,  such  as  haemorrhage, 
vomiting,  and  mechanical  difTiculties  at  the  anas- 
tomosis, have  been  practically  eliminated.  The 
average  mortality  for  all  types  of  gastric  ulcer,  acute, 
perforating,  and  chronic,  for  the  past  five  years  has 
been  2.qq  per  cent.  Partial  gastrectomy  has  been 
attended  with  a  much  higher  mortality,  but  has 
been  employed  only  in  cases  of  ulcers  with  serious 
complications  or  suspected  malignancy. 

It  is  chiefly  in  relation  to  the  ultimate  results  that 
the  plea  is  made  for  more  radical  surgery  than 
gastro-enterostomy,  and  the  question  is  mainly 
whether  or  not  the  disadvantages  of  gastric  resec- 
tion, particularly  its  greater  difficulty  and  higher 
immediate  mortality,  are  outweighed  by  any 
superior  ultimate  results. 

The  ultimate  results  may  be  considered  under 
three  headings:  (i)  relief  of  symptoms,  (2)  protec- 
tion against  the  recurrence  of  the  ulcer  or  the 
formation  of  a  new  ulcer,  and  (3)  protection  against 
the  development  of  cancer.  Patients  who  have  had 
relief  for  a  year  after  operation  are  very  unlikely  to 
have  a  recurrence.  A  few  who  have  been  com- 
pletely relieved  of  their  symptoms  may  suffer  from 
gastric  haemorrhages  at  a  later  period;  this  tendency 
is  greatest  in  those  who  reported  haemorrhage 
previous  to  operation.  In  view  of  this  fact  it  is 
imperative  to  deal  radically  with  the  bleeding  typ>e 
of  ulcer.  Of  the  patients  who  did  not  obtain  a  com- 
pletely satisfactory  result  from  operation,  very  few 
have  not  obtained  a  greater  measure  of  relief  than 
they  had  secured  from  previous  medical  treatment. 
Protection  against  recurrence  can  best  be  afforded 
by  thorough  eradication  of  all  septic  foci  and  by 
proper  postoperative  dietary  and  therapeutic 
measures. 

Cancer  has  been  known  to  develop  during  a 
seven-year  period  in  thirty-three  of  79Q  cases  of 
gastric  ulcer  in  which  operation  had  been  performed 
in  the  Mayo  Clinic.  This  condition  developed  after 
every  type  of  operation  and  apparently  with  no  less 
frequency  following  partial  gastrectomy  than  fol- 


lowing knife'  or  cautery  excision  and  gastro-enteros- 
tomy. No  of)eration  for  gastric  ulcer  will  give 
absolute  assurance  that  the  patient  will  not  die  from 
gastric  cancer.  This  entire  question  of  subsequent 
results  in  relation  to  the  different  operations  needs 
continued  study. 

Ulcers  of  the  lesser  curvature,  including  those 
closely  associated  with  the  lesser  curvature  on  the 
anterior  or  posterior  wall,  comprise  almost  go  per 
cent  of  all  gastric  ulcers.  According  to  the  experience 
at  the  Mayo  Clinic,  small  ulcers  of  the  lesser  curva- 
ture— that  is,  ulcers  with  craters  less  than  i  cm.  in 
diameter — are  best  managed  by  cautery  excision 
and  gastro-enterostomy.  Satisfactory  results  are 
obtained  in  more  than  80  per  cent  of  cases  and  the 
operative  mortality  is  only  i  .8  f>er  cent.  Because  of 
the  technical  difficulties,  because  the  amount  of 
healthy  stomach  removed  is  out  of  all  proportion  to 
the  size  of  the  ulcer,  and  because  of  the  efficiency  of 
cautery  excision  combined  with  gastro-enterostomy, 
gastric  resection  is  certainly  not  warranted  for 
small  high-lying  ulcers. 

Ulcers  larger  than  2  cm.  in  diameter  with  exten- 
sive induration  and  adhesions  and  indications  of 
possible  malignancy  require  radically  different 
treatment.  The  best  surgical  management  of  these 
cases  is  gastric  resection  when  proof  of  malignancy 
is  established;  gastric  resection,  if  it  can  be  per- 
formed without  an  abnormally  high  mortality,  when 
there  is  strong  suspicion  of  malignant  degeneration; 
radical  cautery  excision  and  gastro-enterostomy  if 
the  resection  cannot  be  performed  without  an 
abnormally  high  mortality;  and  cautery  excision 
and  gastro-enterostomy  in  all  other  cases  except 
those  of  ulcer  so  near  the  cardia  that  access  is  too 
difficult.  In  the  latter,  gastro-enterostomy  alone 
will  often  give  surprisingly  good  results.  In  cases  of 
very  extensive  ulcer  the  value  of  jejunostomy  should 
be  remembered. 

Ten  per  cent  of  gastric  ulcers  occur  on  the  posterior 
wall,  and  75  p>er  cent  of  these  arc  in  the  pars  media. 
The  technical  difficulties  of  treatment  are  much 
greater  and  the  results  less  favorable  in  this  tyf)e  of 
ulcer.  The  stomach  and  the  pancreas  must  be 
separated.  This  is  accomplished  by  various  ap- 
proaches, such  as  the  transgastric,  through  the 
gastrohepatic  omentum,  or  through  the  transverse 
mesocolon.  W.  J.  Mayo  has  recently  stated  his 
preference  for  the  gastrohepatic  route.  After  the 
ulcer  has  been  separated  and  specimens  have  been 
removed  for  microscopic  examination  the  edges  of 
the  opening  in  the  stomach  should  be  removed  with 
the  cautery,  the  raw  surfaces  of  the  pancreas  seared, 
the  opening  in  the  stomach  closed,  and  a  gastro- 
enterostomy performed.  Pyloric  resection  is  done 
when  posterior  ulcers  are  near  the  pylorus. 

Ulcers  of  the  anterior  wall  constitute  only  i  per 
cent  of  gastric  ulcers.  If  small,  they  can  be  excised 
primarily  with  the  knife  or  cautery;  if  near  the 
pylorus,,  pyloroplasty  may  be  done.  For  large  ulcers 
of  the  anterior  wall  near  the  pylorus  pylorectomy  is 
justified,  but  it  should  be  remembered  that  these 
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"pyloric"  ulcers  are  almost  always  duodenal  and 
hence  not  subject  to  malignant  changes. 

The  indications  outlined  for  the  choice  of  opera- 
tion are  necessarily  general,  but  are  based  on  a  care- 
ful study  of  the  results  of  operation  for  826  gastric 
ulcers  in  the  Mayo  Clinic  during  a  seven-year  period. 
It  seems  quite  safe  to  conclude  that  there  is  every 
justification  for  adhering  to  the  practice  of  excising 
the  benign  gastric  ulcer,  preferably  by  means  of  the 
cautery,  and  combining  a  gastro-enterostomy  with 
the  excision.  The  results  reviewed  do  not  indicate 
that  more  radical  treatment,  gastric  resection,  is 
preferable  in  any  considerable  percentage  of  cases 
of  non-malignant  ulcers.  It  is  encouraging  to  note 
that  85  per  cent  of  the  patients  in  this  series  were 
traced.  More  than  70  per  cent  report  complete 
relief;  10  per  cent,  improvement;  and  4  per  cent, 
no  relief.  L.  H.  Fowler,  M.D. 

Eusterman,  G.  B. :  Diagnostic  and  Therapeutic 
Aspects  of  Late  Sequelse  of  Gastric  Surgery: 
Observations  Based  on  6,400  Operations  for 
Chronic  Gastric  and  Duodenal  Ulcers.   /.  Am. 

M.  Ass.,  192 1,  Ixxvii,  1246. 

In  this  article  the  factors  are  considered  which 
contribute  to  failure  or  success  in  the  surgical  treat- 
ment of  chronic  benign  juxtapyloric  lesions.  As 
about  70  per  cent  of  all  ulcers  are  duodenal  and 
about  65  per  cent  of  all  gastric  ulcers  are  at  or  near 
the  pylorus  and  on  the  lesser  curvature,  posterior 
gastrojejunostomy,  with  or  without  cautery  or 
knife  excision,  has  been  the  usual  operative  proce- 
dure at  the  Mayo  Clinic. 

Moynihan  gives  as  the  chief  causes  of  failure : 

1.  The  performance  of  a  gastro-enterostomy  in 
the  absence  of  an  intrinsic  lesion  of  the  stomach  or 
duodenum. 

2.  Faulty  technique  causing  obstruction,  too 
small  a  stoma,  or  too  long  a  jejunal  loop. 

3.  Lack  of  thoroughness  in  operating,  such  as 
neglecting  to  remove  a  diseased  gall-bladder  or 
appendix  or  failure  to  deal  directly  with  an  ulcer- 
bearing  area  when  circumstances  warrant  it. 

4.  The  formation  of  a  new  ulcer  at  or  beyond  the 
stoma,  reactivation  of  a  partially  healed  or  un- 
healed ulcer,  or  carcinomatous  changes  in  a  gastric 
ulcer  not  removed  at  the  primar}'  operation. 

The  author  divides  the  patients  whose  cases  are 
reviewed  into  two  groups: 

Group  I.  Almost  all  of  those  belonging  to  this 
group  had  been  operated  on  elsewhere  and  their 
recurring  symptoms  were  due  to:  (i)  operation  in 
the  absence  of  a  lesion,  (2)  a  technical  error,  (3) 
gastrojejunal  or  jejunal  ulcer.'  Secondary  operations 
for  the  removal  of  such  lesions  were  performed  in 
forty-four  cases. 

In  the  cases  of  patients  operated  on  elsewhere  the 
diagnosis  presents  the  most  difficult  problem  because 
of:  (i)  the  lack  of  authentic  operative  or  pre- 
operative data,  (2)  the  possibility  that  the  recur- 
ring symptoms  are  due  to  an  original  functional  or 
nervous  cause,  and  (3)  the  difl&culty  of  determining 


postoperative    complications    accurately    by    the 
roentgen  ray. 

Group  2.  The  patients  in  this  group  had  demon- 
strable lesions  of  the  gastroduodenal  area  which 
were  corrected  at  secondary  operations.  Of  a  total 
of  6,402  operations  of  all  types  for  benign  ulcers  228 
were  secondary.  There  were  4,793  posterior  gastro- 
jejunostomies alone. 

Gastrojejunal  or  jejunal  ulcer  necessitated  sec- 
ondary operation  in  the  cases  of  fifty-seven  patients, 
forty-nine  of  whom  were  males.  Pain  was  located  on 
the  left  side  and  lower  than  before  operation. 
Eighty-eight  per  cent  of  these  patients  had  a  recur- 
rence of  symptoms  within  one  year  following  the 
primary  operation.  The  formation  of  a  new  ulcer 
at  or  near  the  site  of  the  original  ulcer  was  the 
occasion  for  a  secondary  operation  in  twenty-one 
cases.  Seventy  per  cent  of  the  patients  of  this 
group  had  recurrence  of  symptoms  within  one  year 
and  eight  months.  The  majority  of  recurring  ulcers 
followed  excision  or  pyloroplasty  alone. 

Carcinoma  developing  on  benign  gastric  ulcer 
treated  by  gastro-enterostomy  alone  was  found  at 
secondary  operation  in  twenty-three  cases.  This 
was  previous  to  the  present  almost  routine  use  of 
the  Balfour  cautery  or  knife  excision  combined 
with  gastro-enterostomy. 

Answers  to  questionnaires  sent  to  2,400  patients 
showed  that  88  per  cent  have  been  cured  or  greatly 
benefited.  Deaver  has  recently  reported  cures  in  90 
per  cent  following  operation  for  duodenal  ulcer. 
In  order  to  maintain  these  percentages  the  surgeon 
must  continue  to  be  conservative  in  accepting  the 
young  male  adult  with  active  gastric  chemism  and 
the  psychoneurotic  ulcer-bearing  patient  if  intensive 
medical  management  can  be  the  alternative. 

In  the  author's  experience  the  end-results  of 
several  hundred  well-executed  pyloroplasties  have 
not  been  good,  while  the  results  following  gastro- 
enterostomy have  been  very  favorable. 

In  conclusion  Eusterman  urges  greater  co-opera- 
tion between  the  internist  and  the  surgeon  in  order 
to  secure  the  greatest  benefit  for  ulcer-bearing 
patients.  In  the  Mayo  Clinic  the  surgeons  leave  the 
pre-operative  preparation  and  the  details  of  the 
immediate  and  later  postoperative  dietetics,  alkaline 
therapy,  removal  of  foci  of  infection,  and  regulation 
of  the  patient's  future  life  to  the  clinicians. 

L.  H.  FowxER,  M.D. 

Finney,  J.  M.  T.,  and  Friedenwald,  J.:  Pyloro- 
soasm  in  Adults:  Its  Medical  and  Surgical 
Treatment.    Am.J.M.Sc,  1921,  clx.xi,  469. 

The  authors  review  the  experimental  work  which 
has  been  done  with  regard  to  pylorospasm  and  dis- 
cuss the  diagnosis  and  treatment  of  the  condition. 
Eleven  interesting  cases  representing  the  different 
forms  of  the  malady  are  reported. 

Pylorospasm  is  a  complex  nervous  phenomenon 
the  exact  etiology  of  which  has  not  been  satisfactor- 
ily established.  Experiments  have  shown  that  it 
may  be  produced  in  rabbits  by  stimulating  the  vagus 
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nerve  and  inhibited  by  stimulating  the  splanchnic 
nerves.  That  there  is  a  definite  association  between 
this  condition  and  the  endocrine  system  is  indicated 
by  the  fact  that  the  spasm  may  be  brought  about 
by  injecting  certain  extracts  of  the  thyroid  and  the 
parathyroids,  and  inhibited  by  injecting  an  extract 
from  the  adrenals.  On  the  other  hand  there  is  little 
question  that  changes  in  tonus  or  peristalsis  are  of 
great  importance  in  the  production  of  this  phenom- 
enon. 

Pylorospasrfi  is  of  three  types:  the  neurotic,  the 
irritative,  and  the  reflex.  In  the  majority  of  cases 
it  is  secondary  to  some  irritative  lesion  in  the  stom- 
ach or  is  a  reflex  from  disease  of  some  other  organ. 
Many  of  these  cases  are  promptly  and  completely 
relieved  by  removal  of  the  cause,  such  as  an  inflamed 
appendix  or  gall-stones. 

The  condition  can  usually  be  recognized  clinically 
by  a  careful  study  of  the  case.  As  a  rule,  slight  if 
any  pathologic  changes  can  be  demonstrated  about 
the  pylorus  at  operation  as  the  general  anaesthetic 
usually  relaxes  the  pyloric  spasm  completely.  In  the 
advanced  cases  various  grades  of  hypertrophy  in  the 
pylorus  and  the  pyloric  antrum  of  the  stomach  may 
be  observed. 

The  symptoms  of  pylorospasm  are  rather  charac- 
teristic. They  consist  of  hunger  pains  appearing  two 
or  three  hours  after  meals,  which  are  relieved  by 
emptying  the  stomach  and  by  the  ingestion  of  food ; 
contractions  of  the  stomach  leading  to  tumor  form- 
ation, which  disappear  as  the  spasm  relaxes;  and 
symptoms  of  intermittent  stagnation  and  hyper- 
acidity. 

The  greatest  aid  in  the  diagnosis  is  the  X-ray.  By 
this  means  the  nervous  as  well  as  the  organic  forms 
may  usually  be  differentiated. 

In  the  treatment  of  the  condition  medical  meas- 
ures should  always  be  given  a  careful  trial.  If  it  is 
secondary  to  other  abdominal  conditions  the  pri- 
mary disorder  should  be  overcome  as  far  as  possible 
bQfore  treatment  is  directed  toward  the  spasm.  The 
primary  neurasthenia  is  overcome  most  satisfactorily 
by  dietetic  and  hygienic  measures.  During  an  attack 
the  best  results  are  obtained  by  lavage  of  the  stom- 
ach followed  by  hypodermic  injections  of  morphine 
and  atropine.  The  drug  most  useful  in  the  treatment 
of  this  affection  is  atropine  given  in  full  doses.  When 
medical  measures  fail,  pyloroplasty  is  theoretically 
the  operation  of  choice  and  gives  most  satisfactory 
results.  Frederick  Christopher,  M.D. 

Gordon-Taylor,  G.,  and  Berry,  J.:  The  Diagnosis 
and  Treatment  of  Injuries  of  the  Intestines. 

Brit.  M.J.,  1921,  ii,  639. 

This  paper  is  a  very  comprehensive  summary 
of  the  application  to  civil  practice  of  the  accepted 
teachings  of  the  late  war  with  regard  to  the  treat- 
ment of  wounds  of  the  intestines. 

The  authors  are  agreed  regarding  the  value  of 
early  diagnosis  and  early  laparotomy,  suture  in 
preference  to  resection  when  possible,  and  local 
sponging  rather  than  irrigation. 


There  are  three  types  of  intestinal  injury  due  to 
external  violence  without  p>enetration:  (i)  primary 
rupture  of  the  entire  thickness  of  the  bowel  wall, 
(2)  secondary  rupture,  and  (3)  rupture  complicated 
by  other  severe  internal  injury.  The  diagnosis  of 
intestinal  lesion  rests  on  a  careful  consideration  of  all 
the  facts  and  such  a  case  should  be  considered  as  a 
fKJSsibly  severe  intestinal  injury. 

The  symptoms  may  vary  in  their  order  of  appear- 
ance. Abdominal  pain  with  or  without  marked 
tenderness  is  prominent.  Rigidity,  vomiting,  a 
rising  pulse,  and  shock  may  be  noted.  Berry 
emphasizes  the  fact  that  some  physicians  are 
inclined  to  await  the  appearance  of  later  signs  such 
as  a  rising  pulse,  distension,  the  presence  of  gas  or 
fluid  in  the  abdomen,  or  the  absence  of  liver  dull- 
ness. Makins  lays  stress  on  the  significance  of 
localized  tenderness,  and  Moynihan  calls  attention 
to  the  value  of  Claybrook's  sign,  transmission  of 
cardiac  and  respiratory  sounds  to  the  abdominal 
wall.  Cape  suspects  an  intestinal  injury  in  a  restless 
or  listless  patient  with  a  rising  pulse  even  if  pain  is 
absent.  Berry  believes  that  the  diagnosis  could  and 
should  be  made  earlier. 

The  most  common  cause  of  intestinal  injuries  is 
crushing,  and  the  most  common  site  of  the  lesion  is 
in  the  jejunum  and  ileum.  The  vital  question  is 
whether  the  abdominal  lesion  is  sufficiently  severe 
to  demand  exploration.  As  the  early  protective 
contraction  of  the  gut  tends  to  prevent  leakage, 
shock  may  be  delayed. 

The  treatment  advocated  is  early  rapid  explora- 
tion, preferably  under  local  anxsthesia,  with  trans- 
fusion as  a  suppwrtive  measure  if  indicated.  If  the 
soiling  is  localized,  dry  sponging  and  closure  with- 
out drainage  are  best,  but  if  soiling  is  diffuse,  a 
weak  solution  of  flavine  may  be  employed  in  the 
cleansing. 

Taylor  discusses  the  experience  of  surgeons  in 
dealing  with  penetrating  wounds  of  the  intestines 
at  the  casualty  clearing  stations  during  the  war. 
Previous  experience  had  led  primarily  to  non- 
operative  treatment  but  in  191 5  Richards  demon- 
strated that  exploration  is  the  only  logical  measure 
and  his  opinion  was  vindicated  in  the  latter  part 
of  the  war.  Simple  suture  is  advocated  unless: 
(i)  the  bowel  is  practically  destroyed,  (2)  there  are 
several  injuries  or  divisions  close  together,  (3)  there 
is  infarction  or  extensive  damage  to  the  mesentery, 
or  (4)  there  is  separation  from  the  mesentery  for 
more  than  an  inch  or  two. 

It  must  be  remembered  that  the  mortality  follow- 
ing resection  is  double  that  following  simple  suture, 
but  cases  in  which  resection  is  required  are  primarily 
of  a  graver  nature.  It  is  useless  to  try  to  "cobble  "  a 
devitalized  section  of  bowel  even  in  cases  of  pro- 
found shock. 

The  retroperitoneal  wound  of  the  large  bowel 
should  not  be  overlooked  as  it  leads  early  to  infec- 
tion of  the  cellular  tissue  and  a  fatal  issue.  Colos- 
tomy may  be  of  value  in  such  cases  if  performed 
early,  but  if  the  bowel  is  badly  damaged  and  infec- 
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tion  has  occurred,  resection  with  wide  removal  of 
the  area  and  drainage  is  the  only  solution.  Caecos- 
tomy  is  of  inestimable  value  in  resection  of  the  large 
bowel. 

Cases  in  which  multiple  resection  is  required  are 
in  themselves  often  graver  than  those  which  may 
be  treated  by  less  drastic  measures.  A  consider- 
able number  are  reported  in  the  statistics  of  civil 
practice. 

Injuries  of  the  duodenum  or  pancreas  and  of  the 
bladder  combined  with  an  intestinal  wound  are 
more  serious  than  those  of  the  ileum  or  jejunum. 
Wounds  of  the  jejunum  have  the  best  prognosis. 
Stab  wounds  in  civil  practice  are  probably  best 
explored  through  the  wound  after  disinfection,  but 
for  gunshot  wounds  an  adequate  median  or  para- 
median incision  should  be  used.  In  cases  of  wounds 
of  the  buttocks  or  thorax,  which  often  involve  the 
abdomen,  the  prognosis  depends  on  the  extent  of  the 
intra-abdominal  damage  done  by  the  missile  and  by 
the  bony  spicules  it  scattered.  A  type  of  injury 
called  a  "burst"  is  a  rupture  of  the  smaller  vessels 
to  the  bowel,  especially  the  more  fixed  portions  of 
the  large  intestine,  due  to  traction  caused  by  a  mis- 
sile passing  close  to  the  bowel.  Gangrenous  ulcera- 
tion of  the  mucosa  ensues,  with  infection  and  per- 
foration.   Such  injuries  require  resection. 

In  summing  up  the  question  of  prognosis,  Berry 
stresses  two  factors:  (i)  the  lapse  of  time  since  the 
injury,  and  (2)  the  amount  of  extravasation  of 
intestinal  contents.  He  describes  a  case  treated  one 
hundred  years  ago  to  show  the  fallacy  of  the  treat- 
ment advocated  at  that  time.      J.  W.  Ross,  M.D. 

Andrews,  E.  W. :    Duodenal  Diverticula.      /.   Am. 

M.  Ass.,  1921,  Ixxvii,  1309. 

Andrews  reviews  the  literature  and  history  of 
duodenal  diverticula.  He  divides  the  history  of  this 
condition  into  the  necropsy  period,  in  which  the 
condition  was  viewed  as  a  rare  and  interesting 
anatomical  deformity  whose  clinical  significance  was 
quite  unknown,  and  the  clinical  period  in  which 
evidence  was  brought  forward  to  show  that  these 
diverticula  are  important  factors  in  the  syndrome  of 
gastro-duodenal  ulcer. 

To  this  second  period,  or  perhaps  to  be  classed  as 
a  coming  third  period,  belongs  the  evolution  of  the 
operative  cure  of  the  condition  which  is  only  just 
beginning,  and  this  in  turn  seems  destined  to  involve 
rather  wider  problems  than  merely  operation  upon 
sacs  and  diverticula  as  the  pathology  is  often  as 
mixed  and  complex  as  the  etiology. 

Diverticula  are  usually  single  and  found  most 
often  near  the  papilla  of  Vater.  They  have  a  smooth 
lining  of  mucosa  with  Lieberkuehn  's  glands  covered 
by  a  submucosa  and  muscularis  and  B  runner's 
glands.  There  is  no  rupture  of  the  muscular  walls. 
Many  theories  are  advanced  for  the  formation  of 
these  diverticula.  The  author  states,  however,  that 
we  cannot  overlook  the  importance  of  inflammatory 
disease  and  round  ulcer  in  their  etiology  or  ignore 
their    frequency   near   the   head   of   the   pancreas 


where,  according  to  Kath,  the  musculature  is  weak- 
ened by  the  ducts  and  large  vessels  p)enetrating 
its  wall. 

Andrews  stresses  the  fact  that  the  surgeon  should 
make  his  own  fluoroscopic  examinations.  The  treat- 
ment is  surgical  but  to  date  no  standardized  tech- 
nique has  been  adopted.       H.  A.  McKnight,  M.D. 

Finsterer,  H. :  Operative  Treatment  of  Acute  Duo- 
denal Heemorrhages  Dangerous  to  Life.    Am. 

J.  Surg.,  1921,  XXXV,  319. 

Finsterer  believes  that  operation  should  be  per- 
formed during  the  first  twenty-four  hours  or  as  soon 
as  possible  in  even  the  most  severe  haemorrhage  of 
chronic  ulcers  p)enetrating  into  neighboring  organs, 
and  that  erosion  haemorrhages  can  never  be  checked 
so  positively  as  by  resection.  Acute  haemorrhage 
from  a  duodenal  ulcer  is  always  very  dangerous, 
and  fatal  complications  such  as  perforation  and 
exsanguination  may  never  be  avoided  with  certainty 
by  internal  treatment.  The  author  reports  35  cases 
op>erated  on  during  the  stage  of  most  severe  haemor- 
rhage. 

Ulcers  of  the  anterior  duodenal  wall  frequently 
bleed  from  one  vessel.  Pain  is  increased  and  the 
stools  are  often  black  several  days  before  the  per- 
foration. Hence  the  perforation  may  be  prevented 
by  early  operation.  In  some  cases  the  ulcer  may 
perforate  so  rapidly  that  only  immediate  operation 
can  prevent  it,  as  shown  by  one  of  Finsterer 's  cases 
Another  case  demonstrates  that  there  may  be  very 
severe  repeated  haemorrhages  from  flat  ulcers  on  the 
anterior  wall.  It  is  exceptional  for  duodenal  ulcers 
to  erode  the  hepatic  artery. 

In  ulcer  of  the  posterior  duodenal  wall  bleeding 
from  the  pancreatico-duodenal  artery,  which  is 
protected  only  by  the  peritoneal  coat  of  the  pancreas, 
is  particularly  severe.  Autopsies  have  demonstrated 
that  death  was  due  to  erosion  of  other  than  the 
main  branch  of  the  artery.  Although  haemorrhage 
from  a  penetrating  ulcer  may  occasionally  cease 
spontaneously,  the  author  believes  this  offers  no 
proof  that  such  bleeding  arose  from  an  eroded  vessel 
in  the  floor  of  the  ulcer,  and  quotes  an  illustrative 
case.  As  a  rule,  fatal  haemorrhages  arise  from  ulcers 
that  penetrate  the  pancreas. 

With  regard  to  the  clinical  differentiation  of  ulcers 
of  the  posterior  duodenal  wall  from  those  of  the 
anterior  wall  the  author  states  that  an  ulcer  present 
for  a  long  period  of  time  and  causing  almost  unin- 
terrupted pain  with  violent  exacerbations  which  can 
scarcely  by  controlled  with  morphine  is  probably 
located  on  the  posterior  wall.  An  acute  haemorrhage 
in  such  cases  arises  doubtless  from  an  erosion  of  one 
of  the  pancreatic  vessels.  An  ulcer  of  the  posterior 
wall  may  be  indicated  also  by  a  positive  roentgen 
finding  of  a  distinct  niche.  Ulcers  of  the  anterior 
wall  present  for  many  years  cause  symptoms  only 
p>eriodically  and  the  attacks  of  pain  may  be  checked 
by  morphine. 

Operation  should  be  f)erformed  as  early  as  p)ossible 
because  the  prognosis  depends  primarily  upon  the 


I04 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


anaemia.    In  the  author's  cases  two  methods  of  op- 
eration were  employed. 

1.  The  indirect  arrest  of  haemorrhage  by  com- 
plete exclusion  of  the  ulcer  (ligation  of  the  pylorus 
with  simultaneous  gastro-enterostomy)  and  com- 
pression of  the  duodenum  by  a  large  tampon.  This 
method  is  simple  but  depends  for  success  upon 
the  accuracy  of  the  compression.  In  ten  cases 
treated  by  tliis  method  there  were  six  cures  and 
four  deaths. 

2.  Resection  of  the  ulcer  with  direct  ligation  of 
the  bleeding  vessel.  This  method  b  not  too  difficult 
or  dangerous  and  is  more  reliable.  Resection  of  the 
anterior  duodenal  wall  is  as  easy  as  resection  of  the 
stomach.  In  cases  of  ulcer  of  the  posterior  wall  the 
wall  is  detached  from  the  ulcer  base,  which  is  left 
in  the  pancreas,  and  the  exposed  bleeding  artery  is 
ligatcd.  In  twelve  cases  of  resection  (three  cases  of 
ulcer  of  the  anterior  wall  and  nine  of  ulcer  of  the 
posterior  wall)  there  was  one  death  (posterior-wall 
ulcer).  This  case  had  been  treated  without  avail  for 
seven  days  before  operation.  Of  the  eleven  cured 
cases,  two  were  operated  upon  early,  and  nine  after 
several  days  of  bleeding  causing  severe  acute 
anaemia,  during  which  time  internal  treatment  was 
without  effect.  Resection  of  half  of  the  stomach  was 
done  permanently  to  remove  the  hyperacidity  and 
prevent  recurrence  of  the  ulcer. 

In  131  duodenal  resections  done  by  the  author 
the  mortality  was  4.5  per  cent.  In  the  last  eighty 
cases  operated  upon  during  the  past  two  and  a  half 
years  it  has  decreased  to  1.2  per  cent.  Finsterer 
believes  that  by  early  operation  it  may  be  equally 
reduced  in  cases  of  acute  haemorrhage.  He  favors 
local  to  general  anaesthesia,  and  in  cases  of  severe 
anaemia  local  anaesthesia  combined  with  the  use  of 
a  few  drops  of  ether.  Large  pre-operative  doses  of 
morphine  are  contra-indicated  in  such  cases. 

The  author's  choice  of  method  is  resection  of  the 
duodenum  and  half  of  the  stomach,  and  direct 
ligation  of  the  bleeding  vessel.  If  the  ulcer  reaches 
the  papilla  of  the  pancreatic  ducts,  resection  is 
technically  imp)ossible  and  the  haemorrhage  must  be 
checked  by  the  exclusion  method  and  compression. 
Walter  C.  Burket,  M.D. 

Ross,  G.  G.:  The  Altered  Anitomy  and  Physioloiiy 
of  the  Caecum  and  Ascending  Colon,  the  Result 
of  Adhesions.   .4 nn.  5^Mrf.,  1921,  Ixxiv,  458. 

The  most  frequent  cause  of  malfunction  of  the 
caecum  and  ascending  colon  is  adhesions. 

In  the  treatment  of  such  adhesions  involving  the 
caecum  with  the  ileocaecal  juncture  and  the  ascend- 
ing colon  consideration  must  be  taken  of  their 
extent  and  location,  their  anatomical  effect  due  to 
traction  uf>on  the  abdominal  viscera,  and  the 
systemic  and  local  symptoms  produced. 

The  degree  of  frequency  and  the  extent  of  the 
adhesions  vary  greatly.  By  reason  of  their  location 
a  few  small  adhesions  may  cause  more  marked 
symptoms  than  farjmore  evident  structures  in 
some  other  location. 


Adhesions  about  the  caecum  and  ascending  colon 
do  not  necessarily  produce  symptoms  confined  to 
these  structures.  They  may  cause  interference  in 
any  portion  of  the  gastro-intestinal  tract.  In  this 
connection  we  must  consider,  among  other  con- 
ditions, malposition  of  the  stomach  with  ptosis 
and  fixation  of  the  transverse  colon  due  to  adhesions, 
traction  up>on  the  duodenojejunal  juncture  due  to 
adhesions  in  the  ileocaecal  area,  possible  gastric 
lesions  of  an  organic  character  superinduced  by 
malposition  due  to  adhesions  lower  down,  and 
traction  upon  the  splenic  and  hepatic  flexures  by 
the  misplaced  transverse  colon  and  fixed  ileocacal 
region. 

The  local  symptoms  are  pain  about  the  ileocaecal 
juncture  and  hepatic  flexure  which  is  more  or  less 
constant  but  has  occasional  marked  exacerbations, 
tenderness,  and  a  feeling  of  actual  stoppage  of  the 
intestinal  contents,  especially  gas,  at  the  hepatic 
flexure.  Fluoroscopic  examination  often  shows  a 
fixed  point  at  the  ileocaecal  juncture,  the  hepatic 
flexure,  or  both,  with  delayed  passage  of  the  intes- 
tinal contents.  The  referred  local  symptoms  may  be 
so-called  dyspepsia  without  evidence  of  gastric 
disease,  but  with  tenderness  in  the  right  iliac  fossa, 
vomiting  in  the  absence  of  any  apparent  cause  in 
the  stomach  or  upper  abdomen,  and  fluoroscopic 
evidence  of  disturbed  physiological  function  of  the 
caecum  and  colon. 

The  functional  symptoms  are  due  to  delay  in  the 
passage  of  the  intestinal  contents  in  the  large  gut — 
constipation,  intestinal  torpor,  and  distress  due  to 
the  excessive  formation  of  gas  and  its  slow  and 
painful  progress.  The  systemic  symptoms  are  due 
directly  to  this  coprostasis  causing  absorption  of 
putrefactive  substances  and  may  range  from  mere 
weakness,  malaise,  listlessness.  coldness  of  the  feet 
and  hands,  and  chronic  headache  to  the  most 
extreme  depression  with  secondary  joint  and  other 
lesions  due  to  what  is  practically  faecal  infection. 

It  may  be  stated  broadly  that,  insofar  as  treatment 
is  concerned,  the  cases  fall  into  three  groups: 

1.  Those  in  which  the  symptoms  due  to  minor 
adhesions  accompany  a  general  ptosis  of  the  viscera 
in  persons  of  the  so-called  neurasthenic  type.  In 
these  cases  the  difficulty  caused  by  the  adhesions 
is  not  the  major  ailment.  .Attempts  at  surgical  cure 
are  unfavorable  and  unsuccessful. 

2.  Those  in  which  the  adhesions  themselves  are 
the  main  or  only  cause  of  the  symptoms.  In  such 
cases  it  is  necessary  not  only  to  demonstrate  the 
cause  of  the  general  symptoms  but  also  to  eliminate 
the  cases  in  which  the  intestinal  lesion  merely 
accompanies  other  underlying  factors. 

3.  Those  with  most  severe  general  symptoms  in 
which  the  visceral  conditions  call  for  extensive 
surgical  procedures  such  as  resection  of  the  colon. 
Fortunately  such  cases  are  extremely  rare.  The 
primary  mortality  is  high,  and  while  operation  has 
occasionally  given  brilliant  results  the  latter  have 
been  so  few  as  to  discourage  frequent  attempts. 

I.  W.  Bach,  M.D. 
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McKay,  W.  J.  S. :  A  Simplified  Sacral  Proctectomy. 

Med.  J.  Australia,  1921,  ii,  365. 

McKaj^  has  devised  a  simplified  proctectomy 
which,  with  the  Quenu  operation,  he  has  performed 
over  twenty  times.  While  the  original  Kraske 
operation  used  to  take  him  over  two  hours  to  per- 
form, he  is  able  to  finish  all  the  steps  of  his  own 
operation,  to  the  point  where  he  is  ready  to  tie  off 
the  vessels  and  sew  up,  in  thirty  minutes. 

He  does  an  inguinal  colostomy  two  weeks  before 
attempting  the  sacral  step.  In  this  he  cuts  through 
the  bowel  at  once  and  fixes  both  ends  in  the  wound. 
The  operation  proper  is  performed  with  the  patient 
lying  on  his  left  side.  The  first  step  consists  in 
closing  the  anus  by  running  a  strong  silk  purse- 
string  suture  around  it.  The  ends  of  this  suture  are 
left  long  to  serve  as  a  retractor.  A  12.5  cm.  cut  is 
then  made  across  the  lower  part  of  the  sacrum  and 
another  incision  beginning  in  the  center  of  this  cut 
and  running  forward  for  a  few  centimeters  is  carried 
around  the  anus  in  a  circle  about  2.5  cm.  distant 
from  the  center.  After  proper  dissection,  the  coccyx 
is  removed  by  means  of  a  chisel.  The  dense  con- 
nective tissue  of  the  fascia  propria  recti  is  cut  through 
transversely.  The  operator  next  turns  to  the  field 
of  operation  at  the  anus  and  deepens  the  incision, 
taking  care  to  avoid  injuring  the  bulb  of  the  penis. 
The  author  describes  in  detail  the  methods  of  dealing 
with  the  levator  ani,  the  coccygei  muscles,  and  the 
lateral  ligaments  attached  to  either  side  of  the 
rectum,  and  the  method  of  closure. 

Frederick  Christopher,  M.D. 

LIVER,  GALL-BLADDER,  PANCREAS, 
AND  SPLEEN 

Ehinn,  A.  D.,  and  Gonnell,  K.:  Hepatoduodenos- 
tomy,  with  Observations  on  the  Lyon-Meltzer 
Method  of  Biliary  Drainage.  /.  Am.  M.  Ass., 
1921,  Ixxvii,  1093. 

In  the  case  of  a  patient  who  was  known  to  be 
without  a  gall-bladder  and  common  bile  duct  and 
whose  hepatic  duct  had  been  anastomosed  to  the 
duodenum  the  authors  placed  a  catheter  so  that  it 
led  through  a  fistula  into  the  duodenal  recess  into 
which  the  liver  poured  its  secretions.  They  then 
made  the  following  experiments'  to  determine  the 
accuracy  of  the  Lyon-Meltzer  hyp)othesis  of  segre- 
gation of  bile: 

Experiment  i.  Eight  days  after  the  hepato- 
duodenostomy,  50  c.  cm.  of  a  30  per  cent  solution 
of  magnesium  sulphate  were  introduced  by  the 
catheter  directly  into  the  duodenum  through  the 
duodenal  fistula.  The  typical  a-  b,  c,  sequence  was 
obtained. 

Experiment  2.  At  the  same  hour  the  next  morn- 
.  ing,  prior  to  the  ingestion  of  food  and  without  the 
injection  of  magnesium  sulphate,  the  bile  was  col- 
lected in  fractions  for  two  hours  through  the 
duodenal  catheter.  One  hundred  and  ninety  cubic 
centimeters  of  pale  yellow  bile  of  uniform  color  and 
consistency  were  obtained,  all  fractions  alike. 


Experiment  3.  Three  hundred  cubic  centimeters 
of  30  per  cent  magnesium  sulphate  solution  were 
introduced  into  the  colon  through  the  rectum.  The 
collected  bile  corresponded  to  that  of  Experiment  2. 

Experiment  4.  A  catheter  was  passed  32  cm. 
through  the  duodenal  fistula  and  100  c.  cm.  of  30 
per  cent  magnesium  sulphate  solution  were  injected 
into  the  jejunum.  The  a,  b,  c  sequence  was  ob- 
tained. 

Experiment  5.  The  technique  of  Experiment  4 
was  employed  except  that  consecutive  instillations 
of  magnesium  sulphate  were  made  into  the  jejunum. 
The  a,  b,  c  sequence  was  again  obtained. 

On  the  basis  of  these  findings  the  authors  do  not 
feel  justified  in  localizing  disease  of  the  biliary  tract 
on  evidence  afforded  by  the  Lyon-Meltzer  method  of 
bile  segregation.  Their  observations  indicate  that 
the  a,  b,  c  bile-flow  sequence  obtained  in  this  case 
was  due  to  the  reaction  of  the  liver  to  the  presence 
of  magnesium  in  the  portal  blood. 

.    I.  W.  Bach,  M.D. 

Judd,  E.  S.:  Cholecystitis,  with  Special  Reference 
to  the  Recurrence  of  Symptoms  Following 
Operations  upon  the  Gall-Bladder.  J. -Lancet, 
1921,  xli,  511. 

Judd  reviews  1,022  operations  on  the  gall-bladder 
and  ducts  performed  in  the  Mayo  Clinic  during  1920. 
The  study  of  this  series  of  cases  suggests  the  fre- 
quency of  the  recurrence  of  gall-stones  following 
simple  drainage  of  the  gall-bladder. 

In  disease  of  the  gall-bladder  lesions  may  be 
present  in  related  portions  of  the  gastro-intestinal 
tract.  From  clinical  and  experimental  data  it  ap- 
pears that  the  function  of  the  gall-bladder  is  prob- 
ably that  of  a  tension  bulb  and  its  removal  is  not 
attended  by  any  sequelae  detrimental  to  health. 
The  addition  to  the  bile  of  mucus  secreted  by  the 
gall-bladder  and  ducts  renders  it  less  irritant  to 
pancreatic  tissue.  The  gall-bladder  probably  has  a 
concentrating  function,  as  shown  by  Raus  and  Mc- 
Master.  Removal  of  this  organ  produces  dilatation 
of  the  extrahepatic  ducts  and  paralysis  of  the 
sphincter  of  Oddi,  a  fact  which  suggests  how  such 
removal  might  influence  the  course  of  chronic  pan- 
creatitis and  hepatitis. 

The  source  of  infection  of  the  gall-bladder  and 
whether  or  not  the  disease  involves  the  gall-bladder 
or  the  neighboring  structures  first  has  not  been 
settled.  From  Mann's  experiments  with  chlorinated 
soda  it  seems  probable  that  the  infection  is  blood 
borne.  Infection  by  way  of  the  portal  stream  and 
thence  by  way  of  the  lymphatics  or  bile  is  im- 
probable, as  is  also  infection  from  the  duodenum. 
The  gall-bladder  itself  is  probably  the  first  organ 
involved. 

There  are  four  types  of  cholecystitis  recognizable 
from  the  syndromes.  The  first  is  that  characterized 
by  repeated  short,  sharp  attacks  of  pain  associated 
with  infection  or  stone.  The  second  is  a  dyspepsia 
with  perhaps  intermittent  jaundice  and  some  local 
tenderness.    In  the  third  type  the  gall-bladder  may 
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act  as  a  focus  of  infection  related  to  a  systemic  con- 
dition. The  fourth  is  a  type  associated  with  migraine. 

The  clinical  history  is  all-important  in  the  diag- 
nosis. The  X-ray  is  unreliable,  and  the  recently 
advocated  drainage  methods  have  not  had  sufficient 
trial  to  warrant  their  adoption.  Operative  treatment 
of  infection  and  stones  is  uniformly  satisfactory. 

One  hundred  and  fourteen  of  1,022  operations  on 
the  gall-bladder  and  ducts  at  the  Mayo  Clinic  during 
1920  were  performed  for  recurrence  of  symptoms. 
In  twenty-eight  cases  the  primary  operation  was 
performed  at  the  Clinic.  In  most  instances  this 
operation  was  the  procedure  of  choice,  but  in  some 
it  was  the  procedure  of  greatest  safety.  Seven  pp.- 
tients  were  never  free  from  symptoms.  Most  of 
these  had  had  drainage  only,  which  was  insufficient 
to  remove  the  infection.  The  remainder  were  free 
from  symptoms  on  an  average  of  two  and  one-half 
years,  a  fact  which  suggests  that  infection  or  calculus 
was  not  present  during  that  time. 

In  fifteen  of  the  twenty-eight  cases  the  first  of)er- 
ation  was  performed  simply  to  provide  drainage, 
while  in  seven  cases  the  gall-bladder  was  removed. 
In  most  of  these  seven  cases  a  stone  was  found  later 
in  the  common  duct  and  the  fact  that  some  of  the 
patients  were  free  from  symptoms  for  ten  to  twelve 
years  suggests  that  there  was  re-formation  of  stones 
in  the  common  duct  after  the  removal  of  the  gall- 
bladder. In  eight  cases  stones  were  found  in  the 
gall-bladder  at  the  second  operation;  in  two  of  these 
no  stones  were  present  at  the  primary  operation 
when  the  gall-bladder  was  drained.  In  nineteen  of 
the  cases  operated  on  elsewhere  no  stones  were  found 
and  the  gall-bladder  was  drained.  Stones  were 
found  in  all  of  these  cases  at  the  second  operation. 

Judd  states  that  these  cases  substantiate  his 
findings  in  an  earlier  series.  He  emphasizes  the  fact 
that  the  risk  of  further  trouble  is  reduced  if  the 
gall-bladder  is  removed  and  questions  the  possible 
function  of  an  infected  gall-bladder  not  removed. 
There  is  no  doubt  that  stones  form  in  the  common 
duct  after  the  removal  of  the  gall-bladder,  and 
exploration  of  the  duct  would  not  obviate  this. 
Associated  disease  of  the  liver  and  pancreas  offers  a 
problem  in  the  study  of  gall-bladder  lesions. 

J.  W.  Ross,  M.D. 

Meyer,  W.:  Chronic  Cholecystitis  Without  Stones; 
Diagnosis  and  Treatment.  Ann.  Surg.,  1Q21, 
Ixxiv,  439. 

The  author  discusses  all  the  factors  considered  in 
the  diagnosis  of  chronic  cholecystitis  without  stones. 
The  history,  the  study  of  the  gastric  contents,  the 
string  test  with  the  use  of  the  duodenal  bucket,  the 
examination  of  the  faeces,  the  Wassermann  test, 
radiography,  and  fluoroscopy  are  all  of  impvortance. 
Meyer  believes  that  when  once  the  diagnosis  has 
been  made  cholecystectomy  may  be  conscientiously 
and  emphatically  advised. 

A  glistening,  bluish,  soft,  and  non-adherent  gall- 
bladder may  be  diseased  and  harbor  pathogenic 
organisms  within  its  walls.   In  view  of  the  fact  that 


bacteria  are  frequently  discovered  in  the  center  of 
gall-stones,  we  can  understand  how  it  is  that  chol- 
ecystitis without  stones  is  the  precursor  of  cholecyst- 
itis with  stones.  Cholecystectomy  in  cases  of  chol- 
ecystitis without  stones  is  therefore  a  prophylactic 
operation. 

Repeated  direct  visual  inspection  of  the  gall- 
bladder during  operation  with  the  tube  in  place  and 
the  instillation  of  a  25  per  cent  magnesium  sulphate 
solution  into  the  duodenum  have  failed  to  show  the 
slightest  physical  contraction  of  the  viscus,  even 
during  a  period  as  long  as  twenty  minutes.  The 
Meltzer-Lyon  test  has  little,  if  anyj  value  in  the 
diagnosis  but  promises  to  be  of  great  importance  in 
the  treatment  of  diseases  of  the  biliary  system. 

The  Perthes  incision  is  favored  by  the  author  in 
the  cases  of  strong  male  patients.  He  believes  also 
that  it  is  best  to  advance  the  gall-bladder  fundus 
toward  the  common  duct  in  the  course  of  a  chol- 
ecystectomy. This  will  enable  the  surgeon  to  meet 
possible  anatomical  variations  as  regards  the  blood 
vessels  and  the  cystic  duct  and  to  place  the  ligature 
of  the  cystic  duct  close  to  the  common  duct,  thus 
preventing  the  later  formation  of  a  miniature  gall- 
bladder which  some  authors  claim  they  have  ob- 
served after  extirpation. 

Temporary  drainage  of  the  abdominal  cavity  after 
cholecystectomy  is  considered  an  absolute  necessity. 
Air-tight  suture  of  the  peritoneal  sac  means  taking 
chances  with  the  patient's  life  as  the  ligature  of  the 
cystic  duct  might  give  way  a  few  days  after  the 
op>eration  and  the  leakage  of  infected  bile  would 
cause  peritonitis  and  death. 

Knowing  before  operation  that  the  bile  is  j)atho- 
logic,  the  surgeon  will  cut  down  on  the  gall-bladder 
and  pull  up  the  caecum  with  the  appendix,  instead 
of  cutting  down  on  the  appendix  and  then  palpating 
the  gall-bladder  region. 

Insp>ection  and  palpation  of  the  gall-bladder  dur- 
ing operation  should  no  longer  constitute  the  only 
indication  for  cholecystectomy.  The  quality  of  the 
bile  determined  systematically  with  the  help  of  the 
duodenal  tube  previous  to  the  operation  and,  if 
desired,  the  condition  of  the  bile  aspirated  from  the 
gall-bladder  during  the  oj)eration  should  guide  the 
surgeon  in  his  decision  as  to  where  to  incise  and  what 
to  excise.  Frederick  Christopher,  M.D. 

Greig,  D.  M. :  A  Case  of  Adenoma  of  the  Bile  Ducts. 

Edinburgh  M.  J.,  1921,  n.s.  x.\vii,  145. 

The  important  points  in  the  history  of  this  case 
were  as  follows: 

The  patient  was  a  woman  44  years  of  age  who  had 
had  eighteen  pregnancies.  The  Wassermann  test 
was  negative.  Jaundice  developed  in  191 7  and 
p>ersisted  up  to  the  time  of  operation  in  1920  but 
showed  no  increase  in  the  depth  of  the  color.  There 
had  been  no  loss  of  weight  and  no  colic.  The  gall- 
bladder seemed  to  be  palpable.  The  stools  were 
practically  devoid  of  bile.  The  urine  was  dark 
colored  but  not  as  dark  as  that  in  cases  of  complete 
obstruction  of  the  bile  ducts. 
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The  absence  of  active  gastric  disturbances  seemed 
to  rule  out  disease  of  the  stomach,  and  the  presence 
of  gall-stones  seemed  improbable  because  of  the 
patient's  freedom  from  colic.  The  absence  of  ema- 
ciation and  anaemia,  the  slow  course  of  the  con- 
dition, and  the  jaundice  which  did  not  become 
intensified  did  not  fit  in  with  a  diagnosis  of  malig- 
nancy. 

At  operation  the  gall-bladder  was  found  collapsed 
and  the  surrounding  organs  appeared  normal.  What 
had  been  felt  and  believed  to  be  the  gall-bladder 
was  a  cystic  swelling  which  bulged  behind  the 
peritoneum  above  the  pancreas  and  pressed  against 
the  cystic  and  common  ducts.  This  was  incised 
and  found  to  contain  viscid  bile-colored  fluid.  The 
character  of  the  fluid  did  not  suggest  a  pancreatic 
cyst.  The  inner  surface  of  the  cyst  wall  contained 
numerous  round  cystic  elevations.  A  portion  of 
the  cyst  wall  was  removed  for  examination.  A 
drainage  tube  was  inserted  and  nineteen  days  later 
the  patient  went  home.  A  perfect  recovery  was  ob- 
tained. 

The  examination  of  the  tissue  removed  showed 
an  epithelium  suggesting  bile-duct  origin.  Its  ap- 
pearance was  similar  to  that  of  an  adenoma  of  bile- 
duct  origin  in  which  the  lumina  of  the  acini  or  bile 
ducts  had  become  dilated  to  form  one  large  and 
several  smaller  cysts.  In  the  wall  of  the  cyst  a  slow 
inflammatory  fibrosis  had  taken  place,  causing 
compression  atrophy  of  the  gland  elements  at  the 
base  of  the  cyst.  I.  E.  Bishkow,  M.D. 

Walton,  A.  J.:    Reconstruction  of  the  Common 
Bile  Duct.   Brit.  J.  Surg.,  1921,  ix,  169. 

Cases  in  which  the  common  bile  duct  is  obstructed 
or  destroyed  and  cholecystenterostomy  is  unadvis- 
able  or  impossible  may  be  grouped  as  follows:  (i) 
accidental  injury  and  removal  of  a  portion  of  the 
common  duct  during  cholecystectomy;  (2)  injury 
of  the  hepatic  or  common  ducts  due  to  absence  of 
the  cystic  duct;  (3)  certain  cases  of  early  chronic 
pancreatitis;  (4)  certain  cases  of  advanced  chronic 
pancreatitis;  (5)  combined  carcinoma  of  the  gall- 
bladder and  common  duct; (6)  certain  cases  of  car- 
cinoma of  the  head  of  the  pancreas;  and  (7)  obstruc- 
tion of  the  common  duct  by  scar  tissue. 

The  foregoing  conditions  have  been  treated  by 
the  following  operations: 

1.  Direct  suture,  which  is  usually  feasible  only 
immediately  after  division  of  the  duct. 

2.  Lateral  choledocho-enterostomy  which  is  pos- 
sible when  the  duct  is  much  dilated  or  the  obstruc- 
tion is  low  down  and  there  is  no  fistula.  The  opera- 
tion angulates  the  duct  and  duodenum,  causing 
strain  on  the  suture  line. 

3.  Reconstruction  of  the  common  duct  by  various 
methods:  (i)  hepatico-enterostomy  (against  this  is 
ascending  infection,  bleeding  from  the  liver  edge, 
and  difficulty  in  suturing  the  intestine  to  the  liver) ; 
(2)  anastomosis  between  the  fistula  and  duodenum 
(a  faecal  fistula  often  results 'and  the  newly  formed 
wall  is  fibrous  and  contracts);  (3)  direct  implanta- 


tion of  the  duct  into  the  duodenum  or  jejunum  as 
first  done  by  W.  J.  Mayo;  (4)  indirect  implantation 
(Sullivan  inserts  a  tube  into  the  proximal  end  of  the 
duct  and  implants  the  distal  tube  end  into  the  duo- 
denal wall.  The  free  portion  of  the  tube  is  sur- 
rounded with  omentum.  The  tube  is  held  in  non- 
contractile  tissue  and  is  not  apt  to  pass.  The  wall, 
being  omentum,  forms  a  fistvilous  tract,  and  stenosis 
and  recurrent  obstruction  may  result). 

The  author  describes  the  technique  of  his  own 
operation  published  in  191 5.  The  common  bile  duct 
is  exposed  through  an  upper  right  pararectal  incision 
and  the  upper  border  of  the  duodenum  is  drawn  up- 
ward and  anchored  in  order  to  shorten  the  distance 
to  the  end  of  the  duct.  As  large  a  tube  as  possible  is 
fastened  into  the  duct  with  plain  catgut  and  a  flap 
is  cut  from  the  anterior  surface  of  the  duodenum  and 
turned  downward.  The  upper  part  of  the  resulting 
opening  is  sutured  until  it  is  only  large  enough  to 
admit  the  lower  end  of  the  tube.  The  tube  is  in- 
serted and  the  duodenal  flap  then  turned  upward. 
The  tip  of  the  flap  is  united  to  the  end  of  the  duct, 
the  upper  lateral  flap  edges  are  sewed  around  the 
tube,  and  the  lower  flap  edges  are  stitched  to  the 
duodenal  wall  which  lies  immediately  behind  the 
tube.  For  safety,  a  small  drainage  tube  is  placed 
down  to  the  line  of  union.  The  mucous  membrane 
lining  is  impervious  to  the  action  of  bUe  and  will 
not  contract.  The  tube  lies  obliquely  over  the 
duodenal  surface  and  has  a  valvular  action.  It  is 
fastened  with  plain  catgut,  which  rapidly  absorbs 
and  permits  the  tube  to  pass.  When  obstruction 
in  the  common  duct  is  low  down,  the  author  inserts 
the  tube  in  a  lateral  slit  in  the  duct  and  sutures  the 
duodenal  flap  over  it.  The  new  duct  makes  an 
angle  with  the  original  duct,  but  the  results  have 
been  satisfactory. 

Ginzberg  and  Speese's  cutting  of  the  duodenal 
flap  so  that  it  turns  upward  instead  of  downward  is 
more  difficult  and  less  efficient  physiologically  as  it 
angulates  the  pedicle. 

Walton  summarizes  his  own  cases  as  follows: 

1.  There  were  four  cases  in  which  an  injury  was 
overlooked  or  some  method  other  than  reconstruc- 
tion was  used.  In  three  cases  in  which  some  form  of 
repair  was  carried  out  there  was  one  death  and  one 
shows  evidence  of  further  obstruction.  In  six  cases 
in  which  reconstruction  was  done  the  results  were 
favorable. 

2.  In  three  cases  in  which  the  new  duct  was 
joined  to  the  end  of  the  divided  duct  there  was  one 
death,  that  of  a  patient  with  carcinoma  of  the  com- 
mon duct  and  gall-bladder  who  died  after  resection 
of  both  carcinomata  and  reconstruction  of  the  duct. 
The  two  other  patients  are  in  perfect  health  after 
four  years  and  eighteen  months  respectively. 

In  three  cases  in  which  the  new  duct  was  united 
to  the  side  of  the  common  duct  there  was  one  death, 
that  of  a  patient  with  advanced  pancreatitis  who 
died  seventeen  days  after  the  operation  although 
the  tube  had  passed  and  there  was  no  evidence  of 
leakage.   The  two  other  patients  made  an  operative 
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recovery  but  are  not  free  from  symptoms  because 
one  has  an  incurable  carcinoma  of  the  common  duct 
and  the  other  has  advanced  chronic  pancreatitis. 
Walter  C.  Burket,  M.D. 

Delatour,  H.  B.:    Traumatic  Pancreatitis.     Ann. 
Surg.,  1921,  Ixxiv,  435. 

Abdominal  traumatisms  are  accompanied  by  in- 
jury to  the  pancreas  in  only  a  very  small  proportion 
of  cases.  The  case  reported  in  this  article  was  the 
first  observed  by  the  author  in  thirty  years  of  con- 
tinuous hospital  experience  in  two  hospitals  which 
receive  a  large  number  of  severe  accident  cases 
daily. 

In  this  instance  the  rear  wheel  of  a  wagon  passed 
diagonally  over  the  abdomen  of  a  boy  13  years  of 
age.  The  symptoms  of  shock  were  slight.  There 
was  no  distention  of  the  abdomen,  no  muscular 
rigidity,  no  dullness  in  either  flank,  and  no  sign  of 
internal  haemorrhage.  Moderate  tenderness  to  pres- 
sure was  found  in  the  epigastric  region,  and  after 
about  eighteen  hours,  in  which  periodic  vomiting 
occurred,  there  was  evidence  of  fluid  in  the  abdomen. 

Operation  was  performed  twenty-four  hours  after 
the  injury.  An  incision  made  to  the  right  of  the 
median  line  in  the  upper  abdomen  gave  issue  to 
considerable  blood-stained  fluid  and  a  few  blood 
clots.  No  injury  to  the  small  or  large  intestine,  the 
spleen,  or  the  liver  was  evident.  The  region  of  the 
duodenum  was  very  oedematous  and  blood  stained. 
On  further  exploration  the  head  and  about  one-half 
of  the  remainder  of  the  pancreas  were  found  to  be 
lacerated  and  contused.  The  pancreas  was  exposed 
through  the  lesser  omentum,  and  three  iodoform 
cigarette  drains  were  carried  down  to  the  injured 
tissue  and  brought  out  through  the  original  incision. 
The  wound  was  closed  in  layers.  During  the  explo- 
ration very  extensive  areas  of  fat  necrosis  were 
observed  in  the  omentum. 

For  several  days  following  the  op>eration  there 
was  a  profuse  sanguinous  discharge  from  the  drains 
which  was  very  irritating  to  the  skin.  On  the 
eleventh  day  the  discharge  had  become  very  much 
less  and  all  the  drains  were  removed.  From  then  on 
until  the  fortieth  day  there  was  vomiting,  associated 
with  abdominal  pain,  and  fever.  A  diagnosis  of 
pancreatic  cyst  was  made.  Through  an  incision  in 
the  back  just  below  the  twelfth  rib.  2  in.  to  the  right 
of  the  spine,  a  mass  was  found  just  internal  to  the 
upper  lobe  of  the  kidney.  When  this  was  incised 
about  3  pts.  of  clear  fluid  were  evacuated.  A  drain- 
age tube  was  inserted  and  the  wound  closed  around 
it.  The  patient's  recovery  has  been  uneventful,  and 
there  has  been  no  recurrence  of  symptoms. 

The  author  considers  the  posterior  incision  as  the 
simplest  and  best  to  drain  cysts  or  abscesses  of  the 
pancreas.  If  the  diagnosis  is  not  made  before  explor- 
ation it  is  better  to  close  the  anterior  incision  and 
approach  the  tumor  through  an  incision  parallel  to 
the  lower  border  of  the  twelfth  rib  of  the  side  on 
which  the  tumor  is  most  prominent. 

Frederick  Christopher,  M.D. 


Ochsner,  A.  J.:  Drainage  of  Abscess  of  the  Pan- 
creas.   Ann.  Surg.,  1921,  Ix.xiv,  434. 

The  author  describes  a  satisfactory  method  of 
draining  an  abscess  of  the  pancreas.  In  a  case  re- 
ported an  exploratorv-  laparotomy  demonstrated 
an  indurated  mass  5  cm.  in  diameter  in  the  posterior 
wall  of  the  stomach,  which  was  attached  to  the  tail 
of  the  pancreas.  This  swelling  contained  fluid  and 
evidently  was  an  abscess  which  had  formed  in  the 
tail  of  the  pancreas  from  an  infection  originating 
in  a  perforated  gastric  ulcer. 

Through  an  incision  5  cm.  long  in  the  left  flank 
immediately  below  the  last  rib  a  pair  of  forceps, 
guided  by  one  hand,  was  passed  forward  into  the  ab- 
dominal cavity  to  a  point  behind  the  pancreas.  The 
blades  of  the  forceps  were  spread  widely  to  establish 
a  broad  passage.  The  space  behind  the  pancreas  was 
then  loosely  packed  with  gauze,  in  the  middle  of 
which  a  large  rubber  drainage  tube  was  placed. 
The  gauze  and  the  drainage  tube  were  passed  out 
of  the  wound  in  the  flank  and  two  cigarette  drains 
were  carefully  placed  behind  the  pancreas. 

Five  days  after  the  operation  the  abscess  broke 
spontaneously  and  a  large  amount  of  thick  pus 
escaped.  The  gauze  and  the  cigarette  drains  were 
removed  gradually.  The  rubber  tube  was  left  in 
place  for  two  weeks,  when  the  discharge  had  been 
greatly  reduced.  Following  the  removal  of  the  tube 
the  wound  healed  in  two  weeks. 

The  author  states  that  if  the  abscess  had  not  open- 
ed spontaneously  it  could  have  been  opened  safely 
after  adhesions  had  formed  around  the  gauze 
tampon  by  forcing  into  it  long  dressing  forceps 
passed  through  the  large  drainage  tube. 

Frederick  Christopher,  M.D. 

Sweetser,  H.  B.:  Splenectomy  in  Third-Stage 
Banti's  Disease;  with  Report  of  a  Case  of  Fif- 
teen Months*  Standing.  Surg.,  Gynec.  &  Obst., 
1921,  xxxiii,  376. 

Comparatively  few  cases  of  the  terminal  stage 
of  splenic  anaemia,  the  so-called  Banti's  stage,  have 
been  treated  by  splenectomy.  True  cases  of  the 
Banti  syndrome  show  an  enlarged  spleen  and  cirrhosis 
of  the  liver  with  ascites.    The  etiology  is  unknown. 

In  an  analysis  of  forty-two  cases  in  which  ascites 
was  a  complication  of  enlargement  of  the  spleen 
the  author  found  that  the  mortality  after  operative 
treatment  was  26.5  per  cent  while  that  following 
medical  treatment  is  100  per  cent.  Fifty-five  per 
cent  of  th^  patients  survived  operation  and  remained 
in  good  health  for  more  than  fifteen  months. 
Sweetser  reports  a  successfully  treated  case  in 
detail.  He  summarizes  his  article  as  follows: 

1.  Splenectomy  offers  the  best  chance  of  recovery 
from  the  otherwise  fatal  terminal  stage  of  spleno- 
megaly. 

2.  A  plea  is  made  for  detailed  histories  of  all 
cases  of  this  type  subjected  to  splenectomy,  and 
also  for  subsequent  reports  of  progress  at  a  date 
sufficiently  late  after  operation  to  indicate  the 
ultimate  result  as  regards  the  permanency  of  the 
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cure.   Only  in  this  way  can  judgment  be  formed  as 
to  the  value  of  this  procedure. 

3.  In  the  study  of  the  blood  findings  it  is  not 
suflScient,  from  the  standpoint  of  prognosis,  to 
record  the  differential  white  count;  a  more  intensive 
study  of  the  cell  structure  itself  is  essential. 

Frederick  Christopher,  M.D. 

Ritter,  L.:  The  Clinical  Picture  and  the  Site  pf 
Aberrant  Pancreatic  Anlages  (Zum  klinischen 
Bilde  and  Sitz  versprengter  Pankreaskeime) . 
Beiir.  z.  klin.  Chir.,  1921,  cxxiv,  157. 

Tumors  having  their  origin  in  aberrant  pancreatic 
anlages  are  not  rare  abnormalities  to  the  pathological 
anatomist,  but  have  been  seldom  described  in  the 
literature  by  clinicians  and  surgeons.  The  author 
reports  a  case  observed  by  himself  which  was  suc- 
cessfully operated  on  in  the  Cologne  clinic.  He  also 
reviews  comprehensively  all  the  published  cases. 
According  to  Opie,  cases  in  general  maj'  be  divided 
into  two  large  groups,  those  in  which  the  tumor  is  sit- 
uated above  the  pancreas  in  the  stomach  and  duo- 
denum, and  those  in  which  it  is  below  the  pancreas, 
in  the  duodenum  and  jejunum.  However,  as  this 
distinction  cannot  always  be  sharply  drawn,  the 
author  separates  all  accessory  glands  up  to  and 
including  the  first  jejunal  loop  from  those  lying 
further  down  nearer  the  ileocaecal  valve. 

In  the  case  observed  by  Ritter  the  family  history 
was  negative  and  the  patient  had  been  well  up  to  his 
fifteenth  year.  Gastric  pain  then  began,  associated 
with  salivation,  intestinal  rumbling,  and  a  sensation 
as  though  the  viscera  turned  over.  These  colicky 
attacks,  which  were  sometimes  very  severe,  occurred 
with  no  regularity  at  more  or  less  extensive  inter- 
vals. At  each  attack  the  abdomen  became  greatly 
distended  so  that  the  clothing  was  too  tight. 

On  examination  the  region  of  the  stomach  was 
found  to  be  only  slightly  sensitive  and  there  were 
no  particular  findings  to  be  had  by  palpation. 
Chemical  examination  of  the  gastric  juice  showed,  as 
in  all  other  cases  observed,  a  considerable  reduction 
in  acidity.  The  X-ray  showed  a  broad  stomach  with 
the  pylorus  drawn  out  something  like  a  pedicle. 
After  two  hours  a  finger's  breadth  of  residue  from 
the  test  meal  still  remained. 

At  operation  a  tumor  the  size  of  a  bean  was  found 
in  the  upper  horizontal  portion  of  the  duodenum 


about  2  cm.  from  the  pylorus  and  at  the  lower 
margin  of  the  duodenum,  firmly  adherent  to  the 
latter.  In  shelling  it  out  the  mucous  membrane 
was  opened  but  was  closed  again  at  once  by  suture. 
Since  the  duodenum  was  narrowed  by  the  suturing, 
a  posterior  gastro-anastomosis  was  performed  and 
the  pylorus  closed.  Healing  took  place  without 
complications,  all  previous  symptoms  disappeared, 
and  there  was  a  considerable  gain  in  weight. 

The  author  is  unable  to  explain  the  extremely 
severe  pains  but  assumes  that  they  might  have  been 
due  to  the  growth  of  the  accessory  gland  since  up 
to  the  time  they  began  the  aberrant  anlage  remained 
entirely  symptomless.  Other  possibilities  are  that 
the  muscles  contracted  strongly  in  an  effort  to  expel 
or  overcome  the  tumor;  that  in  the  stage  of  secretion 
the  anlage  caused  painful  contractions  as  it  increased 
in  size;  and  that  chemical  or  infectious  stimulation 
of  the  anlage  was  responsible. 

The  occasional  malignant  degeneration  of  an  an- 
lage has  been  mentioned  by  several  authors,  but 
such  instances  are  rare.  The  author  reviews  the 
few  cases  reported  in  the  literature.  The  article  is 
concluded  with  a  discussion  of  the  frequency  of 
pancreatic  tumors  in  the  various  segments  of  the 
intestine  based  on  sixty-three  cases  from  the 
literature.  Bode  (Z). 

Eccles,  W.  M.,  and  Freer,  G.  D. :  Enlargement 
of  a  Splen cuius  to  the  Size  of  a  Normal  Spleen 
After  Removal  of  a  Ruptured  Spleen  Ten  Years 
Previously.  Brit.  M.  J.,  1921,  ii,  5x5. 

In  1910  a  man  aged  21  sustained  a  violent  blow 
over  the  spleen.  The  spleen  was  removed  after 
exploratory  laparotomy  had  disclosed  a  rupture, 
the  incision  being  enlarged  by  sectioning  the  left 
rectus  muscle.  The  spleen  weighed  13  oz.  and  was 
ruptured  on  the  inner  side  in  the  region  of  the  hilus. 

Eight  years  later  the  patient  developed  an  evening 
temperature  and  was  easily  fatigued.  It  was 
thought  he  might  be  suffering  from  tuberculosis  in 
obscure  form.  In  1920  the  abdomen  was  op)ened 
for  the  repair  of  a  ventral  hernia  which  had  developed 
at  the  site  of  the  former  operation.  A  normal  ap- 
pearing spleen  having  a  notch  and  a  hilus  with  a 
well-developed  pedicle  was  found  in  the  usual  situa- 
tion. It  is  rare  that  such  an  enlarged  splenculus  is 
seen  during  life.  J.  W.  Ross,  M.D. 
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DISEASES  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Pewny,  W. :  The  Results  of  Blood  Examinations  in 
Osteomyelitis  (Ergebnisse  von  Blutuntersuchun- 
gen  bei  Osteomyelitis).  Wien.  klin.  Wchnschr.,  192 1, 
xx.xiv,  no. 

The  total  number  of  leucocytes  is  frequently  con- 
siderably increased  (up  to  17,000);  also  that  of  the 
poly  nuclear  neutrophiles  (to  89  p)er  cent,  14,000). 


The  number  of  lymphocytes  is  usually  considerably 
decreased  (to  5  per  cent,  450)  but  in  a  few  cases  of 
tuberculous  habitus  is  increased.  The  behavior  of 
the  eosinophiles  is  inconstant.  The  mononuclear 
leucocytes,  like  the  neutrophiles,  are  usually  in- 
creased (to  13  per  cent)  as  is  the  case  in  other 
inflammatory  processes. 

From  two  to  three  weeks  after  sequestrotomy  the 
leucocytes  usually  decrease,  the  lymphocytes  ap- 
proach   normal,    and    the    eosinophiles    increase. 


no 
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Shortly  after  operation  there  is  a  marked  rise  in  the 
number  of  leucocytes  in  which  all  cells  participate. 
A  few  hours  after  the  changing  of  a  drain  a  high 
leucocyte  count  was  observed,  which  perhaps  was 
due  to  stimulation  of  the  bone  marrow.  Before  the 
lighting  up  of  a  new  focus  the  number  of  leucocytes 
decreased.  The  number  of  red  cells  and  the  amount 
of  haemoglobin  are  frequently  reduced  for  quite  a 
time  after  operation.  The  increase  in  the  number  of 
leucocytes  does  not  always  correspond  to  the  size 
of  the  sequ'estrum  or  the  amount  of  pus  present. 
The  patient's  resistance  is  an  important  factor. 

Decsch  (Z). 

L£ri,  A.:   Clinical  and  Therapeutical  Remarks  on 
Contractures  Following  War  Wounds.    Am.  J. 

Surg.,  1921,  XXXV,  275. 

The  author  divides  contractures  following  injuries 
of  the  limbs  into  two  groups,  true  contractures  of 
psychic  or  reflex  origin,  which  are  not  entirely  resist- 
ant to  passive  traction,  and  pseudo-contractures 
due  to  fibrous  adhesions,  musculo-tendinous  retract- 
ions, etc.,  which  are  entirely  unreducible. 

Some  contractures  are  functional  and  without  any 
organic  lesion  to  account  for  them.  Aside  from 
talipes  equinus  and  equinovarus,  nearly  all  contract- 
ures of  organic  nature  are  in  flexion;  functional  con- 
tractures are  often  in  flexion,  and  contractures  in 
extension  are  in  all  probability  functional. 

Peripheral  wounds  do  not  give  rise  to  organic 
contractures  of  the  leg  in  extension.  Extension  of 
the  leg  is  one  of  the  easiest  attitudes  to  adopt  and  to 
hold.  A  common  functional  variety  of  contracture 
in  extension  is  seen  in  the  hand  and  fingers.  Some- 
times the  fingers  are  stretched  and  spread,  either 
all  of  them  or  groups  of  two  or  three. 

Cases  of  organic  contractures  following  war 
wounds  may  be  classified  in  three  groups: 

I.  Those  in  which  the  projectile  passed  at  the 
level  of,  or  in  close  proximity  to,  the  contracted 
muscles,  such  as  cases  in  which  the  biceps  in  the 
arm  or  the  posterior  muscles  of  the  thigh  are  con- 
tracted. These  are  considered  due  to  musculo-tend- 
inous contractures  or  muscular  fibrosis.  An  Esmarch 
bandage  will  relax  contractures  but  not  pseudo-con- 
tractures. In  cases  of  war  wounds  the  X-ray  often 
revealed  fragments  of  metallic  substances  in  the 
muscles. 

In  some  instances  the  irritative  material  consisted 
of  small  particles  of  bone,  and  in  others  there  were 
small  scars.  Others  showed  contractures  due  to 
irritation  of  tj;ie  nerve  supplying  the  contracted 
muscle.  The  author  here  reports  the  case  of  a  man 
with  a  bullet  wound  between  the  middle  of  the 
spine  and  the  left  scapula.  The  bullet  was  removed 
from  the  upper  border  of  the  sternomastoid,  two 
finger-breadths  above  the  left  clavicle.  Persistent 
contracture  of  the  long  supinator  led  to  investigation 
which  revealed  a  hard  mass  at  Erb's  point.  This 
proved  to  be  the  callus  of  a  fractured  rib  moved 
upward.  Leri  states  that  since  we  have  learned  that 
the  innervation  of  a  muscle  is  individualized  on  a 


certain  portion  of  the  circumference  of  a  nerve,  the 
persistent  contracture  of  one  muscle  is  explicable. 

2.  Cases  of  contractures  due  to  organic  causes. 
When  the  X-ray  reveals  a  foreign  substance  which 
cannot  be  removed,  such  as  metallic  duct,  slow 
traction  is  first  begun  with  the  Esmarch  bandage. 
If  the  patient  consents  to  general  anaesthesia  much 
more  can  be  accomplished.  In  a  great  number  of 
such  cases  immediate  reduction  fails.  If  the  con- 
tractures recur  after  anaesthesia  has  been  induced 
muscular  re-education  is  resorted  to  and  continuous 
traction  is  employed. 

3.  Cases  of  contracture  of  muscles  antagonistic 
to  paralyzed  muscles.  This  contracture  occurs  nearly 
always  when  treatment  has  not  sufficiently  isolated 
paralyzed  from  non-paralyzed  muscles. 

John  MrrcHELL,  M.D. 

Meyer,  W.  C.  B. :  Cystic  Disease  of  the  First  Rib 
Causing  Paralysis.    Bril.  J.  Surg.,  1921,  ix,  224. 

The  author  reports  the  case  of  a  man,  aged  52, 
who  complained  of  a  swelling  in  the  left  supra- 
clavicular region  about  the  size  of  a  tangerine 
orange,  wasting  of  the  left  hand,  numbness  of  the 
inner  side  of  the  forearm  and  hand,  and  pain  behind 
the  left  shoulder  and  down  the  inner  side  of  the  left 
arm  and  elbow.  The  X-ray  examination  showed  the 
left  first  rib  to  be  expanded,  irregular  in  outline,  and 
full  of  cystic  spaces,  particularly  its  posterior  half. 
The  left  transverse  process  of  the  first  dorsal  ver- 
tebra also  had  undergone  cystic  change.  In  addition 
to  the  shadow  cast  by  the  superficial  tumor  there 
was  a  shadow  due  to  a  second  deeper  tumor  involv- 
ing the  area  of  the  cupola  of  the  pleura. 

Operation  established  the  diagnosis  of  hydatid 
disease  of  the  first  rib.  The  pathologic  report  on  the 
material  removed  was,  "daughter  cysts  of  varying 
sizes:  from  these  the  scolices  of  taenia  ecchinococcus 
were   obtained." 

Five  months  later  the  patient  had  protopathic  and 
some  epicritic  sensation  throughout  the  previously 
anaesthetic  area  and  complete  relief  from  pain. 
The  electrical  reactions  were  improved. 

Fkeoerick  Christopher,  M.D. 

Lance,  M.,  Andrieu,  J.,  and  Cappelle.  F. :  Remarks 
on  Juvenile  Deforminti  Osteochondritis  of  the 
Hip  (Remarques  sur  rost6ochondrite  d^formante 
juvenile  de  la  hanche)  J.  de  chir.,  192 1,  xviii,  471. 

There  has  been  much  difference  of  opinion  with 
regard  to  the  end-results  of  the  deforming  osteo- 
chondritis of  infancy — as  to  whether  or  not  it  is  the 
cause  of  the  coxa  vara  of  adolescence  and  the  deform- 
ing osteo-arthritis  of  the  adult. 

The  authors  have  endeavored  to  solve  this  ques- 
tion by  the  study  of  five  cases  treated  by  them.  The 
oldest  of  these  cases  was  treated  in  1907,  and  the 
most  recent,  in  191 4.  All  of  these  patients  still  have 
some  degree  of  anatomical  deformity  of  the  hip,  a 
limp  due  to  shortening  and  limitation  in  the  move- 
ments of  the  hip,  and  muscular  atrophy. 
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Therefore,  instead  of  a  benign  condition  which 
can  be  cured  completely  by  immobilization,  juvenile 
deforming  osteochondritis  is  a  condition  with  a 
dubious  prognosis  as  regards  the  function  of  the 
hip. 

The  authors  state  that  there  is  not  necessarily 
any  relationship  between  the  hip  deformity  pro- 
duced by  juvenile  deforming  osteochondritis  and 
that  of  juvenile  deforming  arthritis,  and  they  do 
not  agree  with  Froelich  that  the  deforming  osteo- 
chondritis of  infancy  is  the  cause  of  the  essential 
coxa  vara  of  adolescence. 

The  relationship  between  deforming  osteochon- 
dritis and  congenital  luxation  of  the  hip  is  complex; 
in  both  reduced  luxation  and  congenital  insufficiency 
of  the  hip  there  are  secondary  deformities.  While 
the  authors  do  not  say  that  a  deforming  osteochon- 
dritis might  not  be  produced  after  the  reduction  of 
a  luxation,  they  believe  that  when  the  reduction 
acts  as  an  injury  which  lights  up  in  the  hip  a  latent 
affection,  especially  syphilis,  it  may  be  a  determin- 
ing factor  in  the  beginning  of  the  disease,  as  in  a 
case  reported  by  Elmslie  which  showed  the  typical 
evolution  of  a  deforming  osteochondritis  following 
a  traumatic  luxation. 

Deforming  osteochondritis  leaves  a  deformity  of 
the  hip  which  resembles  the  deformity  in  cases  of 
reduced  congenital  luxation  and  to  some  extent  sug- 
gests that  due  to  insufficiency  of  the  hip.  While  this 
deformity  does  not  lead  to  the  coxa  vara  of  adol- 
escence, it  may  cause  a  true  deforming  and  ankylos- 
ing arthritis  of  the  hip  by  secondary  inflammatory 
recurrences.  It  must  not  be  confused  with  the  de- 
formity which  follows  epiphyseal  erosion  of  the  head 
of  the  femur.  As  both  lesions  are  situated  in  the 
epiphysis,  their  origin  can  be  determined  only  from 
their  etiology. 

The  authors  have  studied  also  a  number  of  cases 
of  juvenile  deforming  osteochondritis  associated 
with  hereditary  syphilis.  The  results  seem  to  in- 
dicate that  the  possibility  of  a  syphilitic  origin  can- 
not be  entirely  rejected,  and  that  when  hereditary 
syphilis  is  the  cause,  energetic  and  early  treatment 
will  no  doubt  lead  to  complete  recovery  from  the 
disease  and  prevent  the  secondary  deformities  of 
the  hip  which  would  render  it  functionally  weak. 

W.  A.  Bkennan. 

Timmer,  H. :  The  Determination  of  Leg  Shorten- 
ing in  Hip  Disease  (Die  Bestimmung  der  Ver- 
kuerzung  der  Beine  bei  Erkrankungen  des  Hueft- 
gelenks).  Nederl.  Tijdschr.  v.  Geneesk.,  1921,  bcv, 
2507. 

The  author  describes  the  different  methods  of 
determining  shortening  of  the  leg  in  hip  disease. 
The  method  most  in  use  is  that  of  measuring  the 
distance  between  the  anterior  superior  iliac  spine 
and  the  lower  border  of  the  internal  malleolus.  In 
this  procedure  mistakes  may  be  caused  by  unequal 
abduction,  adduction,  flexion,  rotation,  or  an  asym- 
etrical  pelvis.  When  in  a  case  of  unilateral  disease 
one  leg  is  in  a  fixed  abnormal  position,  esp>ecially 


when  it  is  in  a  fixed  adduction  position,  this  measur- 
ing is  incorrect  as  the  fixed  leg  is  in  the  way  when  an 
attempt  is  made  to  bring  the  normal  leg  into  the 
same  position. 

For  the  determination  of  the  trochanter  position 
there  are  different  methods.  First,  the  use  of  the 
Roser-Nelaton  line.  In  this  connection  it  must  be 
borne  in  mind  that  neither  the  trochanter  nor  the 
tuberosity  of  the  ischium  is  an  absolutely  fixed  point. 
Slight  changes  in  the  position  of  the  thigh  affect  the 
position  of  the  trochanter  decidedly.  By  repeated 
examinations  several  authors  have  found  noteworthy 
deviations  even  in  normal  hips. 

Two  other  methods  are  those  of  Bryant  and  Kort- 
eweg.  Bryant  extends  the  axis  of  the  thigh  above 
the  trochanter  and  drops  upon  this  axis  a  line  from 
the  spine.  With  another  line  he  connects  the  spine 
and  the  trochanter.  When  the  position  of  the  tro- 
chanter is  normal  an  equilateral  right  triangle  is 
thus  formed.  In  abnormal  conditions  the  sides 
are  unequal.  Korteweg  gets  a  triangle  by  extending 
a  line  from  the  tip  of  the  trochanter  to  the  vertical 
line  dropped  from  the  spine.  This  method  is  sui>- 
posed  to  be  more  exact  than  that  of  Bryant  because 
one  can  feel  and  measure  exactly  from  the  point  of 
the  trochanter  whereas  by  the  other  method  one  has 
to  decide  largely  from  feeling  on  the  skin.  The 
measurements  must  always  be  made  on  both  sides. 
In  a  unilateral  adduction  position  with  the  patient 
on  his  back  both  legs  are  put  parallel  in  the  abnormal 
position.  Because  of  the  adduction,  the  distance 
between  the  spine  and  the  trochanter  must  have 
become  greater.  If  now  we  find  that  on  the  abnormal 
side  the  distance  is  the  same  or  that  it  is  less  than  on 
the  normal  side,  the  trochanter  is  higher  and  there 
is  a  real  shortening. 

Schomaker  makes  use  of  a  connecting  line  between 
the  trochanter  and  spine  which  should  intersect 
the  middle  line  of  the  body  in  the  region  of  the 
umbilicus.  If  there  is  a  change  on  one  side  the  lines 
do  not  intersect  at  the  same  level,  one  meeting  the 
median  line  at  a  lower  level  than  the  other.  By  this 
method  a  slight  error  in  the  determination  of  the 
trochanter  point  and  slight  rotation  of  the  leg  may 
cause  a  change  in  the  f)oint  of  intersection. 

On  viewing  the  patient  in  a  standing  position  the 
shortening  of  the  leg  gives  a  different  impression: 
(i)  inclination  of  the  pelvis  (muscle  paralysis  and 
atrophy  must  be  considered);  (2)  static  scoliosis; 
(3)  a  slanting  p>osition  of  the  dimples  near  the  os 
sacrum ;  (4)  greater  inclination  of  the  iliac  crest  on 
both  sides;  and  (5)  greater  inclination  of  the  spine. 
By  placing  different  thicknesses  of  plates  under  the 
shortened  leg  the  exact  amount  of  shortening  can  be 
determined. 

The  author  determines  in  every  case  the  distance 
between  the  spine  and  the  internal  malleolus  and 
then  the  trochanter  pKjsition  by  both  the  Roser- 
Nelaton  and  the  Korteweg  methods,  comparing  the 
results.  In  the  cases  of  small  children  with  unilateral 
congenital  dislocation  of  the  hip  he  brings  the  mal- 
leoli to  the  same  level  and  then  determines  with  the 
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eye  whether  a  measuring  band  laid  over  the  two 
spines  runs  straight  or  slantingly. 

In  conclusion  Timmer  discusses  the  measurements 
in  different  diseases  of  the  hip  and  leg.    Timm  (Z). 

Schmidt:  The  Development  of  Genu  Valgum  from 
Valgus  Position  of  the  Foot  (Die  Entstehung  des 
X-Beines  durch  die  Valgitaet  des  Fusses).  Ztschr. 
f.  orthop.  Chir.,  192 1,  xli,  35. 

The  most  common  leg  deformity  after  the  third 
year  of  life  i^genu  valgum.  According  to  the  investi- 
gations of  Schmidt,  this  condition  is  always  associated 
with  talipes  valgus.     Genu  varum  is  relatively  rare. 

Studies  of  models  and  the  X-ray  pictures  with 
regard  to  the  relationship  between  talipes  valgus 
and  genu  valgum  gave  the  following  findings: 

Genu  valgum,  the  deformity  in  which  the  lateral 
angle  at  the  knee  joint  is  lessened,  adjusts  itself  by 
the  transmission  of  weight  toward  the  outside  and 
thereby  brings  about  talipes  valgus.  The  changes 
produced  in  the  knee  joint  arc  first  noticed  in  the 
capsule  and  ligaments,  which  are  so  stretched  that 
a  flail-joint  results.  These  changes  soon  lead  to 
characteristic  alterations  in  the  bones  themselves. 
The  X-ray  shows  that  the  principal  bone  changes 
take  place  in  the  diaphysis  of  the  femur  and  tibia. 
The  shape  of  the  epiphyses  does  not  differ  from  the 
normal.  The  characteristic  bending  occurs  chiefly 
in  the  tibia  in  children  and  in  the  femur  in  adults. 
In  a  large  number  of  cases  there  is  hypertrophy  of  the 
lateral  cortex  of  the  tibia  to  meet  the  new  conditions. 

The  author  discusses  in  particular  the  rebuilding 
of  the  flail-joint  and  the  correction  of  the  genu 
valgum  by  recumbency  and  the  correction  of  the 
talipes  valgus.  Treatment  along  this  line  completely 
overcomes  the  deformity  and  proves  the  correctness 
of  Schmidt's  theory  that  genu  valgum  is  a  result  of 
untreated  talipes  valgus. 

In  most  cases  the  use  of  inlays  which,  by  high 
borders,  hold  the  foot  firm  and  in  a  supinated  posi- 
tion, and  the  wearing  of  high  leather  shoes  are 
sufficient.  In  especially  difficult  cases,  however,  a 
celluloid  splint  which  extends  over  the  joint  and 
holds  the  foot  firmly  in  a  position  of  supination 
should  be  worn  during  the  night.  To  combat  the 
habitual  valgus  position  of  the  knee  joint  the  legs 
should  be  twice  daily  held  for  half  an  hour  by  a 
support  with  the  knee  joints  in  the  median  position 
while  the  feet  are  held  parallel  or  even  in  a  varus 
position  by  an  extension  on  the  same  appliance. 
Active  exercises  and  the  maintenance  of  median 
rotation  are  of  great  importance.  In  the  cases  of 
small  children  and  in  very  severe  cases  external 
supports  for  the  entire  leg  should  be  worn  at  night. 

Glaessner  (Z). 

Abrahamsen,  H.:  Koehler's  Disease,  with  Special 
Consideration  of  Its  Pathogenesis  (Koehlcrsche 
Krankheit  mit  besonderer  Beruecksichtigung  der 
Pathogenese).    Hosp.-Tid.,  1921,  Ixiv,  87. 

By  "  Koehler's  disease"  is  understood  an  anomaly 
which  appears  in  the  scaphoid  bones  in  the  fifth  or 


sixth  year  of  life  which  is  usually  unilateral  but 
sometimes  bilateral.  Generally  there  are  no  pro- 
dromal symptoms,  but  often  there  is  a  history  of 
trauma  and  the  child  frequently  limps  and  com- 
plains of  pain  and  tenderness  to  pressure  in  the 
region  of  the  scaphoid.  The  muscles  of  the  lower  leg 
become  atrophic;  in  many  cases  there  is  an  increased 
arching  of  the  foot  with  supination.  Less  often  there 
is  a  flat-foot  position.  The  only  definite  proof  is  the 
roentgen  picture  showing  an  abnormally  small  or 
island-like  fragmented  center  of  ossification  with 
indefinite  borders. 

With  regard  to  the  etiology  the  author  states  that 
syphilis,  tuberculosis,  and  von  Recklinghausen's 
osteitis  fibrosa  can  be  eliminated.  Because  of  the 
late  appearance  of  the  center  of  ossification  and  the 
anatomical  position  of  the  scaphoid  bone,  Schultze, 
Stumme,  Hanisch,  and  others  believe  that  a  com- 
pression fracture  of  an  essentially  normal  bone  plays 
a  part.  In  view  of  the  lack  of  evidence  to  prove  the 
Schultze  theory,  other  authors  ascribe  the  condition 
to  a  combination  of  factors;  while  they  admit  that 
trauma  may  be  a  direct  cause,  they  believe  a  con- 
genital postpartum  dystrophy  of  the  scaphoid  bone 
is  a  necessary  precedent. 

Preiser  speaks  of  a  typical  traumatic  disturbance 
of  nutrition.  He  assumes  a  primary  tearing  of  the 
tissues  containing  the  vessels  bringing  nourishment 
to  the  scaphoid,  and  draws  a  comparison  to  the 
Kienboeck  traumatic  malacia  of  the  semilunar  bone 
of  the  wrist,  .\side  from  the  fact  that  the  latter 
condition  is  always  the  result  of  trauma,  there  is 
very  little  similarity  in  the  X-ray  findings.  The  fact 
that  it  has  never  been  proved  that  a  single  trauma 
was  the  cause  of  Koehler's  disease  led  Meulengracht 
to  assume  that,  as  in  latent  metatarsal  fractures, 
repeated  trauma  and  over-exertion  may  often  cause 
a  compression  of  the  scaphoid.  Nevertheless,  he 
does  not  entirely  dismiss  as  a  factor  a  defective 
anlage  or  an  error  in  development. 

The  third  theory,  suggested  by  Koehler,  is  that 
the  cause  is  an  anomaly  in  development,  a  dys- 
trophic process,  since  the  affection  often  occurs 
on  both  sides  and  without  a  history  of  trauma. 
A  fracture,  according  to  Koehler,  is  never  the 
cause. 

.\brahamsen  had  the  opportunity  to  examine  a 
case  repeatedly  with  the  X-ray.  The  patient  was  a 
7-year-old  boy.  The  case  history,  inspection,  and 
palpation  revealed  no  evidence  of  Koehler's  disease. 
The  first  X-ray  picture,  however,  showed  that  the 
center  of  the  scaphoid  bone  was  entirely  absent. 
Abrahamsen  gave  thyroid  treatment  for  two  and 
one-half  months,  when  signs  of  emaciation  api:>eared. 
The  X-ray  then  showed  a  7  mm.  bone  nucleus  with 
very  irregular  contours.  After  six  weeks  the  nucleus 
was  g  mm.  long.  A  trauma  (as  suggested  by 
Meulengracht)  could  be  eliminated  with  certainty 
in  this  case.  By  means  of  X-ray  examinations  over  a 
period  of  three  months  the  development  of  a 
scaphoid  with  the  characteristics  of  Koehler's 
disease  could  be  followed.    Ossification,  which  was 
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delayed,  took  on  growth  after  the  administration  of 
the   thyroid   preparation. 

Abrahamsen  sees  in  this  case  a  strengthening  of 
Koehler's  theory.  However,  he  does  not  deny  that, 
especially  when  there  is  over-exertion  and  com- 
pression of  the  dystrophic  bone,  trauma  may  have  a 
secondary  action.  The  cause  of  the  primary 
dystrophy  is  still  unknown.  Saxinger  (Z). 

FRACTURES  AND  DISLOCATIONS 

McCarthy,  E.  A. :  Modem  Methods  in  the  Treat- 
ment of  Fractures.  Boston  M.  cs"  S.  J.,  1921, 
clxxxv,  469. 

Emphasis  is  placed  on  the  value  of  rep>eated 
X-ray  examinations  of  fractures.  The  author  favors 
open  reduction,  especially  of  fractures  of  the  shaft 
of  the  femur,  the  distal  end  of  the  humerus,  the 
forearm,  and  the  patella.  He  is  opposed  to  the  use  of 
foreign  materials  for  fixation  of  the  fragments,  pre- 
ferring kangaroo  tendon  or  chromic  catgut. 

Fractures  of  the  neck  of  the  femur  are  treated  by 
the  closed  method — complete  abduction  with  the 
limb  in  full  extension  and  slight  inward  rotation.  A 
traction  orthopedic  table  is  used,  and  a  plaster 
spica  is  applied. 

After  a  closed  reduction  in  cases  of  Colles'  fracture 
the  hand  is  flexed  and  deviated  toward  the  ulnar 
side.  Massage,  baking,  and  manipulation  are 
begun  early.  In  ten  days  the  cast  is  removed  and  the 
part  placed  on  an  anterior  wooden  splint  which  re- 
mains on  until  the  end  of  the  third  week. 

Pott's  fracture  also  is  treated  by  the  closed  method. 
.\  cast  is  applied  with  the  foot  rotated  inward  and  at 
right  angles  or  dorsiflexed. 

Patellar  fractures  are  treated  by  the  open  method. 
Holes  are  drilled  laterally  in  the  fragments,  and 
coarse  kangaroo  tendon  is  used  to  approximate 
them.  A  chromic  catgut  purse-string  suture  is  passed 
through  the  tendon  and  capsule.  A  semicircular 
incision  is  used. 

The  author  advocates  early  treatment  of  com- 
pound fractures  to  sterilize  the  wound,  to  prevent 
shortening  of  the  muscles  and  vessels,  and  to  secure 
approximation  of  the  fragments. 

D.\NiEL  H.  Levinthal,  M.D. 

Rixford,  E. :  On  the  Mechanics  of  Production  and 
the  Treatment  of  Spiral  Fractures.  Ann.  Surg., 
1921, Ixxiv,  490. 

According  to  the  author,  the  results  of  the  treat- 
ment of  spiral  fractures  are  appalling.  Non-union  is 
common  and  deformities  of  all  types  about  the  ankle 
and  foot  are  numerous.  To  obtain  better  results  a 
proper  understanding  of  the  mechanism  of  the 
fracture  is  essential.  By  a  diagram  it  is  shown 
that  unless  the  fracture  is  completely  reduced  it  will 
gap  widely  along  the  spiral  compK)nent.  In  the 
majority  of  cases  reduction  cannot  be  accomplished 
by  the  ordinary  methods  followed  by  fixation,  or 
even  by  traction.   Better  results  can  be  obtained  in 


such  cases  by  early  operation  before  secondary 
changes  have  occurred,.  Barring  definite  contra- 
indications to  surgical  intervention  in  general,  all 
spiral  fractures  of  the  long  bones  of  adults  and 
adolescents  and  some  of  those  in  children  can  be 
managed  by  early  open  operation.  The  following 
technique  has  given  Rixford  excellent  results: 

1.  The  location  and  form  of  the  fracture  are 
determined  by  means  of  X-ray  plates. 

2.  The  spiral  part  of  the  fracture  is  cut  down  upon 
and  all  detached  chips  of  bone  are  removed.  Larger 
fragments  are  also  removed  if  they  are  not  necessary 
for  splintage.  Both  bone  ends  are  drilled,  care  being 
taken  to  disturb  the  bone  as  little  as  p)OSsible.  The 
holes  are  made  at  points  which,  aft-er  reduction,  will 
make  the  line  joining  them  oblique  to  the  spiral  and 
increase  most  effectively  the  resistance  to  torsion 
displacement.  In  general  this  line  will  be  transverse 
to  the  axis  of  the  bone. 

3.  A  stout  silver  wire  is  passed  through  the  drill 
holes. 

4.  The  fracture  is  reduced  by  traction,  rotation, 
and  leverage,  with  care  not  to  break  the  bone.  Any 
periosteal  or  fibrous  tabs  between  the  fragments 
along  the  spiral  are  removed  but  care  is  taken  not  to 
strip  the  periosteum.  The  wire  is  drawn  taut  and 
twisted,  its  ends  being  hammered  down  against  the 
bone. 

4.  The  wound  is  then  closed  and  some  sort  of 
efficient  retention  appliance,  a  properly  fitting 
Thomas  splint  or  a  plaster-of-Paris  cast,  is  applied. 

6.  The  retention  appliance  is  removed  frequently 
for  massage,  mobilization  of  the  joints,  and  electrical 
stimulation  of  the  muscles. 

F.  W.  C.ARRUTHERS,  M.D. 

Delannoy,  E. :  Fractures  of  the  Acetabulum 
Caused  by  Forcible  Central  Luxation  of  the 
Femur  (Fractures  de  la  cavite  cotyloide  par  en- 
foncement  et  luxation  centrale  du  femur).  Rev.  de 
chir.,  Par.,  1921,  xl,  317. 

The  author  reviews  the  literature  and  reports  a 
case  of  fracture  of  the  acetabulum  produced  by 
forcible  central  luxation  of  the  head  of  the  femur. 

Such  fractures  occur  most  commonly  between  the 
ages  of  10  and  40  years.  Their  maximum  incidence 
is  between  the  thirtieth  and  fortieth  years.  They 
are  produced  usually  by  falls  and  blows  upon  the 
great  trochanter — falls  in  which  the  patient  alights 
upon  his  feet,  and  terrific  blows  from  above  upx>n 
the  shoulders.  Fractures  of  the  acetabulum  with- 
out central  luxation  of  the  head  of  the  femur  are 
rare. 

Pathologically  fractures  of  the  acetabulum  may 
be  classed  as  vertical  and  horizontal  fractures  with 
slight  or  complete  luxation  of  the  head  of  the  femur, 
and  radiating  fractures  without  displacement  of  the 
femoral  head.  Loss  of  function  is  not  always  com- 
plete. Movement  is  accompanied  by  pain  referred 
to  both  the  pelvis  and  the  hypogastrium.  Retention 
of  urine,  dysuria,  and  abdominal  contusions  are 
common    complications.      The    limb    is    held    in 
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flexion,  external  rotation,  and  abduction.  The  de- 
gree of  rotation  depends  upon  the  amount  of 
penetration  of  the  femoral  head.  Objectively  one 
notes  obliteration  of  the  trochanteric  prominence 
and  ecchymoses  over  the  trochanter,  scrotum,  and 
pubes.  Rectal  examination  often  reveals  crepita- 
tion. 

The  diagnosis  is  aided  by  the  X-ray,  which  reveals 
luxation  of  the  femoral  head  and  the  line  of  fracture. 
This  lesion  must  be  differentiated  from  simple  con- 
tusions of  the  hip,  fracture  of  the  femoral  neck,  in- 
tracapsular fracture,  iliac,  ischial  and  pubic  luxa- 
tions, coxalgia,  and  pelvic  tumors.  The  usual  com- 
plications which  must  always  be  anticipated  are 
injuries  to  the  bladder  and  rectum,  injury  to  the 
obturator  nerve,  pelvic  ha;matoma  following  le- 
sions of  the  iliac  vein,  and  wounds  of  the  parietal 
peritoneum. 

Early  mobilization  of  the  limb  with  extension 
followed  by  massage  and  passive  and  active  move- 
ment are  the  essentials  in  the  treatment  of  acetubu- 
lar  fractures  without  marked  luxation  of  the  fem- 
oral head.  In  the  presence  of  luxation,  the  femoral 
head  may  be  reduced  by  external  manipulations 
following  the  methods  of  Whitman  or  Roux  or  by 
open  operation.  Loyal  E.  Davis,  M.  D. 

Dunn,  N.:  Compound  Fractures  of  the  Thi^  and 
Leg.  Bril.  M.  J.,  1921,  ii,  632. 

Experience  in  the  treatment  of  compound  frac- 
tures of  the  thigh  and  leg  during  the  war  has  em- 
phasized the  value  of  splinting  in  these  cases  in  con- 
trast to  the  method  of  open  reduction  used  for 
simple  fractures.  The  Thomas  splint  can  be  em- 
ployed for  any  fracture  of  the  lower  limb.  Its 
efficiency  is  shown  by  the  fact  that  in  one  series  of 
500  cases  of  fracture  of  the  femur  the  average  short- 
ening was  less  than  ^2  in.  This  splint  is  easily 
applied  and,  by  holding  the  fragments,  tends  to 
lessen  shock  and  sepsis. 

The  author  advises  preliminary  measures  such 
as  the  treatment  of  shock,  the  administration  of 
antitetanus  serum,  and  the  early  cleansing  of  the 
wound  followed  by  primary  or  secondary  suture. 
Fractures  of  the  upper  third  of  the  femur  are 
splinted  in  flexion  and  abduction.  For  fractures 
complicated  by  large  wounds  of  the  buttocks  the 
Sinclair  net  may  be  used. 

The  technique  of  applying  the  Thomas  splint  in 
cases  of  fracture  of  the  shaft  of  the  femur  is  discussed 
with  emphasis  on  the  methods  of  obtaining  counter- 
traction  and  suspension  and  the  use  of  the  Sinclair 
skate.  The  position  of  the  fragments  should  be 
controlled  by  frequent  X-ray  examinations.  As 
soon  as  there  is  firm  callus  motion  is  obtained  at  the 
knee  joint  by  the  use  of  a  Thomas  splint  with  a 
hinge  at  the  knee.  A  calliper  walking  splint  is  used 
after  ten  to  twelve  weeks,  but  weight-bearing  is 
not  allowed  until  definite  trabeculations  can  be  seen 
through  the  line  of  fracture. 

For  fractures  of  the  tibia  and  fibula  the  Thomas 
knee  splint  used  with  traction  gives  excellent  results. 


Two  points  must  be  borne  in  mind :  correct  position 
of  the  foot  and  the  normal  anterior  bow  of  the 
tibia.  Joint  fractures,  especially  of  the  knee,  must 
be  accurately  reduced,  by  open  operation  if  neces- 
sary. 

Limitation  of  motion  which  so  often  results  in  the 
joints  following  fractures  may  be  largely  prevented 
by  early  splinting,  the  control  of  sepsis,  and  early 
movement  of  the  joint.  If  ankylosis  occurs  in  the 
hip,  knee,  or  ankle,  a  good  functional  position  is 
essential. 

Osteomyelitis  following  a  compound  fracture  is  a 
different  problem.  A  radical  operation  should  not 
be  considered  until  late  in  order  that  the  sequestra 
may  be  fully  formed  and  maximum  resistance  may 
have  been  develop>ed. 

The  author  claims  that  by  thoroughly  cleansing 
and  obliterating  the  cavities  and  draining  posteri- 
orly he  has  obtained  a  cure  in  80  p)er  cent  of  the 
cases  of  fracture  of  the  femur  treated  by  a  single 
operation.  J.  I.  Mitchell,  M.D. 

Peckham,  F.  E. :  The  Treatment  of  Fractures  of  the 
Femur.   J.  Orlkop.  Surg.,  1921,  iii,  529. 

This  article  is  a  plea  for  simplicity  of  apparatus 
in  the  treatment  of  fractures  of  the  femur.  In  a  case 
of  fresh  fracture  of  the  femur  at  any  point  from  the 
top  to  the  bottom  traction  and  counter-traction  will 
pull  the  leg  down  to  length.  Counter-extension  is 
obtained  by  a  padded  p>erineal  band  attached  at  the 
head  of  the  bed  to  a  weight  half  the  amount  used 
for  the  direct  extension.  Coaptation  splints  are 
used  for  fractures  of  the  upper  and  middle  thirds. 
The  constant  traction  will  pull  the  fragments  down 
to  length  and  if  they  do  not  then  go  into  apposition 
it  is  usually  because  they  are  caught  in  the  soft 
tissues.  Only  in  the  latter  case  is  open  operation 
indicated. 

Peckham's  patients  are  taken  to  the  operating 
room  in  bed  with  all  extension  apparatus  intact. 
Incision  can  then  be  made  and  the  fragments  ap- 
proximated without  removing  the  patient  from  the 
bed  or  the  splints  from  the  leg.  When  accurately 
approximated,  the  fragments  usually  need  no  inter- 
nal fixation. 

In  fractures  of  the  neck  of  the  femur,  extension 
and  counter-extension  are  also  used  to  bring  the 
leg  down  to  normal  length.  This  requires  from  two 
days  to  two  weeks.  When  a  little  more  than  normal 
length  is  obtained  p)erfect  apposition  is  effected  by 
strong  internal  rotation  and  the  use  of  a  T  splint  and 
adhesive  straps.  In  order  to  get  a  good  weight- 
bearing  line  and  avoid  subsequent  shortening  from 
a  varus  position  of  the  neck  it  is  important  to  have 
the  distal  fragment  down  under  the  proximal  frag- 
ment. With  this  method  the  results  are  obtained 
gradually,  no  anaesthetic  is  used,  and  care  of  the 
skin  and  some  freedom  of  the  patient's  body  are 
permitted. 

Ten  case  reports  are  given,  and  convincing  il- 
lustrations supplement  the  article. 

William  A.  Clark,  M.D. 
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Henderson,  M.  S.:  Fractures  of  the  Femur;  End- 
Results.  /.  Orlhop.  Surg.,  1921,  iii,  520. 

The  records  of  222  patients  who  had  come  to  the 
Mayo  Clinic  on  account  of  fractures  of  the  femur 
were  studied.  The  data  concerning  those  who  could 
not  be  traced  or  who  were  still  under  observation 
are  not  considered  in  the  discussion. 

In  the  fifty-seven  cases  of  recent  fractures  there 
were  three  deaths.  One  patient  died  of  fracture  of 
the  skull  the  day  of  the  accident;  one  of  pulmonary 
embolism  the  day  of  the  operation;  and  one,  a  wo- 
man aged  50,  in  the  third  week  after  operation  from 
pulmonary  embolism  following  reduction  and  treat- 
ment by  the  Whitman  method.  Nine  patients  had 
sustained  fractures  of  the  neck  of  the  femur;  seven 
were  cured.  In  one  case  the  fracture  was  improperly 
reduced  and  one  patient  failed  to  carry  out  the 
treatment. 

The  Whitman  method  is  the  method  of  choice, 
but  in  certain  cases  the  Ruth-Maxwell  traction 
method  has  been  used.  Seven  patients  had  fractures 
of  the  upper  third  of  the  femur;  all  obtained  satis- 
factory results.  Fifteen  fractures  in  the  middle 
third  of  the  femur  and  three  of  five  fractures  in  the 
lower  third  were  cured.  Three  of  the  cases  were 
epiphyseal  separations  in  children.  One  of  the 
deaths  was  that  of  a  boy  9  years  of  age  who  died 
from  fat  embolism.  In  forty  cases  under  observation 
to  the  end-results  the  outcome  was  entirely  satis- 
factory in  87.5  per  cent. 

The  present  treatment  of  recent  fractures  at  the 
Mayo  Clinic  is  described  briefly.  The  younger  the 
patient  the  easier  the  application  of  conservative 
measures,  although  occasionally,  even  in  the  cases  of 
babies,  diflSculty  is  encountered  in  engaging  the  ends 
of  the  bone  satisfactorily.  When  this  occurs,  open 
operation  should  be  done.  In  the  cases  of  vigorous 
adults,  under  proper  surroundings,  the  open  oper- 
ation and  the  use  of  beef-bone  or,  if  necessary,  metal 
plates  for  internal  fixation  have  been  more  satisfac- 
tory than  conservative  measures.  Under  certain 
ideal  conditions  of  equipment  and  training  conserva- 
tive measures  would  probably  give  equally  good 
functional  results. 

Proper  internal  splinting  and  postoperative  fixa- 
tion of  the  limb  insure  a  perfect  anatomical  result. 
A  good  fracture  table  is  essential.  In  the  cases  of 
elderly  patients  the  author  has  generally  resorted 
to  conservative  measures,  but  in  the  future  expects 
to  operate  more  often  if  the  patients  are  in  good 
general  health.  This  does  not  apply  to  those  with 
fractures  of  the  neck  of  the  femur.  In  such  cases 
the  Whitman  abduction  method  gives  E>erfect  con- 
trol of  the  fragments.  As  prolonged  fixation  in 
plaster  tends  to  stiffen  the  knee,  it  is  the  present 
practice  at  the  Clinic  to  put  joints  in  casts  which 
permit  early  active  movement. 

Of  the  165  patients  with  old  fractures,  fifty  had 
fractures  of  the  neck  of  the  femur,  and  all  but  six 
were  operated  on.  Thirty-nine  of  those  traced  were 
operated  on,  and  twenty-eight  (71.7  per  cent)  were 
cured.    The  bone-pegging  operation  is  satisfactory 


in  cases  in  which  a  sufficient  amount  of  the  neck  of 
the  femur  is  left,  but  when  the  neck  is  absorbed  the 
Brackett  operation  is  preferred.  In  treating  old 
fractures  of  the  shaft  of  the  femur,  whether  in  the 
upper,  middle,  or  lower  third,  operation  is  usually 
difficult  and  may  be  attended  by  infection  and  risk 
to  life.  It  is  hard  to  estimate  the  end-results  in 
such  cases  because  a  study  should  be  made  of  indi- 
vidual cases  and  in  some  it  would  be  absolutely 
impossible  to  obtain  perfect  results.  Patients  in 
whom  the  maximum  of  benefit  under  the  circum- 
stances was  obtained  were  classified  as  cured,  the 
classification  being  thus  based  on  the  personal 
equation. 

The  metal  plate  was  used  in  fifty-eight  operations. 
After  a  tediously  long  dissection  to  expose  the  frag- 
ments, freshen  them,  and  fit  the  ends  of  old  fractures, 
the  use  of  metal  plates  and  screws  was  found  to  be 
the  easiest  and  quickest  way  out  of  a  difficult  posi- 
tion. Prolongation  of  the  operation  to  apply  a  bone 
graft  is  attended  with  a  risk  that  cannot  be  lightly 
considered.  The  oblique  and  spiral  fractures  may 
often  be  held  easily  with  beef-bone  screws  alone,  and 
in  cases  of  transverse  fractures  the  combined  use  of 
beef-bone  plates  and  screws  is  in  many  respects 
ideal. 

Sepsis  is  more  prone  to  follow  the  use  of  the 
metal  plates  than  the  beef-bone  plate  or  autogenous 
bone  graft.  At  present  every  metal  plate  is  removed 
as  soon  as  union  is  sufficiently  firm  to  permit  such 
removal.  Infection  may  spoil  a  weU-conducted  op>- 
eration  and  is  a  factor  to  be  considered  in  dealing 
with  the  end-results.  In  the  series  of  cases  reviewed 
infection  ran  high  and  occasionally  caused  failure. 
More  recently,  beef-bone  plates  and  screws  have 
been  employed  and  are  better  tolerated  by  the 
tissues. 

Postoperative  fixation  is  essential  if  there  is  any 
tension  in  the  muscles  of  the  thigh  when  the  bone 
ends  are  put  together  as  the  plaster-of-Paris  cast  is 
not  sufficient  to  prevent  bowing.  If  there  is  any 
question  about  this,  the  patient  should  be  put  to  bed 
with  extension  on,  a  Thomas  splint  being  used  and 
the  foot  of  the  bed  being  elevated. 

One  hundred  and  fifteen  fractures  of  the  shaft  of 
the  femur  were  treated.  Sixty-nine  were  op>erated 
on.  Satisfactory  results  were  obtained  in  fifty-three 
(76.7  per  cent).  In  twenty-nine  cases  treated  by  con- 
servative measures  satisfactory  results  were  obtained 
in  93.1  per  cent.  It  must  be  remembered,  however, 
that  operative  measures  were  employed  for  the  more 
serious  fractures,  while  non-operative  measures,  such 
as  manipulations  under  ether  to  line  up  the  frag- 
ments and  treatment  by  extension  and  the  applica- 
tion of  Thomas  splints,  were  employed  for  the  more 
simple  fractures. 

In  102  cases  in  which  operation  was  performed  for 
an  old  fracture  there  were  two  deaths.  One  woman, 
aged  38,  who  had  non-union  of  the  middle  third  of 
the  femur,  died  the  day  of  the  operation,  probably 
from  pulmonary  embolism;  autopsy  was  not  per- 
mitted.   A  man,  aged  32,  died  the  sixth  day  after 
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operation;  autopsy  failed  to  disclose  the  cause  of 
death.  A  slight  bronchopneumonia  and  a  slightly 
contracted  kidney  were  found  but  no  evidence  of 
pulmonary  embolism.  Death  was  probably  due  to 
renal  insufficiency.  The  clinical  examination, 
however,  had  been  negative. 

There  are  two  serious  complications  of  clinical 
significance  which  stand  out  in  this  review,  throm- 
bosis of  the  common  iliac  artery  and  dilatation  of  the 
stomach.  Thrombosis  of  the  common  iliac  artery 
is  more  common  in  fractures  of  the  neck  of  the  femur 
than  has  been  believed.  It  was  demonstrated  at 
autopsy  in  two  of  the  patients  who  died  of  embolism, 
and  probably  was  the  cause  of  the  persistent  oedema 
in  the  cases  of  some  of  the  patients  who.  so  far  as  the 
fracture  was  concerned,  obtained  excellent  rei»ults. 
Dilatation  of  the  stomach  occurs  but  rarely  in  ortho- 
pedic cases,  but  if  it  is  unrecognized  may  cause 
death. 

Lane,  W.  A.:    The  Disastrous  Results  of  (Certain 
Abduction    Fractures    of    the    .\nkle    Joint. 

Lancet,  1921,  cci,  697. 

The  author's  attention  having  been  called 
recently  to  the  poor  results  following  the  surgical 
treatment  of  a  fracture  of  the  ankle  joint  which  he 
described  many  years  ago,  he  discusses  the  mechan- 
ism of  fractures  in  this  region  and  emphasizes 
especially  the  treatment  of  the  third-degree  abduc- 
tion fracture. 

Fractures  of  the  ankle  are  caused  by  adduction 
and  by  abduction.  There  are  two  varieties  or  de- 
grees of  adduction  fracture.  In  the  first .  the  weight- 
bearing  on  the  inner  articular  surface  of  the  astra- 
galus against  the  internal  malleolus  splits  off  the 
internal  malleolus  and  a  wedge  of  the  inner  surface 
of  the  tibia.  The  line  of  fracture  is  almost  perpe:i- 
dicular.  The  second  type  includes  this  fracture  and. 
in  addition,  a  transverse  fracture  of  the  fibula  over 
the  lower  edge  of  the  tibia  due  to  the  greater 
adducting  force. 

In  abduction  fractures  three  degrees  arc  recog- 
nized. First,  that  in  which  abduction  causes  torsion 
on  the  fibula,  which  breaks,  usually  obliquely: 
second,  that  in  which  the  internal  lateral  ligament 
is  torn  or  the  internal  malleolus  is  fractured;  and 
third,  that  in  which  the  strain  on  the  interosseous 
ligament  tears  off  a  triangular  area  of  the  lower  end 
of  the  posterior  part  of  the  tibia,  the  base  of  which 
extends  to  the  articular  surface. 

It  is  for  the  last  variety  that  the  author  makes  a 
special  plea  for  rational  treatment.  Unless  the 
articular  surface  is  restored,  function  can  never  be 
regained.  This  cannot  be  accomplished  by  the 
ordinary  treatment  of  a  Pott's  fracture. 

Lane  advises  open  operation.  In  the  adduction 
fractures  the  fragment  of  tibia  is  replaced  and  fixed 
by  a  plate.  The  fibula  fragments  fall  into  normal 
line.  In  the  abduction  type  the  fibula  fracture  is 
reduced  and  held  by  a  plate  and  the  tibial  frag- 
ments will  assume  their  normal  position. 

J.  L  Mitchell,  M.D. 


SURGERY  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Mayer,  L.:  The  Free  Transplantation  of  Tendons. 

Am.  J.  Surg.,  1921,  xx.w,  271. 

Great  progress  has  been  made  within  the  past  few 
years  in  the  surgery  of  tendon  transplantation. 
Eight  years  ago  Muller  expressed  the  hope  that 
future  surgery  would  be  able  to  replace  the  loss  of 
tendons  by  free  transplantation  and  since  then  a 
method  of  doing  this  has  been  found. 

.\mong  those  in  this  country  who  are  responsible 
for  advances  in  this  field  of  surgery  Bunnell  deserves 
first  mention.  His  method  precludes  all  traumatism. 
To  facilitate  the  suturing  in  tendon  transplantation 
Bunnell  devised  a  tendon  clamp  so  constructed  that 
it  holds  the  tendon  fibrils  firmly  together  when  they 
are  sutured. 

In  free  transplantation  the  vitality  of  the  trans- 
plant depends  upon  the  accuracy  of  coaptation  of 
tendon  to  tendon.  Gallie  and  Le  Mesuier  reported 
evidence  that  the  transplanted  tendon  does  not 
undergo  necrosis.  Others  believe  the  transplant 
dies  and  is  replaced  through  the  activity  of  the 
surrounding  tissues. 

.\  knowledge  of  anatomy  and  physiology  is  neces- 
sary for  the  successful  transplantation  of  tendons. 
The  attempt  must  be  made  to  reconstruct  the 
normal  paratenon,  a  loose  areolar  tissue  rich  in 
elastic  fibers  which  lies  between  the  tendon  and 
fascia.  Where  the  tendon  changes  direction  a  sheath 
is  provided  as  the  paratenon  is  not  suflicient  pro- 
tection against  the  bony  impingement  of  restraining 
ligaments.  The  sheath  is  a  sack  filled  with  fluid 
which  acts  as  a  buffer  against  friction.  .\  valve-like 
structure,  called  the  "plica."  is  situated  at  the  upper 
pole  of  the  tendon.  The  tendon  surface  is  coated 
with  cells  differing  morphologically  and  functionally 
from  the  cells  of  the  deeper  strata.  Injury  to  them 
must  be  avoided  if  the  gliding  function  is  to  be 
maintained.  To  fix  the  tendon  to  bone  or  another 
tendon  these  superficial  cells  must  be  removed. 

The  author  reports  four  cases  of  tendon  trans- 
plantation. John  Mitchkll,  M.U. 

Forrester- Brown,  M.  F. :  A  Study  of  Some  Methods 
of  Bone  Grafting.   Brit.  J.  Surg.,  192 1.  ix,  179. 

The  author  reports  six  groups  of  cases  illustrating 
the  advantages  and  limitations  of  the  different 
types  of  op>eration  for  ununited  fractures.  .\s 
guiding  principles  are  advocated;  (i)  wide  of)ening 
up  of  vascular  bone  to  give  the  osteophytes  free 
access  to  the  site  of  fracture,  (2)  preliminary  cor- 
rection of  deforming  tendencies,  (3)  protection  of 
the  bone  from  undue  stress  subsequent  to  the 
operation,  and  (4)  heavy  massage  and  the  use  of 
the  protected  limb  as  soon  as  callus  is  formed. 

The  operative  methods  employed  in  the  treat- 
ment of  ununited  fractures  are:  (i)  freshening  of 
the  ends  of  the  bones,  with  "stepping"  to  increase 
the  raw  surface  and  to  make  contact  more  firm, 
(2)  the  use  of  many  small  bone  chips  to  supplement 
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the  osteogenetic  power  of  the  bone  ends,  (3)  sliding 
grafts,  (4)  intermeduUary  peg  grafts,  (5)  inlay 
grafts,  (6)  plating,  and  (7)  grafts  of  ivory  or  boiled 
bone. 

In  the  application  of  any  of  the  various  methods 
in  cases  of  war  injuries  the  author  has  found  it 
advantageous  to  divide  the  operation  into  two 
stages.  At  the  preliminary  operation  scar  tissue 
and  the  sclerosed  ends  of  the  bone  should  be  re- 
moved and  contractures  corrected.  If  primary 
union  occurs  in  two  weeks,  the  bone  grafting  opera- 
tion is  done.  The  advantages  of  such  a  two-stage 
procedure  are  the  prevention  of  mechanical  strain 
on  the  graft  and  the  avoidance  of  a  flare-up  of 
sepsis. 

"Stepping"  the  ends  of  the  bone  is  applicable 
particularly  to  infected  cases  of  ununited  fractures, 
especially  those  of  the  humerus  and  the  femur  and 
occasionally  those  of  the  forearm  and  lower  leg. 

Small  bone  grafts  or  chips  taken  from  the  iliac 
crest  may  be  sutured  between  the  ends  of  the  bone. 
This  procedure  gives  the  maximum  of  raw  bone 
surface  and  limits  the  escape  of  living  osteoblasts  to 
the  minimum.  Its  disadvantages  are  that  it  gives 
no  mechanical  stability  and  the  chips  may  be  ab- 
sorbed. They  may  survive  for  one  or  two  years,  but 
in  the  author's  cases,  while  producing  new  bone,  did 
not  cause  bony  union  of  the  fragments  between 
which  they  were  sown.  This  method  should  be  sup- 
plemented therefore  by  an  inlay  or  peg  graft,  and 
is  indicated  for  large  gaps  in  thick  bones  and  to 
replace  the  enlarged  end  of  a  bone  whose  destruction 
has  produced  a  flail  joint. 

The  formation  of  a  sliding  graft  is  a  simple  pro- 
cedure, and  as  the  graft  comes  from  the  same  bone 
to  which  it  is  applied  it  corresponds  to  its  host  in 
structure.  The  disadvantages  of  its  use  are  that  it 
is  not  nearly  the  caliber  of  the  missing  part  which 
it  replaces  and  cannot  withstand  strain.  It  is  in- 
dicated for  the  bridging  of  short  gaps  especially  in 
the  tibia  or  radius. 

The  intermeduUary  graft  is  the  least  desirable  as 
it  is  often  difficult  to  get  the  ends  of  the  bone  far 
enough  apart  to  allow  the  introduction  of  the  peg, 
and  the  graft  corks  the  medulla,  the  source  of  early 
callus  and  the  most  vascular  part  of  the  bone.  How- 
ever, it  may  be  used  to  advantage  to  maintain  ap- 
position of  the  ends  of  the  humerus  or  femur  but 
should  be  supplemented  by  a  lateral  graft. 

Inlay  grafting  is  the  most  satisfactory  method  of 
dealing  with  ununited  fractures  when  there  is  a 
considerable  gap  in  the  bone.  Four  essentials  are 
emphasized:  that  the  graft  be  thick  and  vascular, 
that  it  be  applied  to  as  large  a  raw  area  in  the  host 
as  possible,  that  the  maximum  area  of  cancellous 
bone  consistent  with  stability  be  exposed,  and  that 
the  juncture  of  graft  and  host  be  protected  from 
strain  until  callus  unites  them.  The  author  believes 
that  the  graft  may  act  as  a  source  of  new  bone.  In 
this  connection  a  case  is  cited  in  which  the  ulna  had 
been  bridged  by  a  graft  from  the  tibia.  Good  union 
had  resulted  at  the  ends  of  the  graft,  which  was 


accidently  broken  at  its  center,  a  considerable  dis- 
tance from  the  ends  of  the  ulna.  Union  was  effected 
in  a  few  weeks  by  an  ensheathing  and  central  callus. 

In  discussing  plating  the  author  states  that  there 
is  increased  danger  of  a  flare-up  of  sepsis  in  the  use 
of  metal  after  gunshot  injuries,  and  that  the  sepsis 
will  continue  until  the  metal  is  removed,  whereas 
a  certain  number  of  bone  grafts  unite  in  the  presence 
of  sepsis.  Because  of  the  rarefaction  of  bone  which 
develops  around  metal  screws,  the  screws  are  apt  to 
become  loose  and  thus  fixation  is  lost.  Screws  do 
not  promote  the  growth  of  bone  but  rather  interfere 
with  union.  As  some  outside  fixation  is  necessary  in 
addition,  an  absorbable  suture  is  used  until  the 
cast  is  applied.  Many  of  the  arguments  against 
metal  apply  to  grafts  of  ivory  and  dead  bone. 

In  conclusion  the  author  calls  attention  to  the 
necessity  of  considering  the  bone  graft  only  as  a 
link  in  the  restoration  of  function.  The  adjacent 
joints  must  be  mobilized  and  tendon  transplantation 
must  be  done  to  replace  muscles  shot  away  and  to 
mitigate  the  results  of  irreparable  nerve  injuries. 

The  article  is  illustrated  by  39  cuts. 

John  W.  Powers,  M.D 

Nathan,  P.  W.:  The  Biology  of  Bone  Development 
in    Its    Relation    to    Bone    Transplantation. 

N.  York  M.  J.,  1921,  cxiv,  454. 

It  is  a  well-known  fact  that  the  skeleton  is  derived 
from  the  sclerotome  which  originates  from  the 
mesoderm.  At  a  definite  time  and  in  a  definite 
location  ossification  is  ushered  in  by  vascular 
invasion  as  follows: 

Over  a  layer  of  procartilage  cells  is  a  layer  of  con- 
nective tissue  cells  known  as  the  perichondrium,  into 
which  a  blood  vessel  pierces,  sending  branches  in  all 
directions  on  the  surface  of  the  cartilage  and  at  the 
same  time  invading  the  central  core.  Thus  the 
primordial  medullary  cavity  and  the  so-called 
periosteal  ossification  are  begun.  It  is  certain  that 
the  ossification  does  not  begin  until  the  osteoblasts 
make  their  appearance  and  that  these  cells  appear 
coincidentally  with  the  invading  vascular  loop. 
There  are  no  cells  beneath  the  perichondrium  which 
resemble  osteoblasts  and  the  cartilage  cells  do  not 
resemble  them  in  any  way.  Therefore  it  is  probable 
that  the  bone-forming  cells  are  brought  to  the 
ossification  point  and  invade  the  cartilage  with  a 
blood  vessel.  The  osteoblasts  are  neither  changed 
cartilage  cells  nor  changed  connective  cells,  but  cells 
of  independent  origin  which  are  deposited  under,  but 
do  not  have  any  direct  connection  with,  the  so-called 
perichondrium.  Thus  the  perichondrium  does  not, 
as  is  usually  stated,  become  converted  into  the 
p)eriosteum. 

Nathan  further  calls  attention  to  the  fact  that 
both  epiphyseal  and  membranous  bone  originate  in 
the  same  way  as  the  so-called  periosteal  bone.  At  a 
certain  time  one  or  more  blood  vessels  from  the 
medullary  cavity  penetrate  and  terminate  at  a 
variable  distance  from  the  joint  surface  instead  of 
ending  at  the  epiphyseal  lines.    These  bring  with 
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them  osteoblasts  and  thus  an  epiphyseal  center  of 
ossification  is  laid  down.  In  membranous  bone  a 
vascular  loop  invades  the  connective  tissue  instead 
of  the  cartilage,  but  otherwise  the  center  of  ossifi- 
cation is  laid  down  and  bone  formation  proceeds 
as  it  does  in  the  epiphysis. 

In  the  author's  opinion  all  that  is  needed  to  end 
the  controversy  regarding  the  productivity  of  the 
periosteum  is  the  understanding  that  the  osteoblasts 
are  the  fundamental  factors  in  bone  production  and 
that  by  productivity  of  the  periosteum  is  meant  the 
cambium  layer  containing  the  osteoblasts.  In  this 
sense  only  is  the  periosteum  valuable  and  capable 
of  forming  new  bone  when  transplanted.  What  is 
true  of  the  periosteum  is  true  also  of  the  bone;  it  is 
not  the  bone  but  the  osteoblasts  which  are  the 
influential  factors  resf)onsible  for  the  success  of  a 
transplantation.  F.  W.  Carruthe^s,  M.D. 

Lindemann:  Anatomical  and  Clinical  Studies  in 
Free  Transplantation  of  Bone  (Anatomische  und 
klinische  Studien  zur  freien  Knochentransplanta- 
tion).  Zentralbl.  f.  Chir.,  1921,  xlviii,  1194. 

The  process  of  organization  or  regeneration  of 
bone  transplants  extends  over  a  space  of  years  and 
has  many  distinct  stages.  The  first  stage  is  charac- 
terized by  complete  necrosis  of  all  the  constituents 
of  the  transplanted  tissue.  The  second  stage  com- 
prises the  organization  of  the  transplant.  In  the 
third  stage  the  organized  tissue,  which  is  constantly 
increasing  and  becoming  richer  in  cells,  partially 
breaks  up  the  bony  trabeculae  of  the  transplant  and 
builds  up  a  new  substance  of  osteoid  character. 

Both  processes  may  go  on  together,  but  frequently 
a  breaking  down  is  seen  first  and  the  building  up 
does  not  begin  until  later.  After  the  third  stage  the 
process  goes  on  in  the  same  way  as  the  healing  of  a 
fracture.  The  newly  formed  osteoid  substance  cal- 
cifies and  is  resorbed.  With  it  disappear  more  of  the 
trabeculae  of  the  old  transplant,  and  at  the  same 
time  new  bone  of  normal  app)earance  develops  from 
the  stumps  of  the  bone  ends. 

This  process  of  organization  and  regeneration  is 
on  the  whole  regular,  but  may  be  disturbed  by 
secondary  haemorrhages,  inflammation,  or  mechan- 
ical displacement  of  the  joined  ends. 

Valentin  (Z). 

Stracker,  O. :  Operation  for  Rachitic  Curvature  of 
Bone  (Zur  Operation  rachitischcr  Beinverkruem- 
mungen).  Muenchen.  med.  Wchnschr.^  1921,  Ixviii, 
1020. 

Marked  rachitic  curvature  of  bone  has  become 
frequent.  Heretofore  the  most  prominent  curvature 
was  usually  treated  by  osteotomy  and  the  limb 
placed  in  the  corrected  position  in  a  plaster-of-Paris 
cast,  the  procedure  being  repeated  until  the  correct 
position  was  obtained.  This  treatment  requires  a 
half  to  three-quarters  of  a  year  and  is  expensive  and 
impractical.  Springer's  procedure — subperiosteal 
extirpation,  treatment  of  the  bone  in  a  vice,  and 
replacement  of  the  bone  segments — makes  too  high 


a  demand  on  asepsis;  the  same  objection  may  be 
brought  against  the  procedure  of  LoeflSer  by  which 
the  piece  removed  is  transformed  into  bone  dust. 
Schepelmann  goes  so  far  as  to  replace  the  bone  by 
a  plug.  The  methods  employed  by  Anzoletti  and 
Roepke  aim  at  softening  the  bone  by  the  prolonged 
use  of  plaster-of-Paris  bandages  and  following  this 
by  correction. 

Stracker  recommends  the  following  procedure 
which  is  used  in  Spitzy's  clinic:  Osteotomy  is  per- 
formed at  all  the  vertices  of  the  curvature,  any 
associated  valgus  above  the  knee  is  corrected  by 
metaphysiotomy,  and  extension  of  the  limb  is  ob- 
tained by  wire  or  clamps,  the  plaster-of-Paris  band- 
age being  made  into  a  "guiding  plaster-of-Paris 
bandage"  with  inclusion  of  the  hip  joint.  At  the 
same  time  bandage-extension  is  established  in  the 
pelvic  region.  A  plaster-of-Paris  boot  ("telescope 
bandage")  is  applied  to  prevent  swelling  of  the  free 
portion  of  the  foot.  The  maximum  weight  used  is 
4  to  7  kgm.  Internal  treatment  for  the  rachitis 
is  given.  Extension  is  continued  for  only  fourteen 
days.  In  from  four  to  six  weeks  there  is  full  consolid- 
ation. Complete  cure  was  obtained  without  fever 
in  every  case.  Scheur  (Z). 

Wheeler,  W.  I.  D. :  Reconstruction  of  the  Shoulder. 

Brit.  J .  Surg.,  1921,  i.x,  247. 

The  author  describes  the  case  of  a  man  25  years 
of  age  whose  right  shoulder  below  the  acromion 
process  was  totally  destroyed  so  that  the  arm  re- 
mained attached  to  the  body  by  only  a  pedicle  on 
the  inner  side  carrying  the  main  vessels  and  nerves. 
The  wound  remained  septic  and  unhealed  for 
eighteen  months.  At  the  time  of  the  patient's 
admission  to  the  hospital  the  movements  in  the  hand 
were  strong  and  free,  and  he  was  able  to  flex 
and  extend  the  elbow  with  considerable  strength. 
Numerous  scars  in  the  shoulder  joint  were  subjected 
to  massage,  radiant  heat,  etc.  to  light  up  any  latent 
sepsis,  if  such  was  present,  before  a  major  operation 
was  attempted.  The  author  describes  the  stages  of 
the  operation  as  follows: 

Stage  I .  Two  incisions  were  made,  one  just  below 
the  acromion  process  extending  forward  under  the 
clavicle  and  backward  beneath  the  spine  of  the 
scapula  about  the  cicatrix,  and  the  other  encircling 
the  cicatrix  below  the  level  of  the  middle  of  the 
shaft  of  the  humerus.  These  incisions  were  joined 
in  front  and  behind  so  as  completely  to  encircle  all 
the  scar.  The  dissection  was  slow  and  tedious  as  the 
scar  had  penetrated  deeply  into  the  position  cor- 
responding to  the  shoulder  joint.  After  removal  of 
the  scar  a  deep  hiatus  was  left  beneath  the  acromion 
process  and  the  upper  end  of  the  fractured  humerus. 
The  arm  hung  from  the  inner  flap  containing  the 
vessels  and  nerves  like  the  sleeve  of  a  coat. 

Stage  2.  The  upper  end  of  the  humerus  was 
cleaned  and  divided  until  healthy  bone  was  exposed, 
all  irregularities  being  removed.  The  glenoid  cavity 
was  exposed  and  an  effort  made  to  freshen  the  sur- 
face. 
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Stage  3.  A  bone  graft  9  in.  long  was  removed  from 
the  inner  surface  of  the  right  tibia  with  an  Albee 
twin  saw  regulated  so  as  to  cut  a  graft  of  tight  fit 
for  the  medullary  cavity  of  the  humerus.  The  graft 
was  driven  tightly  into  the  humerus  for  a  distance 
of  4  in.  and  the  arm  abducted  and  held  in  such  a 
position  that  the  graft  lay  along  the  glenoid  cavity, 
the  upper  extremity  touching  the  acromion  and  the 
coracoid  processes.  The  attempt  was  made  to  ob- 
tain broad  union  between  the  graft  and  scapula  with 
the  arm  in  slight  abduction. 

Stage  4.  As  5  in.  of  the  graft  was  without  skin, 
muscle,  or  other  soft  tissue  covering,  an  extensive 
plastic  operation  was  necessary.  A  large  pedicled 
skin  flap  was  fashioned  from  the  front  of  the  chest 
and  the  skin  above  and  below  the  original  incision 
freshly  undermined.  This  was  found  insufficient  for 
the  graft  but  ample  for  the  wound  area.  To  replace 
the  destroyed  deltoid  muscle  by  transplantation  of 
the  pectoralis  major  outward,  as  described  by  Elms- 
lie,  the  attachment  of  the  muscle  to  the  clavicle  was 
separated  subperiosteally,  the  clavicular  portion 
isolated  from  the  sternal  portion,  the  tendon  attach- 
ment severed  so  that  the  muscle  lay  quite  free  except 
for  the  pedicle  containing  the  vascular  nerve  supply, 
and  the  detached  muscle  was  swung  outward  over 
the  bone  graft  to  the  acromion  process  and  attached 
to  the  clavicle  above  by  a  few  points  of  suture. 
Below,  it  was  sutured  to  the  periosteum  and  soft 
tissues  around  the  humerus  in  about  the  position 
where  the  normal  deltoid  is  inserted.  The  clavicular 
portion  of  the  pectoralis  major  was  successfully  re- 
placed and  the  deltoid  destroyed. 

Good  abduction  of  the  arm  resulted  but  ankylosis 
of  the  bone  graft  was  aimed  at.  The  muscle  graft 
was  used  merely  to  give  ample  covering  to  the  bone. 
The  skin  flap  was  then  sutured  in  position  and  the 
undermined  margins  were  brought  into  line.  The 
operation  occupied  two  hours.  Postoperatively  the 
arm  was  carefully  immobilized  on  an  abduction 
splint.  The  stitches  were  removed  in  two  weeks, 
and  the  splint  then  replaced  by  an  extensive  plaster 
cast.  For  three  months  rigid  immobilization  was 
insisted  upon  as  is  the  custom.  Subsequently  slight 
stresses  and  strains  were  permitted  in  conjunction 
with  massage  and  active  movement  to  stimulate 
growth  in  the  graft. 

Fourteen  months  after  the  operation  the  patient 
was  able  to  hold  a  vessel  weighing  ^}4  lb.  at  arm's 
length  during  exposure  for  a  photograph.  He  could 
use  his  arm  freely  and  almost  place  his  hand  on  the 
back  of  his  head.  The  scapular  movement  was  in- 
creased in  range,  and  the  function  of  the  muscles 
of  the  upper  arm  was  restored. 

The  author  calls  attention  to  the  following  four- 
teen points  in  bone  grafting: 

1.  Loss  of  density  apparent  in  a  graft  as  shown  by 
the  radiograph  several  weeks  after  the  operation  is 
deceptive  and  does  not  necessarily  indicate  absorp- 
tion and  failure. 

2.  Final  success  in  bone  grafting  depends  upon 
the  operation  of  Wolff's  law,  i.e.,  "the  amount  of 


growth  in  a  bone  graft  depends  upon  the  need  for 
it"  (Murphy). 

3.  To  provide  the  necessary  strains  and  stresses  it 
is  advisable  to  allow  the  graft  to  function  after  pre- 
liminary fixation  for  three  months. 

4.  Although  not  essential,  the  periosteum  should 
be  left  on  the  graft  as  it  is  the  medium  through 
which  new  blood  vessels  enter  the  graft  and  the 
surrounding  structures.  A  periosteum-covered  graft 
is  therefore  less  apt  to  become  absorbed. 

5.  In  old  ununited  fractures  with  false  joints  the 
bone  is  sclerosed,  non-vascxilar,  and  an  unsuitable 
bed  for  that  portion  of  the  graft  in  contact  with  this 
area. 

6.  In  such  cases,  instead  of  responding  to  Wolff's 
law,  a  graft  becomes  attenuated  and  absorbed  or 
breaks  in  the  critical  area  five  or  six  months  after 
the  operation. 

7.  In  these  cases  prolonged  fixation  is  particularly 
favorable.  Wide  resection  of  the  sclerosed  bone 
is  the  only  remedy  when  non-operative  methods 
fail.  The  patient  must  be  resigned  to  a  shortened 
limb. 

8.  A  graft  must  not  be  used  to  span  a  gap  in  the 
humerus  or  femur.  The  freshened  ends  of  the  frac- 
tured bone  must  be  in  apposition  and  the  graft  used 
as  a  support. 

9.  The  intramedullary  peg  is  most  effective. 

10.  The  bone  graft  has  inherent  bacteria-resisting 
properties.  Sepsis  does  not  mean  the  loss  of  the 
graft. 

11.  Absolute  fixation  of  the  graft  in  its  bed  for 
about  three  months,  secured  either  by  op>eration  or 
by  splints  or  plaster,  is  essential  for  success. 

12.  Bone  grafting  is  followed  by  more  uniformly 
successful  results  in  the  treatment  of  spinal  caries 
in  adults  than  in  other  conditions. 

13.  As  in  tendon  transplantation  and  nerve  suture, 
the  operation  of  bone  grafting  should  be  preceded 
by  correction  of  any  deformity. 

14.  Identical  grafts  behave  differently  in  appar- 
ently similar  cases,  and  no  definite  prognosis  can  be 
given  for  many  months.     S.  C.  Woldenberg,  M.D. 

Ney,  K.  W.:  A  Tendon  Transplant  for  Intrinsic 
Hand  Muscle  Paralysis.  Surg.,  Gynec.  &•  Obst., 
1921,  xxxiii,  342. 

The  intrinsic  muscles  of  the  hand  and  foot  are  the 
last  to  show  the  return  of  motor  power  because  of 
their  location  and  the  great  amount  of  time  neces- 
sary for  the  regenerating  neuraxones  to  reach  the 
end-plates  in  the  muscle  fibers.  In  addition,  the 
atrophy  is  much  more  extreme  in  a  muscle  of  small 
volume. 

When  a  lesion  involves  both  the  median  and  the 
ulnar  nerves  the  disability  is  extreme.  In  such  cases 
regeneration  of  the  extrinsic  muscles  is  more  or  less 
complete  in  twelve  to  eighteen  months  following  a 
successful  nerve  suture  but  in  a  series  of  forty-two 
cases  of  this  type  in  which  there  was  successful 
restoration  of  most  of  the  extrinsic  muscles  the 
author  found  only  three  which  showed  any  evidence 
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of  returning  voluntary  motor  power  in  the  intrinsic 
hand  muscles  supplied  by  these  nerves. 

Loss  of  the  power  to  oppose  the  thumb  and  fingers 
is  the  greatest  disability.  The  fingers  are  flexed  at 
the  interphalangeal  joints  by  the  long  extrinsic 
flexors.  When  the  long  flexor  of  the  thumb  .has 
regained  voluntary  power  the  distal  phalanx  may 
be  flexed,  but  as  the  thumb  lies  inactive  against 
the  outer  side  of  the  palm  this  partial  function  is  of 
little  value. '  . 

To  correct  such  a  disability  as  this  opponens 
paralysis,  the  author  passed  the  short  extensor  ten- 
don of  the  thumb  through  a  tunnel  under  the  ante- 
rior annular  ligament  and  transplanted  it  into  the 
palmaris  longus  or,  when  that  muscle  was  absent, 
into  the  flexor  carpi  radialis.  The  advantages  of 
this  method  are  evident  and  \ey  hopes  for  regen- 
eration in  the  paralyzed  muscles  which  were  in  no 
way  injured  by  the  operation. 

Local  anaesthesia  is  obtained  by  infiltrating  with 
I  per  cent  novocaine  with  15  drops  of  adrenalin 
chloride  added  to  each  .50  c.  cm.  of  solution.  Pres- 
sure is  made  over  the  infiltrated  area  for  five 
minutes. 

The  dorsal  incision  to  expose  the  tendon  of  the 
short  flexor  of  the  thumb  is  made  from  the  metacar- 
pophalangeal joint  to  .?  cm.  above  the  attachment 
of  the  extensor  ossis  metacarpi  pollicis,  following 
the  line  of  this  tendon  running  near  the  palmar  side 
of  the  anatomical  snuff-box. 

The  palmar  incision  is  made  over  the  prominence 
of  the  palmaris  longus  tendon.  The  sheath  of  the 
palmaris  longus  tendon  is  then  opened  and  the 
tendon  divided  at  the  point  where  it  begins  to 
spread  out  into  the  palmar  fascia.  Care  must  be 
taken  to  prevent  injury  to  the  median  nerve.  A 
pair  of  curved  forceps  inserted  distally  into  the  bed 
of  the  tendon  will  pass  under  the  anterior  annular 
ligament  into  the  palm  of  the  hand.  When  the 
point  of  the  forceps  is  felt  under  the  palmar  fascia 
a  transverse  incision  is  made  large  enough  to  per- 
mit the  forceps  to  pass  through  without  constric- 
tion. 

The  superficial  fascia,  including  its  fat.  is  under- 
mined over  the  thenar  eminence  and  the  dorsal  and 
palmar  incisions  are  subcutaneously  connected  while 
another  pair  of  forceps  is  passed  through  this  under- 
mined subcutaneous  channel.  At  this  p)oint  the 
end  of  the  extensor  brevis  pollicis  is  grasped  with 
the  forceps  and  pulled  through  the  channel  to  the 
palmar  incision.  Here  it  is  again  grasp)ed  with  the 
forceps  passing  under  the  anterior  annular  ligament 
and  pulled  under  this  structure.  The  thumb  being 
held  in  opposition  and  the  hand  flexed  on  the  wrist, 
the  transposed  tendon  is  united  to  the  tendon  of  the 
palmaris  longus. 

The  sheath  of  the  palmaris  longus  and  the  skin 
incision  are  then  closed.  The  hand  and  wrist 
should  be  held  in  flexion  for  about  a  month. 

After  the  removal  of  the  splints  the  thumb  is  held 
in  its  abducted  and  opposed  position  for  about  six 
weeks,  the  bandage  being  removed  daily  for  manip- 


ulation of  the  joints.    After  two  months  splinting 
is  unnecessary. 

The  patient  should  be  taught  the  action  of  the 
palmaris  longus  before  operation.    After  operation 
he  should  practice  opposing  the  thumb  and  fingers. 
John  R.  Mitchell,  M.D. 

Perthes:  Plastic  Reconstruction  of  the  Thumb, 
Especially  When  There  Is  Loss  of  the  Entire 
Thumb  Division  (Ueberplastischen  Daumenersatz 
insbesondere  bei  \'erlust  des  ganzen  Daumen- 
strahles).  Arch.  f.  orthop.  u.  Unfallchir.,  1921,  xix, 
199. 

For  replacement  of  a  missing  thumb,  especially 
when  the  metacarpal  is  also  missing,  two  different 
groups  of  operations  are  used:  distant  plastic  oper- 
ations (Xicoladeni  I  and  II)  and  adjacent  plastic 
of>erations  (artificial  cleft  formation  according  to 
Klapp,  finger  exchange  according  to  Luksch,  Spitzy, 
and  Slachol,  twisting  of  the  remaining  finger  after 
osteotomy  of  the  first  metacarpal  according  to 
Lauenstein). 

The  author  uses  exclusively  an  adjacent  plastic 
method  and  describes  first  his  plastic  operation  when 
the  first  metacarpal  is  retained.  This  is  an  artificial 
cleft  formation.  When  the  thumb  and  index  finger 
are  both  torn  away  but  the  corresponding  metacar- 
pals are  left,  the  second  metacarpal  is  either  dis- 
articulated subperiosteally  through  an  incision  on 
the  thumb  side  or  is  amputated  subperiosteally  near 
its  base  in  order  to  make  the  cleft  between  the 
thumb  stump  and  the  remainder  of  the  hand  as 
broad  and  deep  as  possible.  In  this  way  sufficient 
room  is  obtained  between  the  two  parts  and  ample 
skin  for  the  covering  of  the  cleft  (in  one  case  the 
skin  from  the  middle  of  the  hand  sufficed,  but  in 
others  a  pedunculated  piece  from  the  chest  was 
necessary  in  addition). 

In  this  cleft  formation  it  is  necessary  to  protect 
the  adductor  pollicis  which  crosses  the  space.  There- 
fore its  origin  on  the  third  metacarpal  must  be  sub- 
f>eriosteally  freed  and  pushed  toward  the  base.  The 
metacarpal  of  the  thumb  is  then  mobilized  after 
division  of  the  skin  on  the  dorsal  and  the  volar  side 
and  after  the  adductor  pollicis  has  been  anchored. 
Then  follows  the  covering  of  the  third  metacarpal 
by  direct  skin  suture  and  of  the  skin  defect  on  the 
grasping  surface  of  the  thumb  either  by  direct  skin 
suture  or,  in  the  same  or  a  later  sitting,  by  means 
of  a  pedunculated  flap  of  skin  from  the  chest. 

Two  patients  operated  on  in  the  manner  described 
were  able,  a  few  months  later,  to  grasp  objects  and 
to  extend  the  newly  formed  thumb.  A  case  in  which 
all  the  fingers  had  been  lost  was  operated  upon 
according  to  the  same  principles.  The  second  and 
third  metacarpal  bones  were  amputated  subperios- 
teally near  the  base  and  an  artificial  cleft  hand  was 
formed  as  described.  This  subperiosteal  method 
has  the  advantage  that  the  origin  of  the  adductor 
pollicis  and  of  the  interossei  remains  in  a  periosteal 
sheath.  .\s  the  grasping  of  objects  remained  imper- 
fect in  the  third  case  reported,  an  osteotomy  was 
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performed  on  the  third  and  fourth  metacarpals 
near  the  base  and  these  bones  were  then  dressed  in 
a  curved  position  over  a  gauze  roll  in  the  hollow  of 
the  hand  until  consolidation  had  taken  place.  After 
recovery  the  patient  could  easily  hold  with  firmness 
objects  ranging  in  thickness  from  that  of  a  lead  pen- 
cil to  that  of  a  broom  handle. 

The  Nicoladeni  I  method  does  nothing  more  than 
lengthen  the  thumb  part;  it  does  not  give  it  mobility. 
The  Nicoladeni  II  method  gives  only  slight  move- 
ment or  none.  As  a  matter  of  fact,  the  most  import- 
ant movements  of  the  thumb  (adduction  and  oppo- 
sition) are  carried  out  by  the  metacarpal  bone. 
Following  the  use  of  the  author's  method  the  sepa- 
rated metacarpal  bone  of  the  thumb  retains  its  nat- 
ural ability  to  feel,  as  is  not  the  case  when  the  distant 
plastic  method  is  used.  This  is  of  advantage  es- 
pecially in  the  cases  of  blind  persons  who  are 
dependent  on  the  sensitiveness  of  the  thumb. 

Perthes  uses  the  adjacent  plastic  method  in  cases 
of  loss  of  the  entire  thumb  division  (thumb  and 
first  metacarpal).  In  three  such  cases  he  worked 
out  a  method  which  is  a  combination  of  all  three 
adjacent  plastic  methods:  (i)  a  split  is  made  be- 
tween the  metacarpal  bone  of  the  index  finger  and  the 
rest  of  the  hand;  (2)  the  second  metacarpal  is  put 
in  the  place  of  the  lost  first  metacarpal  in  connection 
with  the  trapezium;  (3)  the  stump  of  the  index  finger, 
after  osteotomy,  is  given  a  twist  in  such  a  manner 
that  the  flexor  surface  is  turned  toward  the  middle 
of  the  hand  and  the  flexors  act  as  adductors  and  the 
extensors  act  as  abductors. 

From  an  incision  beginning  between  the  head  of 
the  second  metacarpal  and  the  base  of  the  middle 
finger  and  extending  into  the  palm  of  the  hand  to- 
ward the  ulna,  the  second  metacarpal  is  removed, 
care  being  taken  not  to  injure  the  muscles  of  the 
ball  of  the  thumb.  Another  incision  is  then  made 
on  the  dorsal  side  of  the  third  metacarpal.  Through 
these  incisions  on  the  flexor  and  extensor  surfaces 
enough  skin  is  obtained  to  cover  the  new  thumb. 
The  wound  surface  on  the  middle  of  the  hand  is 
covered  with  a  pedunculated  flap  from  the  chest 
wall.  The  second  metacarpal  is  then  luxated  and  a 
small  piece  of  the  base  is  resected  (if  a  small  portion 
of  the  first  metacarpal  remains,  the  second  meta- 
carpal is  not  resected  but  a  centimeter  from  the 
joint  is  excised  at  its  base  by  means  of  a  Gigli  saw 
and  split  in  a  longitudinal  direction). 

By  a  separate  incision  in  the  radial  side  of  the 
hand  the  saddle  joint  surface  of  the  trapezium  is 
exposed  and  here  the  correspondingly  modeled 
second  metacarpal,  twisted  to  90  degrees,  is  inserted 
so  that  the  inner  surface  of  the  index  finger  is  toward 
the  middle  finger.  In  this  position  the  newly  formed 
joint  is  fixed  by  sutures  forming  a  sort  of  joint  capsule. 
With  a  portion  of  the  first  metacarpal  this  is  put 
in  a  position  of  mid-pronation  by  chiseling  and  the 
second  metacarpal  is  brought  into  the  incision  and 
fixed  by  a  periosteal  suture.  If  the  second  metacar- 
pal is  too  long  to  make  possible  the  implantation  of 
the  base  of  the  index  finger  on  the  trapezium,  an 


osteotomy  is  done  in  its  center,  after  which  the 
implantation  is  easily  accomplished  by  turning  the 
metacarpal  bone. 

The  freed  stump  of  the  flexor  pollicis  longus  is 
then  attached  to  the  flexor  tendons  of  the  index 
finger,  the  stump  of  the  extensor  pollicis  longus  is 
attached  to  the  extensor  tendons  of  the  index 
finger,  the  abductor  pollicis  longus  is  sutured  to  the 
base  of  the  second  metacarpal  (the  artificial  thumb), 
the  freed  tendon  of  the  extensor  pollicis  brevis  is 
fastened  to  the  base,  and  the  tendon  of  the  flexor 
pollicis  longus  is  fastened  to  the  flexor  surface  of  the 
second  metacarpal.  If  the  tendons  of  the  index 
finger  have  already  found  an  insertion  in  the  scar 
tissue  at  the  head  of  the  second  metacarpal,  su- 
turing with  the  thumb  tendons  need  not  be  carried 
out  as,  after  a  turning  of  the  second  metacarpal, 
they  can  function  both  in  abduction  and  adduction. 

Then  follows  the  covering  of  the  newly  formed 
thumb  by  drawing  together  the  dorsal  and  palmar 
skin.  The  wound  surface  on  the  third  metacarpal 
is  best  covered  immediately  by  a  pedunculated  flap 
of  skin  from  the  chest. 

Important  in  the  after-treatment  are  passive 
movements,  hand  baths,  and  bandaging  of  the  newly 
formed  thumb  in  abduction  with  traction  to  prevent 
the  tendency  to  adduction  contraction. 

Three  persons  operated  on  according  to  this 
method  were  able  to  hold  large  and  small  objects 
firmly  a  few  months  after  the  operation.  Abduction 
and  adduction  were  possible  to  a  considerable  ex- 
tent, and  the  feeling  in  the  thumb  was  good. 

In  conclusion  the  author  states  that  even  when 
the  entire  thumb  is  lost  the  distant  form  of  plastic 
operation  cannot  compete  with  the  method  just 
described.  *  Rohde  (Z). 

B4ron,  A. :  Operative  Extra -Articular  Stiffening  of 
the  Hip  Joint  (Operative  extraartikulaere  Ver- 
steifung  des  Hueftgelenkes).  ZentralU.  f.  Chir., 
1921,  xlviii,  1047. 

Baron  discusses  from  a  theoretical  standpoint  the 
possibility  of  producing  stiffness  of  the  large  joints 
extra-articularly  by  operative  means.  This  is  in- 
dicated particularly  in  the  cases  of  children  with 
closed  tuberculosis.  He  has  tried  the  procedure  in 
the  treatment  of  tuberculosis  of  the  hip.  This  case 
was  as  follows: 

The  patient,  an  8-year-old  boy,  had  had  pain  and 
stiffness  in  the  left  hip  for  one  year  and  had  worn 
long  plaster-of-Paris  bandages  for  six  months.  There 
was  considerable  shortening  of  the  leg.  When  the 
patient  was  examined  by  the  author  he  was  moder- 
ately well  developed  and  nourished  and  showed  no 
abnormality  of  the  internal  organs.  The  left  hip 
was  in  marked  adduction,  elastically  fixed.  The 
head  of  the  femur  was  displaced  forward  to  a  con- 
siderable degree  and  easily  palpable.  There  was 
marked  diminution  of  function,  but  no  abscess  or 
fever.  The  X-ray  showed  marked  destruction  of 
the  head  of  the  joint  and  the  acetabulum  and  com- 
plete luxatio  iliaca. 
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By  means  of  extension  continued  for  two  weeks 
the  head  of  the  femur  was  almost  completely  re- 
duced and  a  position  of  slight  abduction  was  ob- 
tained. Operation  was  then  done.  A  lateral  incision 
about  20  cm.  long  was  made  from  the  crest  to 
about  three  finger-breadths  below  the  trochanter. 
The  gluteus  medius  was  separated  and  the  outer 
wall  of  the  pelvis  and  the  trochanter  were  exposed. 
From  the  outer  cortex  of  the  ilium,  beginning  at  the 
crest,  a  flap  of  bone  and  periosteum  4  cm.  in  length 
and  breadth 'was  formed  with  its  base  downward. 
This  was  turned  down  and  fastened.  From  the 
outer  portion  of  the  femur,  or  of  the  trochanter 
major,  a  flap  of  periosteum  and  bone  was  then 
formed  with  its  base  upward  and  turned  up  and 
fastened.  The  two  flaps  were  then  joined  to  each 
other  and  their  periosteum  fixed  smoothly  to  the 
underlying  muscles. 

The  formation  of  the  femur  flap  was  difficult  as 
the  bone  splintered  and  became  separated  from  the 
periosteum.  These  free  bone  splinters  were  laid 
again  in  their  proper  places  upon  the  periosteum. 
A  flexible  flap  of  bone  and  periosteum  from  the 
right  tibia  was  used  to  cover  the  joined  pelvic  and 
femur  flaps  and  the  areas  from  which  they  had  been 
removed  so  that  a  firm  joining  of  the  three  osteo- 
plastic flaps  with  one  another,  with  the  pelvis,  and 
with  the  femur  was  obtained  and  the  bone  flaps 
were  surrounded  almost  entirely  by  periosteum. 
The  gluteus  medius  and  the  fascia  were  joined  with 
strong  interrupted  sutures  of  catgut  by  which  the 
bone  flaps  received  covering  and  support.  The 
limb  was  then  held  in  slight  abduction  by  a  plaster- 
of-Paris  bandage. 

Bleeding  from  the  long  and  wide  wound  surfaces 
was  inconsiderable  and  easily  controlled  by  com- 
pression and  close  suturing.  Nevertheless  the  author 
proposes  in  his  next  case  to  infiltrate  the  field  of 
operation  with  adrenalin  solution  as  is  done  in  lam- 
inectomy in  order  to  prevent  bleeding. 

In  the  case  reported  the  wound  healed  by  primary 
intention.  In  six  weeks  the  plaster-of-Paris  bandage 
was  changed.  It  was  then  found  that  the  hip  was 
still  elastic;  the  bony  bridge  between  the  crest  of  the 
ilium  and  the  trochanter  was  easily  palpated.  The 
X-ray  showed  the  head  of  the  femur  in  the  acet- 
abulum and  the  pedunculated  and  freely  trans- 
planted bone  flaps  well  joined.  No  bone  atrophy  or 
new  formation  of  bone  was  demonstrable. 

The  procedure  described  is  indicated  only  in  cases 
of  destructive  osteitis  in  which  an  operation  of  con- 
siderable magnitude  is  warranted  and  no  abscess  is 
present.  Von  Lobmayer  (Z). 

Bull,  P.:  Bilateral  Ankylosis  of  the  Hip;  Arthro- 
plasty According  to  Murphy  (Doppelseitige 
Ankylosc  der  Huefte;  Arthroplastik  nach  Murphy). 
Norsk.  Mag.  f.  Lagevidcnsk.,  1921,  iv,  39. 

The  patient  was  a  14-year  old  boy  who,  four 
years  previously,  was  ill  for  five  months  with  pneu- 
monia followed  by  scarlet  fever.  Since  then,  both 
hips  had  been  ankylosed  in  60  degrees  flexion.  The 


X-ray  showed  bony  ankylosis.   October  9,  19 18  an 
operation   was   performed   on    the   left    hip.     An 
arched  incision  was  made  around  the  trochanter, 
the  head  chiseled  free  from  the  acetabulum,  and  a        - 
fat  flap  inserted.  The  leg  was  then  fixed  in  between      ■ 
20  and  25  degrees  abduction  and  complete  extension.       " 
After  eight  days  passive  movement  was  begun.   In 
two  months  maximum  flexion  was  60  degrees;  ex- 
tension, 10  degrees;  abduction,  20  degrees;  and  ro- 
tation, 30  degrees.    February  12,   1919  a  similar 
operation  was  performed  on  the  right  side,  but  in 
this  instance  the  abductors  were  cut.    In  spite  of 
the  same  after-treatment  the  resulting  movement 
was  not  as  good,  but  the  functional  results  on  the 
whole  were  satisfactory.  Port  (Z). 

Wheeler,  W.  I.  D.:    Reconstruction  of  Ankylosed 
Knee  Joints.  Brit.  J.  Surg.,  1921,  ix,  242. 

Opinion  is  divided  as  to  the  relative  merits  of 
arthroplasty  and  excision  in  the  treatment  of  stiff  and 
diseased  joints.  In  certain  cases  the  indications  for 
one  or  the  other  are  comparatively  clear.  For  the 
elbow  joint  excision  is  again  becoming  favored.  In 
the  shoulder,  both  operations  yield  satisfactory  re- 
sults. In  the  hip  joint  stability  is  so  essential  that 
if  a  mobilization  operation  is  indicated  most  sur- 
geons prefer  arthroplasty  to  excision.  With  regard 
to  the  knee  there  is  almost  unanimity  of  opinion, 
sound  ankylosis  being  preferred  in  the  great  majority 
of  advanced  cases.  Reconstruction  of  an  ankylosed 
or  diseased  knee  joint  to  restore  movement  has  been 
summarily  dismissed  by  many  authorities  as  an 
operation  based  on  unsound  principles  and  rarely 
successful. 

In  September,  1919  the  author  examined  a  girl 
II  years  of  age  who  gave  a  history  of  acute  osteo- 
myelitis of  both  tibix,  a  prolonged  illness,  and 
frequent  operations.  Both  knee  joints  were  firmly 
ankylosed,  the  left  in  flexion  and  the  right  in  extens- 
ion. The  X-ray  showed  firm  bony  ankylosis  with 
destruction  of  the  epiphysis  of  the  femur  and  tibia 
on  both  sides. 

An  operation  was  performed  on  the  left  knee  by 
the  Murphy  method.  An  incision  about  4  in.  long 
and  slightly  curved  with  its  concavity  backward 
was  made  on  either  side  of  the  patella  and  the  skin 
reflected  freely.  Two  tongue-shaped  flaps  of  fat  and 
the  fibrous  layer  of  the  capsule,  with  their  bases 
downward  were  attached  over  the  internal  and 
external  surfaces  of  the  upper  extremity  of  the  tibia. 
A  Jones  gouge  was  easily  driven  through  the  new 
bone  binding  the  femur  and  tibia,  and  the  knee 
fully  flexed. 

The  lower  end  of  the  femur  and  the  upper  end  of 
the  tibia  were  cleared  of  all  irregular  bone  and  both 
surfaces  fashioned  to  leave  as  large  an  amount  of 
bone  in  the  lateral  diameter  as  possible,  thus  di- 
minishing the  tendency  to  lateral  instability.  A 
mortise  in  the  form  of  a  substantial  groove  was 
made  on  the  surface  of  the  femur  from  front  to  back 
and  a  corresponding  tenon  cut  in  the  tibia  to  limit 
the  lateral  gliding  of  one  bone  upon  the  other. 
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Care  was  taken  to  remove  slightly  more  bone  from 
behind  in  order  to  diminish  any  tendency  to  hyper- 
extension.  The  flaps  were  then  placed  loosely  across 
the  upper  end  of  the  tibia  and  fixed  in  position  by  a 
few  points  of  suture.  When  the  flexed  joint  was 
brought  into  the  straight  position  the  extensors  were 
unduly  lax  and  the  patella  was  turned  over  with 
great  ease,  a  manoeuvre  which  prevents  subsequent 
fixation  to  the  front  of  the  femur.  There  was  very 
little  pain. 

After  eight  days  the  leg  was  immobilized  on  a 
simple  posterior  splint.  The  child  was  encouraged 
to  move  the  joint  actively  as  the  limb  lay  unbandaged 
on  the  splint  but  great  care  was  taken  to  prevent  any 
movement  in  a  lateral  direction.  Massage  and 
passive  movement  were  employed  after  the  first 
two  weeks.  The  patient  was  discharged  two  months 
after  the  operation  on  a  caliper  splint  jointed  at  the 
knee.  She  was  then  able  to  walk  without  pain  and 
had  voluntary  flexion  of  about  4  degrees.  To  ob- 
tain a  good  result  by  arthroplasty  nothing  is  of 
greater  importance  than  the  prevention  of  pain. 

Six  months  after  the  operation  the  patient  was 
re-admitted  to  the  hospital  for  treatment  of  the 
other  knee.  In  this  instance  the  after-treatment  was 
modified  and  improved  upon.  Extension  was  main- 
tained by  means  of  a  Thomas  knee  bed  splint  which 
was  daily  loosened  for  massage  and  active  movement. 

The  patient  was  examined  again  two  years  after 
the  first  operation  and  eighteen  months  after  the 
second.  She  was  then  walking  freely  without  a 
splint  or  crutches,  and  but  for  a  slight  forward  bend 
in  the  body  her  gait  was  almost  normal. 

The  author  states  that  the  object  of  this  paper  is 
not  to  advocate  arthroplasty  of  the  knee  joint,  but 
to  show  that  under  favorable  circumstances  and 
when  there  are  real  indications  for  the  operation 
there  is  a  reasonable  prospect  of  success. 

S.  C.  WOLDENBERG,  M.D. 

Kleinberg,  S. :    The  Whitman  Loop  Operation  for 
E^uinovalgus.  /.  Am.  M.  Ass.,  1921,  Ixxvii,  1390. 

After  analyzing  the  mechanics  of  acquired 
equinovalgus  the  author  points  out  that  there  are 
two  problems  to  be  met  in  correcting  the  deformity : 
(i)  the  placing  of  the  dorsal  flexors  so  that  in 
functioning  they  will  hold  the  foot  in  normal  re- 
lation to  the  leg,  and  (2)  the  reinforcement  of  these 
tendons  by  the  transplantation  of  other  tendons. 
He  believes  that  the  Whitman  loop  operation  meets 
these  requirements. 

In  this  procedure  the  dorsal  flexors  are  displaced 
to  the  inner  side  of  the  foot  by  looping  the  distal 
part  of  the  tibialis  anticus  tendon  around  the  dorsal 
flexors  and  implanting  it  into  the  tibia.  The  dorsal 
flexors  are  re-inforced  by  a  physiological  transplan- 
tation of  the  peroneus  brevis  and  tertius  through  the 
sheath  of  the  tibialis  anticus,  and  by  transplanta- 
tion of  the  extensor  proprius  hallucis  to  the  inner 
side  of  the  foot. 

The  limb  is  then  put  up  in  plaster  with  the  foot 
adducted  and  at  an  angle  of  100  degrees  with  the 


leg.  Walking  is  permitted  in  ten  days  and  the  cast 
is  removed  in  four  weeks.  After  that  the  patient  is 
required  to  use  a  flat  foot  brace  with  the  shoe  raised 
on  the  inner  side  3^  to  >^  in. 

The  author  stresses  the  importance  of  keeping 
the  foot  in  slight  varus  and  at  a  right  angle  after 
the  cast  is  removed.  For  this  purpose  a  posterior 
night  splint  is  used. 

He  reports  thirty-two  op>erations  on  thirty 
patients  between  the  ages  of  4.}^  and  28  years. 
The  duration  of  paralysis  was  from  three  to  twenty- 
six  years.  The  results  were  classified  as  excellent 
in  fourteen  cases  and  as  good  in  ten.  In  five  cases 
there  was  improvement  and  in  one  the  treatment 
failed. 

The  author  believes  the  loop  operation  is  indicated 
only  in  cases  of  paralytic  equinovalgus  in  which  the 
dorsal  flexors,  i)eronei,  and  calf  muscles  are  strongly 
active.    The  technique  is  illustrated  by  five  plates. 

John  W.  Powers,  M.D. 

Gaenslen,  F.  J.,  and  Schneider,  C.  C:  The  Treat- 
ment of  Tuberculosis  of  the  Ankle  in  the  Adult. 

/.  Am.  M.  Ass.,  1921,  Ixxvii,  1168. 

The  authors  state  that  in  deciding  upon  the  treat- 
ment of  tubercvdosis  of  the  ankle  we  must  take  into 
consideration:  (i)  the  prognosis  with  conservative 
treatment;  (2)  the  duration  of  conservative  treat- 
ment; (3)  the  length  of  time  conservative  treatment 
should  be  tried  before  resort  is  had  to  operative 
measures;  and  (4)  the  percentage  of  cases  in  which 
amputation  is  ultimately  necessary. 

Tuberculosis  of  the  ankle  is  not  infrequent.  It 
may  primarily  affect  either  the  synovia  or  the  bone. 
In  astragalo-tibial  disease  swelling  is  usually  noticed 
first  on  the  front  of  the  ankle,  on  either  side  of,  and 
along  the  extensor  tendons.  Fluctuation  followed 
by  effusion  is  noted  below  the  malleoli.  In  walking 
there  is  a  tendency  to  equino-valgus  with  outward 
rotation  of  the  leg  and  foot,  by  which  any  motion  of 
the  astragalo-tibial  and  astragalo-scaphoid  joints  is 
avoided. 

The  prognosis  in  the  cases  of  children  is  fairly 
good  if  rigid  and  consistent  conservative  treatment 
is  carried  out.  Statistics  from  different  clinics  show- 
that  in  adults  conservative  treatment  requires  a 
very  long  time  to  effect  a  cure.  The  authors  advise 
conservative  treatment  with  fixation  of  the  ankle 
for  a  period  of  six  months  to  ascertain  the  character 
of  the  disease  and  the  virulence  of  the  infection. 
If  there  is  then  no  improvement  much  time  will  be 
saved  by  radical  op)erative  measures. 

The  technique  of  the  operation  for  fixation  of  the 
ankle  is  as  follows: 

A  vertical  incision  is  made  from  a  f)oint  2  in. 
above  the  external  malleolus  and  behind  the  fibula, 
downward  below  the  malleolus,  and  forward  to  the 
lateral  border  of  the  head  of  the  astragalus.  The 
peroneal  tendons  and  the  external  lateral  liga- 
ment of  the  ankle  joint  are  divided.  The  capsule  is 
divided  to  allow  dislocation  of  the  ankle  so  that  the 
sole  of  the  foot  faces  upward.  The  diseased  synovial 
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membrane  and  the  entire  articulating  cartilage  of 
the  tibia,  fibula,  and  astragalus  are  removed.  The 
astragalus  is  shaped  to  fit  between  the  malleoli  and 
the  foot  is  replaced  and  fixed  midway  between  valgus 
and  varus  in  slight  equinus  to  allow  for  the  heel  of 
the  boot.  When  the  astragalus  is  extensively  in- 
volved it  may  be  removed  and  a  tibio-calcaneo- 
arthrodesis  performed. 

If  the  disease  is  extensive  and  not  apt  to  be  con- 
trolled by  the  treatment  described  amputation  is 
advised. 

Six  cases  are  reported. 

In  conclusion  the  authors  state  that  in  conserva- 
tive treatment  of  tuberculosis  of  the  ankle  joint  in 
adults  the  prognosis  is  f)oor.  The  duration  of  such 
treatment  in  cases  terminating  favorably  is  found 
from  statistics  to  be  four  years.  Six  months  of  con- 
servative treatment  will  be  sufficient  to  indicate 
whether  radical  treatment  should  be  carried  out. 
When  operation  is  performed  early  the  patient  is 
usually  able  to  return  to  work  in  from  one  to  two 
years.  Frank  G.  Mtri'Iiy.  M.D. 

Hoke,  M.:   An  Operation  for  Stabilizing  Paralytic 
Feet.  J .  Ortkop.  Surg.,  1921,  iii,  494. 

The  incision  extends  from  over  the  head  of  the 
astragalus  downward  and  backward,  ending  under 
the  external  malleolus.  The  head,  neck,  and  adjacent 
under-surface  of  the  astragalus  are  denuded  of  all 
soft  tissues.  With  hammer  and  osteotome  a  portion 
of  the  interior  surface  of  the  body  of  the  astragalus 
and  the  adjacent  surface  of  the  os  calcis  are  removed. 
Next,  the  neck  of  the  astragalus  is  cut  through  where 
it  joins  the  body.  The  amputated  neck  and  head 
are  freed  from  the  scaphoid  and  removed.  The 
articular  surface  of  the  scaphoid  is  curetted.  The 
cartilaginous  facet  on  the  upper  surface  of  the  os 
calcis,  on  which  the  foot  rotates  laterally  on  the  head 
of  the  astragalus,  is  then  removed  with  a  chisel. 

At  this  stage,  with  the  head  and  neck  of  the  astrag- 
alus out  and  the  body  of  the  astragalus  freed  from 


the  OS  calcis,  the  surgeon  is  "able  to  correct  the 
posterior  foot  deformity,  to  set  the  posterior  end  of 
the  OS  calcis  in  line  with  the  center  of  the  leg,  to 
shift  the  OS  calcis  laterally  in  line  with  the  central 
axis  of  the  leg.  to  correct  lateral  rotation  of  the  os 
calcis,  to  pitch  the  heel  up  or  down,  and  to  shift  the 
foot  back,  as  Whitman  has  pointed  out  is  so  essen- 
tial in  his  astragalectomy."  After  the  articular 
surface  has  been  destroyed  and  a  portion  of  the  neck 
has  been  cut  off  the  excised  piece  of  the  astragalus  is 
reinserted.  With  the  foot  in  the  corrected  position, 
the  head  of  the  astragalus  fits  back  snugly  and  is 
pushed  well  down  on  the  os  calcis.  The  foot  is  held 
in  marked  dorsal  flexion  while  the  cast  is  applied. 

The  operation  is  done  for  all  paralytic  feet  which 
show  much  architectural  deformity  and  great  loss 
of  muscle  power  as  in  such  cases  a  stable  skeletal 
foundation  is  necessary.  Tendon  transplantations 
and  fixations  done  alone  and  the  use  of  silk  ligaments 
are  regarded  as  unmechanical  procedures.  The 
Davis  operation  is  regarded  as  a  blind  procedure, 
and  the  Whitman  astragalectomy  as  objectionable 
except  for  calcaneus  and  possibly  for  flail  feet. 

The  author's  operation  was  first  done  in  January, 
1Q17,  and  since  then  104  cases  have  been  so  treated. 
Of  these,  only  fifty-seven  have  been  seen  at  the  end 
of  periods  varying  from  six  months  to  three  years 
later.  In  all.  the  foot  was  stable.  The  reason  for 
such  a  stabilizing  operation  is  that  the  joint  between 
the  foot  and  leg  is  one  of  universal  motion  and  when 
the  muscles  which  control  it  are  paralyzed  the  joint 
is  useless.  The  leg  becomes  analogous  to  an  arti- 
ficial limb  with  a  universal  joint  at  the  ankle.  It  is 
as  useless  to  attempt  to  fix  an  unstable  ankle  joint 
by  tendon  fixation  as  to  attempt  to  fix  a  universal 
joint  in  an  artificial  leg  by  tacking  straps  across  it. 

With  variations  in  the  technique,  particularly  in 
the  manner  in  which  the  head  of  the  astragalus  is 
put  back,  the  operation  described  is  adaptable  to 
drop-foot,  flat-foot,  and  club-foot. 

William  A.  Clark.  M.D. 


SURGERY  OF  THE   SPINAL  COLUMN  AND   CORD 


Bonniot,  A.:  Resection  of  the  Transverse  Process 
of  the  Fifth  Lumbar  Vertebra  (La  resection  de 
I'apophyse  transverse  de  la  5*  vertSbre  lombaire). 
Lyon  chirurg.,  1921,  xviii,  445. 

Resection  of  the  transverse  process  of  the  fifth 
lumbar  vertebra  for  painful  sacralization  of  this 
vertebra  is  a  simple  procedure  according  to  the 
publications  on  the  subject,  but  little  is  said  regard- 
ing the  technique  employed.  In  Bonniot's  opinion 
the  operation  is  often  a  more  or  less  blind  one,  the 
surgeon  being  doubtful  concerning  the  identifica- 
tion of  the  osseous  projection  he  resects. 

Bonniot  has  made  an  anatomical  and  X-ray  study 
of  the  region  to  determine  a  route  by  which  the 
transverse  process  in  question  may  be  approached 
most  accurately.  On  the  basis  of  this  study  he 
draws  the  following  conclusions: 


1.  There  is  no  anatomical  landmark  by  which  the 
fifth  transverse  process  can  be  located  exactly. 
X-ray  procedures  alone  will  permit  its  localiza- 
tion. 

2.  The  multiple  insertions  of  the  sacrolumbar 
mass  almost  always  converge  on  the  line  of  the 
tubercles  of  the  transverse  process  between  2.4  and 
2.8  cm.  from  the  median  line  immediately  within 
the  base  of  the  transverse  process. 

3.  The  trunk  of  the  dorsospinal  arteries  is  situ- 
ated on  this  same  line  and  the  path  of  these  arteries 
is  entirely  inside  this  line. 

4.  The  last  two  considerations  determine  the 
choice  of  a  route  of  approach  to  the  transverse 
process.  Immediately  in  front  of  the  fifth  trans- 
verse process  is  a  triangle  bounded  by  the  lower 
portion  of  the  psoas  muscle  below  and  outside,  the 
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vertebral  body  inside,  and  the  sacral  wing  below. 
Within  this  triangle  run  the  nerve  trunks  from  the 
fourth  lumbar  and  the  ascending  lumbar  vein. 
Resection  of  the  spinous  process  exposes  the  organs 
immediately  adjacent  to  the  anterior  surface  of  the 
transverse  process.  The  finding  of  this  landmark, 
which  is  absolutely  constant  and  is  present  only  in 
the  vicinity  of  the  fifth  transverse  process,  assures 
correct  resection. 

The  incision  based  on  these  considerations  is 
vertical,  about  10  cm.  in  length,  and  extends  down 
along  and  a  little  inside  the  external  border 
of  the  sacrolumbar  mass  as  far  as  the  iliac  crest 
where  it  turns  inward  to  follow  the  crest  as  far  as 
the  posterior  inferior  iliac  spine.  The  muscle  mass  is 
incised  and  dissected  up  to  its  insertion  on  the 
iliac  spine,  and  immediate  access  to  the  fifth  lumbar 
apophysis  is  obtained  by  an  osteotomy  in  the  post- 
erior part  of  the  iliac  spine. 

This  trans-osseous  disinsertion  appears  to  the 
author  to  have  a  triple  advantage  in  the  fact  that 
it  is  more  rapid  and  smoother  than  a  rugine  dis- 
insertion, gives  much  better  exposure,  and  is  better 
adapted  to  the  complete  reconstruction  of  the 
muscle.  W.  A.  Brennan. 

Cassirer:    Traumatic  Injuries  of  the  Spinal  Cord 

(Zur  Klinik  der  traumatischen  Schaedigungen  des 
Rueckenmarks) .  Ztschr.  f.  d.  ges.  Neurol,  u.  Psy- 
chiat.,  1921,  Ixx,  no. 

Most  of  the  traumatic  injuries  of  the  spinal  cord 
in  pre-war  times  were  due  to  indirect  violence. 
Those  due  to  shooting  or  stabbing  were  rare.  Dur- 
ing the  war  the  conditions  were  reversed.  In  184 
cases  seen  by  the  author  there  were  only  ten  which 
were  not  due  to  injury  by  a  projectile  or  stabbing. 

The  action  of  a  projectile  is  very  complicated. 
There  is  a  combination  of  direct  injury  of  the  spinal 
cord  with  destruction  of  the  vertebral  column  and 
the  consequences  of  the  accompanying  fall.  The 
injury  of  the  cord  is  dependent  only  slightly  upon 
the  mechanism  of  the  injury,  but  a  projectile  which 
becomes  lodged  and  a  projectile  which  passes  through 
are  different  in  their  effects,  the  former  being  much 
more  dangerous  than  the  latter. 

The  clinical  symptoms  of  injury  to  the  vertebrae 
diminish  in  importance  when  the  cord  is  involved. 
In  such  cases  the  X-ray  is  of  great  value  but  a  posi- 
tive roentgen  finding  does  not  indicate  whether  the 
bony  change  is  related  to  the  lesion  of  the  cord.  In 
a  number  of  cases  the  spinal  cord  was  shown  to  be 
entirely  uninvolved  in  spite  of  very  marked  changes 
in  the  spine,  and  severe  disturbances  in  the  spinal 
cord  are  often  found  when  no  alteration  whatever 
is  demonstrated  in  the  vertebral  column. 

Clinically  cases  of  injury  of  the  cord  may  be 
divided  into  the  following  groups: 

1.  Those  with  a  complete  transverse  break  with- 
out a  tendency  to  retrogressive  changes. 

2.  Those  with  a  partial  transverse  break  (lesions 
of  one  side)  without  a  tendency  to  retrogressive 
changes. 


3.  Those  which  from  the  beginning  show  severe 
symptoms  of  a  total  transverse  break  and  a  pro- 
nounced tendency  to  retrogressive  changes. 

4.  Those  which  from  the  onset  show  slight  spinal 
symptoms  and  a  pronounced  tendency  to  retrogres- 
sive changes. 

In  some  cases  the  original  symptoms  of  cord  in- 
jury may  be  severe  and  yet  disappear  as  quickly  as 
they  came,  leaving  no  trace  behind  them.  The 
Cauda  equina  is  injured  most  frequently,  the  dorsal 
and  cervical  cord  next  most  frequently,  and  the 
lumbar  cord  least  often. 

The  immediate  results  of  a  severe  Injury  of  the 
cord  consist  in  general  of  a  loss  of  all  function  in 
the  regions  below  the  point  of  injur>'.  In  this  re- 
spect the  region  affected  by  the  projectile  and  the 
site  of  the  injury  to  the  cord  do  not  necessarily 
agree.  The  paralysis  of  the  voluntary*  movements 
is  complete  and  of  the  flaccid  variety.  The  tendon 
reflexes  are  lost.  However,  there  are  a  very  few 
authenticated  cases  in  which,  with  complete  sever- 
ance of  the  cord,  the  tendon  phenomena  remain. 
The  skin  reflexes,  on  the  other  hand,  may  be  re- 
tained. 

Under  certain  conditions  the  spinal  cord  below 
the  place  of  injury  shows  a  diffuse  reflex  activity. 
The  reflexogenic  zones  are  enlarged,  but  the  reflex 
result  is  less  typical.  .For  example,  the  stroking  of 
the  sole  of  the  foot  may  produce  a  spasm  of  the  flex- 
ors and  also  emptying  of  the  bladder  and  an  exces- 
sive outbreak  of  perspiration.  This  phenomenon  is 
termed  "mass-reflex." 

The  ordinary  tendon  and  skin  reflexes  of  the 
lumbar  cord  in  general  remain  dependent  upon  the 
governing  centers.  The  spinal  reflexes  of  the  blad- 
der and  rectum  are  far  more  independent  of  the 
governing  centers.  In  injury  of  the  anterior  horns 
and  roots  the  paralysis  is  characterized  by  degen- 
erative reaction.  In  the  course  of  time  this  pro- 
ceeds to  a  diffuse  but  not  extreme  atrophy. 

A  constant  accompaniment  of  a  complete  trans- 
verse lesion  is  the  rapid  development  of  decubitus. 
Complete  absence  of  sensibility  is  found  in  one-third 
of  the  cases.  The  region  of  anaesthesia  is  for  the  most 
part  smaller  than  that  of  pain  disturbance  and  dis- 
turbance of  the  thermal  sense.  Above  the  area  of 
complete  absense  of  sensibility  there  is  often  a  hyper- 
aesthetic  zone.  The  motor  disturbances  correspond, 
according  to  their  localization,  to  the  spastic  type, 
through  injury  of  the  cortical  spinal  path  of  con- 
duction, or  to  the  atrophic  degenerative  tyf>e, 
through  injury  to  the  anterior  roots  and  horns. 

The  tendon  and  skin  reflexes  in  the  upper  ex- 
tremities are  not  entirely  constant  and  their  diag- 
nostic significance  is  therefore  not  very  important. 
The  contractions  are  in  all  the  limbs  and  usually 
extensor.  In  the  lower  extremities  spastic  phenom- 
ena are  frequently  in  the  foreground.  In  this  case 
severance  of  the  jx)sterior  roots  according  to  the 
method  of  Foerster  is  beneficial. 

The  separate  types  of  sensibility  are  differently 
involved.    First  come  the  disturbances  of  thermal 
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sense.  These  are  followed  by  disturbances  of  the 
sense  of  pain.  Then  come  disturbances  of  deep  sens- 
ibility, and  finally  those  of  the  sense  of  touch  and 
pressure.  Vasomotor  disturbances  are  important, 
but  the  laws  of  their  dependency  on  the  nature  and 
extent  of  the  lesion  in  the  spinal  cord  are  not  clearly 
recognized.  Bladder,  rectal,  and  sexual  functions 
may  be  retained  even  when  there  is  complete  de- 
struction of  the  Cauda. 

A  niveau-diagnosis  is  dependent  chiefly  on  the 
circumference  of  the  anaesthesia.  Consideration  of 
the  path  of  the  projectile,  the  bone  injury,  and  the 
roentgen  picture  are  further  checks  on  the  diagnosis. 
The  examination  of  the  spinal  fluid  is  of  diagnostic 
value  in  the  first  days  following  the  injury  if  blood 
and  particles  of  spinal  cord  are  found  in  it. 

Frequently  the  lesion  of  the  cord  gives  rise  to 
serofibrinous  meningitis.  Cases  of  epidural  and  sub- 
dural haemorrhages  are  very  rare.  The  disease  pic- 
ture of  hajmatomyelia  is  of  no  great  value.  Par- 
ticularly difficult  to  diagnose  are  the  cases  in  which 
there  are  combined  organic  sequelae  of  an  injury  of 
the  cord  with  functional  and  nervous  phenomena. 
Under  the  influence  of  blunt  trauma  there  develop 
in  various  points  of  the  cord,  in  addition  to  the 
results  of  shock,  minute  histologic  changes  which 
may  cause  permanent  loss  of  function. 


The  prognosis  may  usually  be  determined  during 
the  first  weeks.  If  in  this  period  there  is  a  distinct 
decrease  in  the  symptoms,  the  prognosis  is  not  en- 
tirely unfavorable  even  in  cases  of  severe  injuries 
of  the  cord. 

Injuries  to  the  cervical  cord  are  in  a  much  better 
location  than  injuries  to  the  lumbar  cord.  Injuries 
of  the  Cauda  also  show  a  decided  tendency  to 
heal. 

In  cases  of  lodged  projectiles  surgery  is  indicated 
before  all  else.  Only  when  the  projectile  has  lodged 
in  the  body  of  the  vertebra  and  there  are  no  symp- 
toms should  it  be  left  untouched.  Cases  of  vertebral 
fracture  with  symptoms  that  remain  stationary  or 
become  worse  should  be  operated  on  if  the  patient's 
general  condition  is  good.  An  op)eration  may  be 
indicated  even  when  the  symptoms  suggest  a  com- 
plete transverse  lesion  as  complete  loss  of  function 
is  not  necessarily  dependent  upon  total  anatomical 
destruction  of  the  transverse  section. 

It  is  only  in  the  rarest  cases  that  spinal  cord  in- 
jury causes  organic  disease  of  the  cord.  Tabes  and 
multiple  sclerosis  certainly  do  not  arise  in  this 
manner,  and  the  traumatic  origin  of  syringomyelia 
is  also  highly  improbable.  On  the  other  hand,  it  is 
possible  that  chronic  anterior  poliomyelitis  may  have 
its  origin  in  such  injury.  Meyer  (Z). 


SURGERY  OF  THE  NERVOUS  SYSTEM 


Coughlin,  W.  T.:  Section  of  the  Sensory  Root  of 
the  Fifth  Cranial  Nerve  under  Local  Anaes- 
thesia.   Surg.,  Gyncc.  6*  Obst.,  1921,  xxxiii,  424. 

In  this  article,  which  was  read  before  the  Western 
Surgical  Association  in  1920,  the  author  gives  a 
resum6  of  the  history  not  only  of  root  section  but 
also  of  the  ordinary  operations  that  have  been  done 
for  trigeminal  neuralgia  major — tic  douloureux. 
After  having  used  local  anaesthesia  for  almost  every 
operation  that  is  done  about  the  head,  face,  and 
neck,  he  concluded  to  try  it  for  root  section. 

The  patient  is  seated  in  a  dental  chair  with  a  head 
supfKjrt.  The  line  of  incision  is  oblique  and  extends 
from  }4  in.  below  the  center  of  the  zygoma  upward 
and  backward  for  about  3  in.  The  skin  in  this  line 
is  infiltrated  with  >^  per  cent  procaine  with  4  drops 
of  adrenalin  to  each  ounce.  The  loose  tissue  and 
the  pericranium  are  also  infiltrated.  On  either  side 
of  the  lower  end  of  this  line  and  about  5<(  in.  from 
it  similar  infiltration  is  made  to  the  height  of  2  in. 
All  the  tissues  to  the  bone  are  infiltrated.  The  incis- 
ion is  made,  the  vessels  are  caught,  the  temp>oral 
fascia  is  incised  in  the  same  line,  and  the  muscle  is 
exposed. 

The  temporal  fascia  is  next  freed  from  its  attach- 
ment to  the  zygoma,  the  muscle  fibers  are  separated, 
and  retraction  is  made  to  expose  the  bone.  The 
periosteum  is  scraped  off  and  an  opening  drilled  in 
the  skull  with  a  burr  a  short  distance  above  the  level 
of  the  zygoma.  The  opening  is  enlarged  with  a 
rongeur  to  a  little  less  than  the  size  of  a  half  dollar 


and  made  somewhat  horseshoe  shaped  with  its  con- 
vexity upward.  It  extends  down  to  the  base  but 
not  far  into  it. 

The  dura  is  pushed  away  and  the  middle  menin- 
geal artery  tied  and  cut.  Before  the  vessel  is  tied 
procaine  is  injected  around  it.  Pledgets  of  cotton 
are  used  in  separating  the  dura.  These  are  soaked 
in  procaine  and  adrenalin  solution  to  lessen  the 
bleeding  and  pain.  When  the  third  and  second 
divisions  of  the  trigeminal  nerve  are  reached  they 
are  injected  with  procaine.  The  notch  at  the  aj>ex 
of  the  j)etrous  bone  against  which  the  ganglion  lies 
is  exposed.  The  dura  is  incised  from  a  p>oint  midway 
between  the  second  and  third  divisions  of  the  nerve 
upward  and  backward  toward  this  notch  and  ele- 
vated from  the  surface  of  the  ganglion  until  the  root 
is  seen  entering  the  fossa  of  Meckel.  Here  the  root 
is  either  cut  or  grasped  and  avulsed.  If  there  is 
tenderness  or  pain  during  the  exposure  and  isolation 
a  pledget  soaked  in  4  per  cent  cocaine  is  laid  upon 
the  root  for  a  few  moments. 

Roeper,  E.:  Conclusions  from  1,200  War  Injuries 
of  the  Peripheral  Nervous  System  (Schlussfol- 
gerungen  aus  1,200  Kriegsverletzungen  des  peri- 
pheren  Nervensystems).  Deutsche  Ztschr.  f.  Ner- 
venk.,  192 1,  Ixviii,  409. 

The  1,200  cases  observed  by  the  author  included 
849  injuries  of  the  arm  and  shoulder  and  459  injuries 
of  the  p>elvis  and  lower  extremities.  Severe  injuries 
are  not  restricted  in  their  effects  to  the  region  of  the 
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wound,  but  influence  profoundly  the  entire  central 
nervous  system.  On  the  other  hand,  a  true  reflex 
epilepsy  has  never  been  observed.  Spontaneous 
pain  appears  chiefly  following  injury  of  the  median 
and  tibial  nerves,  but  seldom  following  a  lesion  of 
the  radial  nerve  and  almost  never  injuries  of  other 
nerve  regions. 

Injury  of  the  median  and  tibial  nerves  presents 
a  variety  of  peculiarities.  An  injury  of  the  median 
nerve  alone  may  cause  disturbances  of  a  trophic 
nature  in  aU  five  fingers  of  the  hand.  An  aneurism 
of  the  axillary  artery  produces  acute  spontaneous 
pain  in  the  region  of  the  median  nerve  but  the 
symptoms  of  loss  of  motor  impulse  are  slight. 

In  injury  of  the  tibial  or  the  median  nerve,  symp- 
toms of  neuritis  are  prominent.  The  palm  of  the 
hand  and  plantar  surface  of  the  foot  are  espec- 
ially differentiated  in  their  sensory  perceptions. 
Hysterical  overlapping  is  often  found  in  injuries  of 
the  tibial  and  median  nerves.  There  is  often  a 
striking  lack  of  correspondence  between  the  object- 


ive findings  at  the  point  of  injury  and  the  loss  of 
function.  Operative  exposure  of  the  site  of  injury 
offers  the  best  prognosis  if  done  early,  but  the 
average  results  achieved  by  oi>eration  are  not  par- 
ticularly good. 

The  author  cites  192  results,  of  which  98  were 
obtained  by  suture  of  the  nerve  and  94  by  neurol- 
lysis.  Only  five  cases  of  nerve  suture  resulted  in 
complete  success.  In  fourteen  cases  there  was  allevi- 
ation. Suture  of  the  radial  nerve  offers  the  greatest 
prospect  of  complete  restoration  of  function.  The 
results  of  neurolysis  are  better  than  those  of  suture. 
Of  ninety-two  cases  operated  on,  good  effects 
could  be  determined  in  forty-three. 

In  conservative  treatment,  swimming  gives  par- 
ticularly good  results.  In  conditions  of  irritation 
good  results  have  been  obtained  by  injections  of 
fibrolysin  into  the  cicatricial  region.  Orthopedic 
apparatus  are  of  great  value  for  the  lower  extremi- 
ties, but  of  less  value  for  the  upper  extremities. 

Meyer  (Z). 
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CLINICAL  ENTITIES  —  GENERAL  PHYSIO- 
LOGICAL CONDITIONS 

Curchod,  H.:  Hutinel's  Disease  and  Its  Surgical 
Treatment  (La  maladie  d'Hutinel  at  son  traite- 
ment  chirurgical).  Rev.  mid.  de  la  Suisse  Rom., 
1921,  xli,  648. 

Hutinel's  disease,  described  in  1893  as  "juvenile 
cardio-tuberculous  cirrhosis",  corresponds  to  the 
callous  mediastino-pericarditis  of  Kussmaul.  The 
author  has  observed  three  cases: 

The  first  was  of  very  slow  evolution.  The  condi- 
tion began  in  infancy  with  pleurisy.  At  the  age  of 
20  the  liver  was  enlarged,  and  it  was  only  at  the  age 
of  46  that  asystole  became  evident. 

In  the  second  case  the  condition  began  with  a 
fever  when  the  patient  was  13  years  of  age.  In  three 
months  hypertrophy  of  the  liver  and  cyanosis  devel- 
oped. The  disease  then  remained  stationary  for 
three  years.  The  symptoms  and  fever  then  increased. 

In  the  third  case  the  condition  began  at  the  age 
of  3  years  and  resulted  in  death  in  the  seventh  year 
after  nine  months  of  asystole  with  general  anasarca. 

Curchod  emphasizes  the  disproportion  between 
the  symptoms  of  cardiac  lesions,  which  are  generally 
very  slight,  and  the  gravity  of  the  peripheral  asys- 
tole. He  states  that  it  is  not  necessary  to  find  evident 
signs  of  pericarditis.  Instead,  we  must  seek  for  the 
fixed  position  of  the  cardiac  dullness,  especially  at 
the  apex,  which  does  not  change  with  a  change  in 
the  position  of  the  body.  X-ray  examination  is  of 
value  as  it  often  shows  the  characteristic  picture  of 
pericarditis  with  associated  pleuropulmonary  lesions 
and  obscurity  of  the  clear  cardiovertebral  space. 

In  each  of  his  three  cases  Curchod  noted  a  charac- 
teristic distribution  of  oedema.  In  the  early  stages 
oedema  is  present  in  the  face  and  often  the  hands. 


It  does  not  last  long  but  is  never  absent  and  pre- 
cedes oedema  of  the  lower  extremities  which  appears 
only  when  asystole  is  manifest.  This  oedema,  which 
is  characteristic  of  Hutinel's  disease,  is  due  to  com- 
pression of  the  superior  vena  cava  by  the  adhesive 
mediastinitis  associated  with  the  tuberculous  peri- 
carditis. 

Surgical  treatment  is  indicated  in  Hutinel's  dis- 
ease to  give  space  to  the  heart  compressed  in  its 
fibrous  sheath.  The  recognized  procedure  is  Brau- 
er's  precardiac  thoracectomy  first  done  in  1902.  This 
operation,  which  is  easy  and  without  special  risk, 
has  been  done  in  France  several  times.  It  was  per- 
formed in  the  first  and  second  of  the  author's  cases. 
In  the  first  case  the  result  was  satisfactory,  but  in 
the  second  an  acute  exudative  polyserositis  caused 
death.  In  the  third  case  operation  was  not  pos- 
sible. 

In  reviewing  the  Uterature  the  author  finds  that 
the  only  cases  in  which  the  result  has  been  brilliant 
were  cases  of  pericarditis  without  valvular  lesions. 
In  those  with  valvular  lesions  the  outcome  has  not 
been  favorable  or  death  rapidly  followed  operation. 
It  seems  therefore  that  thoracectomy  should  be 
reserved  for  cases  of  adhesive  tuberculous  pericar- 
ditis or  those  in  which  valvular  lesions  or  symptoms 
of  cardiac  cirrhosis  of  the  liver  may  be  ruled  out. 
Fever  and  tuberculosis  in  evolution  are  absolute 
contra-indications.  VV.  A.  Brenn.\n. 

Lemon,  W.  S.,  and  Doyle,  J.  B.:  Clinical  Observa- 
tions of  Hodgkin's  Disease,  with  Special  Refer- 
ence to  Mediastinal  Involvement.    Am.  J.  M. 

Sc,  1921,  clxii,  516. 

The  authors  review  twenty-six  cases  of  Hodgkin's 
disease  with  mediastinal  involvement  which  were 
observed  at  the  Mayo  Clinic.  Twenty-three  of  these 


128 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


cases  were  definitely  proved  by  the  microscope. 
The  age  incidence  in  this  series  was  20  to  64,  which 
is  contrary  to  Reed's  observation  that  children  are 
most  frequently  attacked.  No  relationship  of  the 
condition  to  tuberculosis  could  be  established,  nor 
could  acute  throat  infections  be  said  to  have  had  an 
etiological  bearing. 

Few  of  the  patients  made  complaints  in  any  way 
suggesting  mediastinal  lesions.  Dilated  veins  over 
the  chest  were  present  in  three  cases  in  Association 
with  cyanosis  and  swelling  of  the  face  and  neck. 
Pruritis  was  complained  of  in  four  cases.  Fluid  was 
found  in  one  or  both  thoracic  cavities  in  eight  cases, 
an  incidence  of  ,^0.7  \)ct  cent. 

Glands  were  palpable  in  the  cervical  region  in  100 
per  cent  of  the  cases,  in  the  supraclavicular  area  in 
58  per  cent,  in  the  axillary  region  in  50  per  cent, 
in  the  abdominal  region  in  19  per  cent,  and  in  the 
inguinal  region  in  42  jjer  cent.  Splenomegaly  oc- 
curred in  2i  per  cent,  and  enlargement  of  the  liver 
in  1 1  per  cent. 

Blood  counts  made  in  twenty-three  cases  revealed 
no  definite  variations  from  the  normal. 

X-ray  examination  is  most  useful  and  important 
in  demonstrating  mediastinal  involvement  before  it 
can  be  shown  clinically.  A  positive  opinion  was 
given  in  eight  cases.  Hodgkin's  disease  is  susp>ected 
when  the  roentgenogram  reveals  a  bilateral  feathery 
shadow  passing  out  from  each  hilus. 

Tuberculosis  was  present  in  only  one  case.  This 
patient  had  extensive  involvement  and  suffered  from 
the  pressure  effects  of  a  tremendous  tumor  which 
had  entirely  disappeared  under  treatment.  Acute 
miliary  tuberculosis  caused  death. 

Besides  the  usual  treatment,  which  is  comparable 
to  that  employed  in  tuberculosis,  many  patients 
have  been  treated  with  radium.  The  glands  re- 
spond most  satisfactorily.  In  cases  of  mediastinal 
complications  roentgen  therapy  gives  the  best 
results.  It  should  be  begun  before  the  deeper 
glands  can  be  palpated  and  should  be  kept  up  for 
a  long  time  in  association  with  treatment  with 
radium  which  is  more  useful  over  the  superficial 
glands. 

Orr-Ewing,   H.  J.:    A  Case  of  Multiple  Serositis 
(Pick's    Disease)    of    Unusual    Distribution. 

Bristol  M.-Chir.  J.,  1921,  xxxviii,  90. 

Cases  of  muliple  serositis  are  not  common. 
Usually  they  are  obscure  in  origin  and  their  diagno- 
sis is  difficult.  The  case  reported  was  characterized 
by  considerable  abdominal  distention,  enlargement 
of  the  spleen,  apparently  a  hydrothorax.  anaemia, 
and  periods  of  pyrexia.  Malignant  tertian  ring  and 
crescents  were  present  in  the  blood  films. 

The  author  discusses  the  differential  diagnosis. 
The  condition  may  be  confused  with  tuberculosis, 
syphilis,  multilobular  cirrhosis  of  the  liver,  Banti's 
disease,  malignant  disease  of  the  peritoneum,  and 
Hodgkin's  disease. 

Treatment  is  unavailing. 

Frederick  Christopher,  M.D. 


Kraus,  A. :  A  Contribution  to  the  Study  of  Cystic 
Lymphangioma  (Contribute  alio  studio  del  lin- 
fangioma  cistico).  Arch.  Hal.  di  chir.,  1921,  iv,  63. 

Kraus'  case  was  that  of  a  child  aged  2  years  which 
at  birth  had  a  tumefaction  in  the  antero-external 
part  of  the  right  side  of  the  chest.  This  growth  had 
remained  almost  stationary  except  during  the  past 
two  months  when  it  had  rapidly  increased  in  size 
until  its  circumference  was  51  cm.  Following  its 
surgical  removal  it  was  found  to  weigh  1,050  kgm. 
The  child  made  a  good  recovery.  Macroscopic  and 
microscopic  examination  showed  that  the  tumor 
was  a  cystic  lymphangioma. 

Kraus  reviews  the  history  of  the  condition  and 
from  this  and  the  study  of  his  own  case  draws  these 
conclusions: 

1.  Cystic  lymphangioma  is  congenital.  It  should 
be  considered  a  true  neoplasm. 

2.  The  tumor  is  formed  by  single  groups  of  lym- 
phatic vessels  newly  formed  in  young  connective 
tissue  which  are  separated  by  adult  connective  tis- 
sue bands  to  form  lobes. 

3.  The  lymphatics  of  each  single  group  coalesce 
to  form  cysts.  The  cysts  of  a  single  group  come  into 
direct  contract  with  cysts  of  other  groups  and  be- 
come merged  with  them. 

4.  When  the  pericystic  connective  tissue  or  the 
vascular  walls  of  two  merged  lymph  vessels  do  not 
quite  disappear,  lacuna:  and  spaces  are  formed 
which  appear  within  the  lumina  of  the  cysts.  The 
increase  in  the  lumina  of  the  lymph  vessels  and  of 
the  consecutive  cysts  may  result  from  retraction 
of  the  connective  tissue. 

5.  The  walls  of  the  cyst  may  show  strata  of 
substances  organized  from  the  cyst  contents.  In 
the  solid,  newly  formed  tissue  the  phase  of  new- 
formation  of  lymph  vessels  is  probably  repro- 
duced and  thus  the  cystic  formation  is  rapidly 
renewed. 

6.  The  stratification  on  the  walls  of  the  cyst  of 
solidifying  substances  from  the  liquid  contents 
may  completely  obliterate  the  cyst  or  change  its 
lumen. 

7.  Tuberculosis  does  not  appear  to  be  an  etiolog- 
ical factor.  W.  A.  Brennan. 

BLOOD 

Harlow,  F,  W. :  Death  from  Spontaneous  Haem- 
orrhages. J .  Roy.  Army  Med.  Corps.,  Lend.,  1921 
xxxvii,  312. 

The  author's  patient  had  first  a  slight  bleeding 
from  the  gums  and  palate.  Later  there  was  haema- 
temesis,  profuse  haematuria,  and  severe  rectal 
haemorrhage.  The  final  picture  was  that  of  an  inter- 
nal haemorrhage.  Death  followed  a  period  of  severe 
shock. 

Harlow  discusses  the  diseases  in  which  death  may 

occur  from  spontaneous  haemorrhage  and  concludes 

that  the  case  he  repjorts  was  one  of  purpura  haemor- 

rhagica  unaccompanied  by  cutaneous  extravasation. 

Frederick  Christopher,  M.D. 
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Burk,  S.  B.,  and  Fischer,  L.:   Transfusion  in  In- 
fants with  Malnutrition.    Med.  Rec,   1921,   c, 
751- 
Burk  and  Fischer  state  that  after  careful  search 
they  were  unable  to  find  the  use  of  transfusion  in 
malnutrition  recorded  in  any  recent  textbooks  on 
the  diseases   of   children.     Its   indications    are   as 
follows: 

1.  Progressive  loss  of  weight  and  improper 
metabolism  of  food  resulting  in  atrophy  with  a 
senile  expression. 

2.  Cold  extremities,  feeble  heart  sounds,  thready 
pulse,  and  symptoms  p)ointing  toward  general 
exhaustion. 

3 .  Catarrhal  or  fermentative  colitis  with  dehydra- 
tion of  the  blood,  feeble  pulse,  and  signs  of  imminent 
collapse. 

4.  Acute  infectious  diseases  such  as  typhoid, 
prolonged  scarlet  fever,  diphtheria,  influenza,  or  a 
post-pneumonic  condition  wherein  a  secondary 
anaemia  follows. 

5.  General  weakness  in  premature  infants  follow- 
ing a  prenatal  disease  such  as  congenital  syphilis  or 
weakness  due  to  improper  nourishment  given  by  a 
tuberculous  mother  before  the  latter  comes  to  the 
clinician. 

6.  Weakness  due  to  tropical  diseases. 

7.  The  presence  of  avitaminosis  in  addition  to  the 
use  of  antiscorbutics. 

Maternal  milk  is  the  best  food  known  but  many 
breast-fed  infants  are  undernourished.  This  de- 
ficiency can  be  supplied  by  giving  complementary 
feedings  of  cream  and  carbohydrate,  chiefly  maltose. 
If  the  infant  continues  to  lose  weight  and  its 
extremities  are  cold,  we  must  direct  our  attention 
to  the  circulatory  system.  In  the  cases  of  marasmic 
infants  the  authors  have  tried  hypodermoclysis. 
The  injection  of  4  oz.  of  warm  normal  saline  solution 
every  twenty-four  hours  is  often  beneficial.  In  many 
instances  warm  saline  colonic  instillations  given  at  a 
temperature  of  105  to  108  degrees  F.  will  add  fluid 
to  the  circulation.  Hypodermic  medication  with 
adrenalin  or  strychnin  often  fails  to  stimulate  the 
heart  action.  In  this  class  of  cases  transfusion  may 
be  the  only  means  of  saving  life. 

After  a  detailed  review  of  the  method  and  the 
avenues  of  approach  to  the  circulation  in  children, 
the  following  observations  are  made: 

The  preferable  areas  for  transfusion  are:  (i)  the 
median  cephalic  vein;  (2)  the  median  basilic  vein; 
(3)  the  external  jugular  vein;  and  (4)  the  superior 
longitudinal  sinus. 

It  is  frequently  very  difficult  to  enter  the  veins  at 
the  elbow  or  the  neck  and  much  valuable  time  may 
be  lost  in  futile  attempts.  Exposure  by  cutting  down 
on  the  veins  subjects  a  weakened  patient  to  the 
additional  dangers  of  shock  and  infection. 

In  the  use  of  the  superior  longitudinal  sinus  all 
objectional  factors  are  eliminated.  Up  to  the  age 
of  2  to  2  >^  years  the  anterior  fontanelle  lends  itself 
admirably  to  this  operation.  The  following  instru- 
ments and  supplies  are  necessary: 


One  30-ccm.  glass  syringe  (Record  or  Luer); 
several  i8-gage  4-cm.  needles;  one  ordinary  glass 
jar  or  drinking  glass;  one  glass  stirring  rod;  one 
bandage  or  rubber  tourniquet;  one  tube  of  sterile  25 
per  cent  sodium  citrate  solution;  tincture  of  iodine; 
95  per  cent  alcohol;  and  sterile  gauze. 

Relative  to  the  selection  of  the  donor  the  follow- 
ing statement  is  made:  "It  is  well  known  that  the 
use  of  indiscriminately  selected  donors  may  nullify 
the  value  of  the  transfusion  or  even  be  disastrous  to 
the  recipient.  It  is  therefore  necessary  to  select  a 
vigorous,  healthy  individual  with  an  approximately 
normal  red  blood  cell  count  and  haemoglobin  con- 
tent, whose  history  is  negative  for  lues  and  whose 
Wassermann  blood  test  is  negative.  No  one  with 
an  elevation  of  temperature  or  convalescing  from  an 
infectious  disease  should  be  used.  Moss  recom- 
mends as  donors  cardiacs  who  have  a  normal  blood 
count  and  in  whom  venesection  may  be  indicated. 
When  the  foregoing  qualifications  have  been  ful- 
filled the  danger  of  incompatibility  due  to  haemolysis 
and  agglutination  must  be  eliminated." 

The  haemolysis  and  agglutination  tests  are  made 
according  to  the  Vincent  modification  of  the  Moss 
technique : 

Two  prepared  sera,  a  glass  slide,  and  a  number  of 
toothpicks  are  necessary  for  the  test.  One  or  two 
drops  of  Serum  2  are  placed  on  the  left  half  of  the 
slide,  and  an  equal  amount  of  Serum  3  on  the  right 
half  of  the  slide.  The  ear  or  finger  of  the  person 
tested  is  punctured  and  a  small  drop  of  blood  trans- 
ferred with  a  toothpick  to  each  of  the  sera  in  turn 
and  stirred  into  it.  The  blood  should  be  transferred 
before  coagxilation  has  begun,  and  care  should  be 
taken  to  avoid  mixing  the  two  sera.  Agglutination 
of  the  corpuscles  is  accelerated  if  the  serum  is 
agitated  by  tipping  the  slide  from  side  to  side.  If 
the  reaction  is  negative,  the  corpuscles  make  a 
uniform  suspension  in  the  serum.  If  the  reaction  is 
f)ositive,  the  masses  of  agglutinated  corpuscles 
usually  appear  in  less  than  a  minute  and  are  dis- 
cernible by  the  naked  eye.  Rouleaux  formation  can 
be  eliminated  by  stirring  the  mixture;  agglutination 
is  not  broken  up  in  this  manner.  The  reading  should 
be  confirmed  by  microscopic  examination.  In  order 
to  eliminate  contamination  in  handling  the  blood 
and  sera  a  different  toothpick  is  used  in  each  step  of 
the  technique. 

After  the  proper  doner  has  been  obtained,  the 
front  of  the  elbow  region  is  painted  with  3^^  per  cent 
tincture  of  iodine  and  a  tourniquet  applied  just 
below  the  deltoid  region  lightly  enough  to  cause 
the  veins  to  stand  out  prominently  but  not  so  as  to 
obliterate  the  arterial  pulse.  The  median  cephalic 
or  median  basilic  vein  (whichever  is  more  readily 
accessible)  is  then  punctured,  and  a  pVedetermined 
amount  of  sodium  citrate  solution  is  added  to  the 
withdrawn  blood  to  make  a  0.3  per  cent  solution,  the 
assistant  constantly  stirring  the  mixture  slowly. 

The  infant  is  wrapped  in  a  sheet,  with  the  head 
exposed,  and  placed  flat  on  its  back,  the  assistant 
steadying  the  head  with  the  face  upward  near  the 
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edge  of  the  table.  The  anterior  fontanelle  is  painted 
with  a  2,^2  per  cent  tincture  of  iodine  and  the  poste- 
rior angle  of  the  fontanelle  located  with  the  index 
finger  of  the  free  hand. 

The  citrated  blood  is  drawn  into  the  syringe  with 
the  needle  attached  and  the  needle  then  slowly 
introduced  into  the  posterior  angle  for  a  distance  of 
I  to  2  cm.  parallel  to  the  direction  of  the  inner  table 
of  the  skull.  On  entering  the  sinus  one  gets  the 
definite  sensation  of  entering  the  lumen  of  a  vessel. 
This  is  similar  to  the  experience  in  piercing  the 
dura  in  doitag  a  lumbar  puncture.  The  operator 
steadies  the  needle  with  one  hand  and  injects  the 
fluid  slowly.  If  the  needle  is  in  the  sinus  there  is 
no  resistance  to  the  injection.  If  resistance  is  met, 
the  needle  is  withdrawn  and  the  procedure  repeated. 
When  in  doubt,  it  is  always  well  to  withdraw  some 
blood  before  beginning  the  injection.  The  injection 
of  an  ounce  of  fluid  should  take  from  one  and  one- 
half  to  two  and  one-half  minutes.  Pressure  with 
sterile  gauze  over  the  site  of  puncture  for  a  few 
minutes  is  all  that  is  necessary  in  the  after-care  of 
the  scalp. 

Fourteen  transfusions  were  jjerformed  on  ten 
infants  whose  ages  ranged  from  nine  days  to  six 
months.  Seven  were  under  two  months  of  age. 
The  amount  of  blood  injected  averaged  about  i  oz. 
and  the  time  of  injection  averaged  about  ninety 
seconds.  Four  injections  were  followed  by  severe 
reactions;  seven  by  moderately  severe  reactions; 
and  three  by  slight  reactions.  The  severe  reactions 
consisted  of  a  short  period  of  dyspnoea  which  lasted 
about  twenty-five  to  forty  seconds.  A  child  who 
often  cried  lustily  when  the  procedure  was  begun 
became  suddenly  quiet.  Cyanosis  of  the  face  and 
pallor  about  the  mouth  appeared  about  this  time, 
together  with  lateral  and  vertical  nystagmus.  The 
radial  pulse  remained  unchanged.  Soon  thereafter 
the  child  again  become  noisy  and  restless.  The 
period  of  quietude  lasted  only  a  few  minutes. 

A  0.3  per  cent  citrated  solution  was  used  in  the 
transfusions  without  any  harmful  effects.  This 
amount  of  sodium  citrate  facilitated  the  passage  of 
the  mixture  through  the  small  needle  with  greater 
ease  than  the  0.2  and  0.25  per  cent  solutions. 

In  four  cases  there  was  marked  improvement 
following  the  transfusion,  in  six  there  was  a  slight 
improvement,  and  in  two  there  was  no  improvement. 

Feeding  should  be  delayed  for  at  least  one  hour 
after  the  transfusion.  If  the  child  is  fed  sooner, 
vomiting  occurs. 

The  conclusions  drawn  are  as  follows: 

1.  Transfusion  of  citrated  blood  is  a  simple 
operation  and  a  recognized  valuable  therapeutic 
agent.  Its  use  should  become  an  everyday  pro- 
cedure in  hospital  and  private  practice. 

2.  It  is  oftentimes  a  life-saving  procedure  in  the 
treatment  of  diseases  of  the  haematopoietic  system. 
The  so-called  ha;morrhagic  diseases  of  children  are 
greatly  benefited  by  this  procedure. 

3.  It  is  valuable  in  the  treatment  of  malnutrition 
and  the  cachexia  following  acute  infections. 


4.  It  improves  the  general  condition  of  patients 
with  gastro-intestinal  disturbances  who  do  not 
improve  with  formula  feedings  or  the  use  of  mother's 
milk.  This  is  particularly  noticeable  when  marked 
dehydration  is  present  following  failure  in  the  use 
of  hypodermoclysis,  rectal  instillation,  and  venous 
infusions. 

5.  It  improves  the  prognosis  in  the  cases  of 
premature  infants. 

6.  It  is  best  performed  in  infants  through  the 
superior  longitudinal  sinus  because  of  the  large 
caliber  and  superficial  location  of  this  sinus. 

The  article  is  illustrated  by  seven  figures,  includ- 
ing three  photographs,  and  supplemented  by  a 
tabulated  summary  and  seventy-eight  references  to 
the  literature. 

BLOOD  AND  LYMPH  VESSELS 

Klein,  E. :  Embolism  and  Thrombosis  of  the  Supe- 
rior Mesenteric  Artery.  Surg.,  Gyticc.  6*  Obst., 
1921,  xxxiii,  385. 

In  the  author's  opinion  it  is  probable  that  many 
cases  of  mesenteric  infarction  remain  unrecognized. 
After  Watson  at  the  Boston  City  Hospital  became 
interested  in  this  condition  he  found  eight  cases  in 
one  year  although  previous  to  that  time  only  six 
had  been  recorded  in  that  hospital  in  a  period  of  nine 
years. 

An  intestinal  infarct  may  be  due  to  arterial  or 
venous  obstruction.  The  frequency  of  occlusion 
of  each  of  these  channels  is  about  equal.  In  the 
arteries  the  closure  is  effected  by  an  embolus  or  a 
thrombus.  In  the  veins  nearly  all  mesenteric  in- 
farctions are  due  to  thrombosis  and  are  generally 
associated  with  either  acute  appendicitis  or  an 
acute  inflammatory  lesion  of  the  female  pelvic 
organs. 

The  experimental  work  which  has  been  done  on 
this  subject  is  of  great  interest.  Ligation  of  the 
superior  mesenteric  artery  is  followed  by  tetanic 
contractions  of  the  small  intestine  which  in  turn  are 
sometimes  followed  by  hemorrhagic  infarction.  The 
initial  spasm  of  the  intestinal  wall  seems  to  prevent 
the  functioning  of  the  collateral  circulation.  Liga- 
tion of  a  single  small  branch  of  the  mesenteric  artery 
is  uniformly  without  effect.  Ligation  of  the  superior 
mesenteric  vein  leads  constantly  to  haemorrhagic 
infarction.  Injection  of  parafl^  into  the  main 
trunk  of  the  superior  mesenteric  artery  constantly 
produces  infarction. 

Another  group  of  experiments  consisted  of  sever- 
ing the  mesentery  of  the  intestine  for  varying  dis- 
tances from  its  intestinal  attachment.  Niederstein 
found  that  such  severance  for  a  distance  of  3  cm. 
in  dogs  caused  a  superficial  necrosis  of  the  mucosa 
while  severance  for  5  cm.  caused  necrosis  of  the 
mucosa  as  well  as  haemorrhages  into  the  other  coats 
or  a  circumscribed  ulcer  of  the  mucous  membrane. 
None  of  the  animals  died  unless  more  than  5  cm. 
was  cut  away,  in  which  case  a  haemorrhagic  infarct 
developed. 
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These  experiments  test  the  adequacy  of  the 
collateral  circulation  in  the  submucosa  of  the  intes- 
tine. In  the  author's  opinion  gradual  closure  of  the 
superior  mesenteric  artery  by  a  thrombus  may  not 
be  followed  by  any  pathological  lesion  because  the 
mechanism  for  the  establishment  of  th.'  collateral 
circulation  has  had  time  to  adjust  itself. 

Klein  discusses  the  symptoms  and  gives  a  number 
of  interesting  illustrative  cases.  With  regard  to  the 
treatment  he  states  that  there  is  but  one,  viz., 
excision  of  the  infarcted  intestine  and  re-establish- 
ment of  its  continuity.  Twenty-four  successful 
resections  have  now  been  reported.  A  favorable 
outcome  without  operation  does  not  necessarily 
indicate  that  the  diagnosis  of  embolism  or  thrombo- 
sis of  the  superior  mesenteric  artery  was  erroneous. 
Frederick  Christopher,  jNI.D. 

Leriche,  R. :  Some  Researches  on  the  Peri-Arterial 
Sympathetics.    Ann.  Surg.,  1921,  Ixxiv,  385. 

The  sympathetic  nervous  plexus  included  in  the 
external  layer  of  blood  vessels  seem  to  possess  a  real 
autonomy.  The  study  of  the  phenomena  which 
follow  the  excitation  of  averaged-sized  arteries 
reveals  the  existence  of  a  very  characteristic  phys- 
iological reaction  which  under  normal  circumstances 
never  fails. 

When  the  sheath  of  an  artery  is  removed  the 
vessel  contracts,  its  pulsation  stops  at  once,  and  its 
size  diminishes  just  at  the  moment  its  external 
layer  is  pinched.  This  contraction  is  the  primary 
element  of  the  characteristic  physiological  reaction 
against  excitation.  In  the  subsequent  first  few- 
hours  (varying  from  three  to  fifteen)  pulsation  is 
imperceptible  or  very  feeble ;  the  limb  op>erated  up>on 
is  colder  than  the  other,  there  being  a  difference  in 
temperature  of  3  or  4  degrees  C.  After  this  period 
there  appear  the  following  secondary  signs  which 
form  the  next  element  of  the  characteristic  reac- 
tion: 

1.  An  elevation  of  the  local  temperature  reaching 
2  and  even  3  degrees  C,  the  central  temperature 
not  being  changed.  The  patient  has  a  subjective 
sensation  of  heat. 

2.  An  elevation  of  the  arterial  pressure,  which  may 
reach  4  cm.  of  mercury  according  to  the  normal 
side. 

3.  An  increasing  amplitude  of  oscillations,  shown 
by  the  sphygmomanometer.  The  vasodilator  re- 
action is  transitory.  After  peri-arterial  sympathec- 
tomy it  becomes  attenuated  from  the  fifth  to  the 
sixth  day  and  disapj)ears  entirely  after  three  or 
four  weeks. 

Pathologically,  the  excitation  may  be  provoked  as 
well  on  visceral  arteries  as  on  the  arteries  of  the 
limbs,  and  by  direct  traumatic,  indirect  infectious, 
or  toxic  causes.  We  know  absolutely  nothing  of 
these  reactions  at  the  level  of  the  viscera.  In  a  case 
of  diffuse  cedematous  thyroid  hypertrophy  a  uni- 
lateral high  p>erithyroideal  sympathectomy  caused 
an  extreme  diminution  in  size  of  the  corresponding 
lobe  in  the  next  few  days.   We  are  beginning  to  dis- 


tinguish the  types  of  phenomena  resulting  from 
injury  of  the  peri-arterial  s)anpathetic  plexus,  but 
their  analysis  is  not  easy: 

Type  i.  The  two  characteristic  examples  are 
"stup>eur  des  arteres"  and  Raynaud's  disease.  The 
former  is  an  active  secondary  spasm  due  to  sudden 
excitation  of  the  external  arterial  layer.  Raynaud's 
symptoms  are  typical  of  vasomotor  sympathetic 
disease. 

Type  2.  In  many  circumstances  the  initial  cause 
is  less  known  and  the  physiological  reaction  is  dis- 
turbed either  by  contracture  or  abnormally  persist- 
ing dilatation,  which  may  explain  Weir  Mitchell's 
causalgia  and  certain  painful  stumps.  In  all  cases 
it  produces  considerable  biological  disturbance  in 
the  subjacent  tissues,  creating  thus  various  asso- 
ciations of  motor,  sensory,  vasomotor,  glandular, 
and  trophic  symptoms,  and  even  signs  of  local 
necrosis. 

Peri-arterial  sympathectomy  is  suggested  as  the 
logical  treatment  of  these  vasomotor  or  trophic 
troubles  in  an  attempt  to  modify  the  peripheral 
circulation.  The  author  has  performed  this  opera- 
tion sixty-four  times:  in  eleven  cases  of  causalgia; 
two  cases  of  painful  stumps;  nineteen  cases  of  post- 
traumatic contractures;  four  cases  of  post-traum- 
atic oedema;  one  case  of  trophoedema;  four  cases  of 
ischaemic  sequelae;  one  case  of  sloughing  of  a  stump; 
ten  cases  of  sloughing  after  nerve  section;  one  case 
of  sloughing  after  medullary  injury;  one  case  of 
varicose  eczema;  one  case  of  trophic  trouble  after 
frost  bite;  one  case  of  spasmodic  paralysis;  three 
cases  of  an  attempt  to  modify  the  tension  of  the 
cerebrospinal  fluid;  two  cases  of  Jacksonian  epilepsy; 
one  case  of  goiter;  one  case  of  intermittent  claud- 
ication; and  one  case  of  erythromelalgia. 

He  has  obtained  remarkably  successful  results  and 
has  had  also  complete  failures.  Oj)eration  failed  in  the 
case  of  intermittent  claudication,  in  the  one  case  of 
trophic  trouble  after  frost  bite,  in  one  case  of  spas- 
modic paralysis,  and  in  certain  cases  of  painful  syn- 
dromes such  as  erythromelalgia. 

J.  D.  Ellis,  M.D. 

GENERAL  BACTERIAL  INFECTIONS 

Frank,  M.:  The  Pathologic  Anatomy  of  Infection 
with  Streptococcus  Mucosus  (Zur  pathologischen 
Anatomie  der  Infektion  mit  Streptococcus  mucosus). 
Frankfurt.  Ztschr.f.  Path.,  1921,  xxi,  636 

In  the  case  of  a  65-year-old  man  who  died  of  lobar 
pneumonia  complicated  by  suppurative  pleurisy  and 
pericarditis  the  cause  of  the  disease  was  found  to  be 
a  streptococcus  which  grew  rapidly  with  profuse 
mucus  formation  upon  ascitic  agar  but  very  slightly 
in  bouillon  and  gelatin,  did  not  cause  haemolysis, 
acidified  litmus  milk  profusely,  coagulated  milk 
after  forty-eight  hours,  and  was  highly  pathogenic 
for  mice.  This  organism  resembled  the  streptococcus 
mucosus  of  Schottmueller,  from  which  it  varied  only 
in  that  it  produced  an  ochre-yellow  growth  upon 
blood  plates. 
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At  autopsy,  numerous  embolic  haemorrhages  were 
found  in  the  stomach,  bowels,  kidneys,  and  skin. 
These  changes  were  due  to  venous  thrombosis  caus- 
ing oedema  and  haimorrhagic  infiltration  of  the 
tissues.  The  thrombotic  occlusions  occurred  only  in 
the  veins  and  the  capillaries. 

Injury  to  the  heart  function  by  bacterial  toxins, 
the  consequent  slowing  of  the  blood  current,  eddies 
in  the  blood  current  due  to  clumps  of  bacteria,  and 
finally  toxic  injury  to  the  blood  elements  and  vessel 
wall  must  b^  considered  as  causative  factors.  The 
streptococcus  mucosus  must  be  regarded  as  having 
a  special  affinity  for  the  walls  of  blood  vessels. 
Therefore  it  may  be  assumed  that  the  local  accumu- 
lation of  toxins  played  a  definite  rdle  in  the  forma- 
tion of  the  thrombosis.  Emuerich  (Z). 

SURGICAL  DIAGNOSIS,  PATHOLOGY, 
AND  THERAPEUTICS 

Hotn^n,  E.  A.:  Experimental  and  Pathologic  C]on- 
tributions  Regarding  Infectious  Toxic  Menin- 
geal Changes  (E-vpcrimcntcllc  und  pathologische 
Beitracge  zur  Kenntnis  der  infeklioes-toxisrhen 
meningealen  Veraenderungen).  Arb.  a.  d.  path. 
Inst.  d.  Univ.  Helsingfors,  192 1,  n.s.  ii,  225. 

Homen's  study  of  the  different  reactions  of  the 
cerebral  meninges  to  pathogenic  bacteria  was 
based  partly  on  experiments  and  partly  on  post- 
mortem examination  of  the  anatomically  recognizable 
meningeal  changes  in  clinical  cases.  The  experi- 
ments were  carried  out  on  dogs  and  rabbits;  sub- 
dural injections  of  virulent  streptococci  or  staphy- 
lococci were  given,  the  dose  being 0.25  to  o. 95  c.cm. 
for  dogs  ando.oi  to  0.35  c.cm.  for  rabbits.  The 
changes  began  with  hyperemia  which  was  followed 
by  fibrino-purulent  inflammation  and  even  abscess 
formation.  Microscopically  the  exudative  stages 
were  more  prominent  than  the  proliferative. 

In  the  clinical  cases  in  which  the  existing  agent 
was  the  streptococcus,  pronounced  leucocytic  in- 
filtration was  found  even  when  the  condition  had 
been  present  for  only  a  few  days.  From  the  first 
and  second  weeks  the  lymphocytes  began  to  appear 
and  progressive  changes  could  be  observed.  Strep- 
tococci also  were  demonstrated  microscopically  in 
the  meninges.  Meningitis  due  to  the  pneumococcus 
is  characterized  by  its  fibrin  formation.  Pneumococ- 
ci,  a  small  quantity  of  fibrin,  and  infiltration  cells 
are  found  occasionally  also  in  patients  suffering  from 
pneumonia  without  clinically  recognizable  menin- 
gitis. On  the  other  hand,  meningitis  caused  by  the 
streptococcus  mucosus  is  similar  to  purulent 
streptococcic  meningeal  inflammation,  while  in 
section  and  colony  the  micro-organisms  may  simulate 
the  pneumococcus  of  Fraenkel. 

In  cases  of  meningococcus  meningitis  lymphoid 
cells  and  progressive  changes  in  fixed  cells  were  seen 
in  the  exudate  early  in  addition  to  the  leucocytes. 
Fibrin  was  demonstrable  in  small  amounts  or  not  at 
all.  In  meningeal  infection  due  to  bacteria  closely 
related  to  the  influenza  bacillus  a  tendency  of  the 


fixed  cells  to  proliferate  was  noted.  Unlike  all  these 
micro-organisms,  the  staphylococci  were  shown  to 
have  but  moderate  avidity  for  the  meninges. 

In  early  luetic  meningitis  the  infiltration  con- 
sisted only  of  lymphoid  cells,  plasma  cells,  and 
proliferating  fixed  cells.  In  typhoid  patients 
meningeal  changes  of  the  same  slight  degree  as 
those  noted  in  pneumonia  patients  were  determined 
without  clinically  demonstrable  meningitis. 

Symbiosis  of  aerobic  bacteria  in  the  meningeal 
region  results  in  a  widely  varying,  sometimes 
relatively  intense  combined  action.  Colon  bacilli 
play  no  local  role  worth  mentioning.  In  symbiosis 
with  an  anaerobic  streptococcus,  bacilli  similar  to  the 
influenza  bacillus  caused  a  meningitis  characterized 
by  extensive  alteration  of  the  cerebral  substance 
immediately  beneath;  but  this  was  not  true  of  the 
associated  anaerobes.  In  eclampsia  are  found 
meningeal  changes  similar  to  those  in  typhoid 
which  are  regarded  as  manifestations  of  toxaemia. 

On  the  basis  of  his  research,  the  author  states 
that  it  is  not  possible  histologically  to  draw  a  line  be- 
tween inflammatory  and  non-inflammatory  changes 
in  the  meninges.  The  marked  difference  in  the 
changes  which  one  and  the  same  bacterium  call  forth 
is  another  remarkable  point.  Homen  classifies  the 
bacteria  into  three  groups  according  to  their  affinity 
for  the  cerebral  meninges:  (i)  those  without  specific 
affinity,  such  as  the  typhoid  bacilli,  staphylococci, 
and  colon  bacilli;  (2)  those  that  may  remain  harm- 
less, but  under  certain  circumstances  are  able  to 
produce  severe  meningitis,  such  as  the  streptococcus 
pyogenes,  streptococcus  mucosus,  and  diplococcus 
pneumoniae;  and  (3)  those  which  have  a  pronounced 
affinity  for  the  brain  and  its  membranes,  such  as  the 
meningococci  and  the  bacteria  resembling  those 
causing  influenza.  Gruber  (Z). 

Bayley-De  Castro,  A.:    Iodine  Injections  for  Sep- 
tic Conditions.     Indian  M.  Gaz.,  192 1,  Ivi,  375. 

Since  November,  1920,  the  author  has  treated 
cases  of  the  extensive  phagadenic  ulcers  which  occur 
not  uncommonly  in  the  Andaman  Isles  during  the 
Monsoon  weather,  a  case  of  chronic  gonorrhoeal 
salpingitis,  and  an  ischiorectal  abscess  by  means  of 
intravenous  injections  of  iodine  and  simple  puncture. 
The  ulcers  were  much  more  rapidly  improved  when 
intravenous  injections  of  iodine  solution  were  used 
than  when  they  were  treated  locally  with  salol.  _ 

Starting  with  5  minims  of  tincture  of  iodine  in  i  ■ 
c.cm.  of  normal  salt  solution,  the  dose  is  gradually  ■ 
increased  to  20  minims  of  tincture  of  iodine  in  10 
c.cm.  of  normal  salt  solution.  In  ordinary  cases  the 
injections  are  given  every  other  day ;  in  severe  cases, 
every  day.  Porter  states  that  a  dose  equivalent  to  4 
gr.  of  iodine  may  be  given.  In  the  future  the  author 
expects  to  begin  with  20  minims  of  tincture  of 
iodine  and  increase  the  dose  to  80  minims  which 
would  be  equivalent  to  >^  to  2  gr.  of  iodine  re- 
sj)ectively. 

Within  thirty-six  to  forty-eight  hours  following 
iodine    treatment    an    unhealthy    looking    surface 
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freshens  up,  sloughs  are  cast  off,  profuse  discharges 
of  pus  cease,  healthy  granulations  appear,  pain 
ceases,  and  the  temperature  falls  to  normal.  A 
leucocytosis  of  15,000  to  20,000  or  more  is  produced. 
There  has  been  a  deleterious  reaction  in  only 
two  cases.  One  patient  developed  severe  pain  in  the 
right  knee  and  a  temperature  of  103  degrees  F.  six 
hours  after  treatment.  After  twenty-four  hours  the 
joint  was  swollen  and  contained  fluid  but  in  a  few 
days  this  condition  subsided.  In  ahother  case,  in 
which  there  was  probably  idiosyncrasy  for  iodine, 
flushing  of  the  face,  rapid  respiration,  restlessness, 
and  an  intense  burning  sensation  in  the  neck  de- 
veloped during  the  administration  of  the  single 
injection  that  was  given.      Walter  C.  Burket,  M.D. 

Wyeth,  G.  A. :  Surgical  Endothermy  in  Malig- 
nancy and  Precancerous  Conditions.  A'^.  York 
M.  J.,  192 1,  cxiv,  379. 

Endothermy  consists  in  the  production  of  heat  by 
the  resistance  of  body  tissue  to  high-frequency 
electric  currents.  The  currents  are  varied  in  their 
voltage  and  amperage  according  to  the  particular 
condition  treated.  High-frequency  currents  are 
those  which  reverse  their  direction  many  thousands 
of  times  per  second  and  therefore  do  not  heat  the 
conductors  through  which  they  pass  and  conse- 
quently do  not  raise  the  internal  temperature  of  the 
body. 

Surgical  endothermy  comprises  dessication  and 
coagulation.  Dessication  is  used  in  the  destruction 
of  malignancy  of  the  vocal  cords,  papillomata,  warts, 
moles,  naevi,  leucoplakia,  vernal  catarrh,  and  milder 
skin  epitheliomata.  This  is  produced  by  a  monopolar 
current  of  high  voltage  and  low  amperage.  Coagula- 
tion is  accomplished  by  a  bipolar  current  of  low- 
voltage  and  high  amp>erage  which  is  more  intense  in 
its  action.  This  is  applicable  to  lesions  of  the  lips, 
alveolus,  tongue,  floor  of  the  mouth,  palate,  and 
buccal  surfaces  and  to  widespread  skin  involvement. 

Endothermy  is  particularly  applicable  to  access- 
ible malignancy  and  precancerous  conditions.  The 
author  believes  that  it  not  only  alleviates  pain  but 
renders  operable  many  inoperable  cases  and  that,  in 
conjunction  with  radium  and  deep  X-ray  treatment, 
it  is  a  trustworthy  aid  in  the  treatment  of  malig- 
nancy. Loyal  E.  Davis,  M.D. 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Bolton,  C. :  Absorption  from  the  Peritoneal  Cavity. 

J.  Path.  Ss"  Bacterial.,  1921,  xxiv,  429. 

For  a  considerable  time  the  author  was  engaged 
in  a  study  of  the  pathology  of  ascites  produced  in 
cats  by  narrowing  the  inferior  vena  cava  in  the 
chest.  The  results  have  already  been  published. 
This  article  deals  only  with  the  mechanical  and 
physical  factors  concerned  in  the  process  of  absorp- 
tion and  the  paths  by  which  it  is  accomplished. 

Substances  are  absorbed  from  the  peritoneal 
cavity  by:   (i)   the  subperitoneal  capillary  blood 


vessels,  and  (2)  the  lymphatic  vessels.  In  regard  to 
the  subperitoneal  capillary  blood  vessels  it  was 
found  experimentally  that  salt  solution  colored  with 
a  diffusible  dye  was  directly  absorbed  into  the  blood 
from  the  peritoneal  cavity,  the  urine  being  colored 
within  five  minutes  and  the  lymph  in  about  half  an 
hour,  and  that  the  residue  of  the  peritoneal  fluid 
contained  protein.  It  was  therefore  concluded  that 
the  process  at  work  was  an  interchange  between  this 
fluid  and  the  blood,  each  taking  from  the  other  the 
constituent  which  it  did  not  possess.  Osmosis  and 
diffusion  will  thus  account  for  the  absorption  of 
saline  solutions  by  the  blood  up  to  the  point  at 
which  there  is  equalization  of  the  amounts  of  the 
various  salts  on  each  side  of  the  membrane.  The 
principle  of  direct  absorption  by  the  blood  vessels 
by  osmosis  and  diffusion  is  thus  established;  all  parts 
of  the  peritoneum  take  part  in  this  process. 

With  regard  to  the  lymphatic  vessels  it  is  well 
known  that  the  peritoneal  cavity  is  not,  strictly 
speaking,  a  lymph  space  as  it  has  been  shown  that 
an  increase  in  the  lymph  pressure  will  produce  a 
corresponding  increase  in  the  flow  of  lymph  from  the 
lymphatics  draining  it.  The  results  of  various  ob- 
servers who  have  studied  this  subject  are  by  no 
means  similar.  The  author's  own  experiments  dealt 
with  the  absorption  of  fluids  and  the  absorption  of 
particles.   His  conclusions  are  as  follows: 

1.  The  peritoneal  cavity  is  drained  principally  by 
the  diaphragmatic  lymphatics  into  the  mediastinal 
lymphatics  passing  through  the  sternal  and  anterior 
mediastinal  lymphatic  glands  to  the  right  lymphatic 
duct,  and  through  anastomoses  in  the  chest  to  the 
thoracic  duct. 

2.  It  is  drained  also  by  the  diaphragmatic  lymph- 
atics into  the  cisterna  chyli,  but  this  path  is  quite 
subsidiary. 

3.  It  is  probably  drained  also  to  a  small  extent 
and  very  slowly  into  the  cisterna  chyli  by  the  retro- 
peritoneal lymphatics. 

4.  Particles  easily  pass  between  the  endothelial 
cells  with  the  lymph,  the  limit  of  size  of  such  par- 
ticles being  approximately  that  of  the  red  blood  cor- 
puscles of  the  animal  used.  Probably  only  the  finest 
particles  pass  directly  into  the  cisterna  chyli  and 
then  very  slowly. 

5.  The  drainage  is  accomplished  by  a  purely 
mechanical  process,  the  force  being  supplied  by  the 
respiratory  movements. 

6.  Colloidal  dyes,  which  are  indiffusible  outside 
the  body,  pass  through  the  peritoneum  and  capillary' 
wall  by  diffusion  directly  into  the  blood,  but  more 
slowly  than  cr>'stalloids.  If  colloids  of  a  larger 
molecular  weight  are  able  to  pass  through,  they 
must  do  so  very  slowly  and  in  small  quantity,  but 
it  is  probable  that  molecules  of  the  complexity  of 
those  of  albumins  are  unable  to  do  so. 

7.  Poisonous  or  other  substances,  formed  by  bac- 
teria or  otherwise,  which  are  indiffusible  through 
an  artificial  membrane  may  be  directly  absorbed 
into  the  blood  from  the  peritoneum  provided  they 
are  not  of  great  molecular  complexity;  otherwise 
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they  will  be  slowly  absorbed  by  the  lymphatics  in 
accordance  with  their  position  in  the  peritoneum. 
George  E.  Beilby,  M.D. 

Wolf,  E.  P. :  Experimental  Studies  on  Inflamma- 
tion. I.  The  Influence  of  Chemicals  upon  the 
Chemotaxis  of  Leucocytes  in  Vitro.  J .  Expcr. 
M.,  1921,  xxxiv,  375. 

In  the  author's  work  Wright's  method  slightly 
modified  was  employed.  Equal  volumes  of  blood 
were  disposal  over  equal  areas  of  surface  which 
came  into  contact  with  equal  concentrations  of  the 
desired  reagent.  This  new  method  has  been  found 
very  satisfactory  for  the  determination  of  chemo- 
taxis in  vitro.  It  is  definitely  quantitative  and  all 
steps  may  be  controlled  so  that  factors  of  error  may 
be  practically  eliminated.  It  permits  the  study  of 
the  chemotactic  pKJwers  of  substances  heretofore 
never  investigated.  Among  these  are  cantharidin, 
histamine,  mustard  gas,  parazol,  and  tyramine.  The 
results  obtained  by  this  procedure  with  substances 
frequently  studied  agree  in  practically  all  particulars 
with  those  obtained  by  other  workers  with  different 
methods.  It  may  be  employed  also  to  determine  the 
action  of  unknown  drugs  in  producing  the  migration 
of  leucocytes  at  the  site  of  injection. 

The  blood  of  different  species  of  animals  may 
react  differently  toward  different  drugs;  thus, 
rabbit  blood  shows  much  less  positive  chemotaxis 
for  cantharidin  than  human  or  dog  blood.  On  the 
other  hand,  it  was  much  more  positively  chemotactic 
for  papayotin  than  human  or  dog  blood.  With 
histamine,  human  and  dog  blood  showed  more  cells 
migrating  into  the  agar  than  rabbit  blood.  The 
reason  for  this  difference  in  different  animals  is  not 
apparent. 

The  conclusions  drawn  from  the  author's  experi- 
ments are  as  follows: 

1.  Wright's  method  for  the  study  of  chemotaxis 
of  leucocytes  in  vitro,  slightly  modified,  is  most 
satisfactory  in  the  estimation  of  the  degree  of 
chemotaxis  of  various  substances. 

2.  The  calcium  ion  is  the  only  inorganic  ion  posi- 
tively chemotactic  under  the  conditions  of  these 
experiments.  It  is  markedly  chemotactic  in  all 
concentrations  and  in  all  combinations  except  the 
citrate.  Here  the  negative  chemotaxis  of  the  citrate 
ion  neutralizes  the  positive  chemotaxis  of  the 
calcium  ion.  and  neutrality  of  chemotactic  effect 
results. 

3.  The  sodium  and  magnesium  ions  themselves 
are  neutral.  Magnesium  and  sodium  salts  are 
dependent  upon  the  negative  ion  with  which  the 
magnesium  or  sodium  is  combined  for  such  positive 
or  negative  chemotaxis  as  is  exhibited. 

4.  AH  potassium  salts  are  negatively  chemo- 
tactic. 

5.  Many  substances  act  synergistically  as  regards 
chemotaxis;  that  is,  when  strontium  and  magnesium 
salts  are  mixed  there  is  a  marked  increase  in  chemo- 
taxis. Sodium  phosphate  acts  synergistically  with 
calcium  chloride. 


6.  When  Wright's  method  is  used  the  mercury 
salts  fix  the  leucocytes  so  that  their  influence  on 
chemotaxis  cannot  be  determined. 

7.  Morphine  and  morphine  salts  are  positively 
chemotactic;  this  is  contrary  to  the  results  obtained 
by  others  with  different  methods. 

8.  Substances  which  produce  a  very  acute  in- 
flammation, such  as  cantharidin,  histamine,  and 
tur|)entine,  are  found  by  Wright's  method  to  be 
positively  chemotactic,  but  substances  which  pro- 
duce a  marked  necrotizing  effect,  such  as  mustard 
gas,  are  found  to  be  negatively  chemotactic  or 
neutral,  though  physiologically  they  would  appear 
to  be  positively  chemotactic. 

9.  All  amino  acids  and  amines  are  positively 
chemotactic  to  a  certain  extent,  with  the  possible 
exception  of  tyramine  which  causes  a  p>eculiar 
clumping  of  the  cells  so  that  it  is  impossible  to 
count  the  number  adherent. 

10.  The  time  that  the  blood  of  animals  is  exam- 
ined after  they  have  eaten  makes  a  marked  difference 
in  the  number  of  cells  adhering,  for  within  thirty 
minutes  after  food  is  taken  very  many  more  cells 
will  adhere  to  the  agar  than  at  a  later  time. 

1 1 .  The  blood  of  different  species  of  animals 
reacts  differently  toward  different  reagents.  The 
chemical  composition  of  these  agents  seems  to  have 
nothing  to  do  with  this  difference. 

12.  By  frozen  serial  sections  it  has  been  found 
that  the  depth  of  penetration  of  the  leucocytes  into 
the  agar  is  proportional  to  the  positive  chemotaxis 
produced  by  the  substance  combined  with  the  agar, 
as  demonstrated  by  the  number  of  leucocytes 
adherent  to  the  walls  of  the  test  chambers. 

George  E.  Beilby,  M.D. 

Carrel,  A.,  and  Du  Nouey,  P.  L.:  Cicatrization  of 
Wounds.  XI.  Latent  Period.  J.Expcr.  M.,ig2i. 
xxxiv,  339. 

The  latent  or  quiescent  period  of  cicatrization 
extends  from  the  time  of  traumatism  to  the  begin- 
ning of  contraction.  During  this  stage  of  apparent 
inactivity  the  mechanism  which  will  bring  about 
the  reintegration  of  the  tissues  is  progressively  set 
in  motion.  A  study  of  this  period  may  lead  to  a 
better  understanding  of  the  secondary  causes 
directly  or  indirectly  derived  from  the  injury  which 
act  as  primar>'  causes  and  are  instrumental  in  start- 
ing regeneration.  The  purpose  of  the  investigation 
reported  in  this  article  was  to  determine  the  dura- 
tion of  the  latent  period  and  to  study  its  transition 
to  the  period  of  contraction  and  the  characteristics  of 
the  curve  expressing  it. 

The  experiments  were  made  with  wounds  of 
geometrical  shape  in  the  dorsal  region  of  dogs.  The 
animals  were  of  medium  size,  short  haired,  and  of 
quiet  temper.  Twenty-four  hours  previous  to  the 
operation  their  hair  was  clipped  and  they  were 
given  a  warm  bath.  Later  on  the  same  day  the  skin 
of  the  dorsal  region  was  washed  a  second  time  with 
soap  and  water.  After  the  animal  had  been  ether- 
ized, the  skin  was  shaved,  carefully  washed  with 
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soap  and  warm  water,  and  covered  for  ten  minutes 
with  compresses  soaked  in  75  per  cent  alcohol.  The 
animal  was  then  placed  on  the  operating  table  and 
the  skin  painted  with  a  10  per  cent  tincture  of 
iodine.  This  was  allowed  to  dry  for  ten  minutes. 
The  wounds  were  made  by  resecting  a  rectangular 
flap  of  skin.  Haemostasis  was  obtained  bj'^  com- 
pression with  gauze  pads  or  temporary  clamping 
of  the  small  vessels.  The  skin  of  the  dog  is  mobile 
and  therefore  the  size  of  a  wound  becomes  modified 
by  slight  changes  in  the  animal's  position.  As  the 
authors'  purpose  was  to  study  only  the  latent  period 
under  ordinary  conditions,  the  dressing  consisted 
merely  of  talcum  powder,  paraffin,  or  plain  gauze. 
As  a  rule  the  gauze  carried  infection  to  the  wound 
from  the  surrounding  skin. 

It  was  found  that  the  duration  of  the  latent 
period  varied  from  five  to  seven  days  and  was 
modified  by  many  causes,  such  as  mechanical 
irritation  of  the  tissues,  infection,  and  diet.  During 
the  first  stage  of  healing  the  a,rea  generally  remained 
constant.  When  the  edges  of  the  wound  were  not 
fixed  to  its  base  by  granulating  tissue  a  slight  change 
in  the  tension  of  the  surrounding  skin  modified  the 
area  considerably.  The  end  of  the  latent  period  was 
generally  indicated  by  the  appearance  of  granula- 
tion tissue  and  also  by  an  abrupt  beginning  of  the 
contraction  period.  The  contraction  period  usually 
acquired  its  maximum  velocity  immediately  but  in 
two  of  the  experiments  there  was  a  transition 
period  which  lasted  possibly  for  twenty-four  hours, 
during  which  time  the  contraction  started  very 
slowly. 

The  formula  of  DuNouy  was  found  to  apply  accu- 
rately to  the  beginning  of  the  period  of  contraction. 
There  was  perfect  coincidence  between  the  calcu- 
lated and  the  observed  surfaces  in  one  experiment, 
even  during  the  first  hours  of  contraction. 

George  E.  Beilby,  M.D. 

Leriche,  R.,  and  Haour,  J.:  The  Effect  of  Peri-Ar- 
terial Sympathectomy  on  the  Repair  of  Tis- 
sues and  Cicatrization  of  Wounds  (Du  mode 
d'action  de  la  sympathectomie  periart6rielle  sur  la 
reparation  des  tissus  et  la  cicatrisation  des  plaies). 
Presse  mid.,  Par.,  192 1,  xxix,  856. 

It  is  undeniable  that  peri-arterial  sympathectomy 
has  a  remarkable  eflfect  on  the  cicatrization  of 
wounds.  Experiments  performed  by  the  author 
indicate  that  this  effect  is  due  entirely  to  peripheral 
vasodilatation  which  after  some  hours  is  produced 
distal  to  the  sympathectomized  artery.  The  vaso- 
dilation is  accompanied  by  an  increase  in  the  pe- 
ripheral pressure  and  the  local  temperature.  The 
circulatory  hyperactivity  seems  to  influence  the 
repair  of  the  tissues  because,  from  its  initiation,  ul- 
cerations assume  a  healthy  color. 

In  the  experimental  work  reported,  which  was 
performed  on  rabbits,  similar  wounds  were  made  in 
each  ear  following  the  removal  of  the  upper  cervical 
ganglion  of  the  sympathetic  nerve  on  one  side.  The 
results  showed  that  cicatrization  proceeded  more 


rapidly  in  the  wound  of  the  ear  deprived   of  its 
sympathetic  innervation  than  in  the  control  wound. 

W.  A.  Brennan. 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Wilsey,  R.  B. :  The  Effects  of  Scattered  X-Rays  in 
Radiography.  Am.  J.  Roentgenol.,  1921,  n.s.viii, 
589- 

It  was  the  purpose  of  the  author's  exp>eriments  to 
measure  the  effects  of  scattered  radiation  under 
typical  conditions  and  to  compare  the  effects  of 
reducing  scattered  radiation  with  the  results  ob- 
tained by  other  methods  of  improving  the  quality 
of  radiographs  of  deep  parts,  such  as  the  use  of 
intensifying  screens  and  reduction  of  the  spark  gap. 
The  results  were  judged  by  the  contrast  and 
definition  obtained. 

To  determine  the  effect  of  "undercutting"  of 
scattered  radiation  comparative  exp>osures  were 
made  of  an  object  embedded  in  scattering  material, 
with  variation  of  the  distance  between  it  and  the 
photographic  film.  It  was  found  that  the  loss  of 
contrast  is  quite  marked  as  the  object  is  moved 
away  from  the  film,  most  of  the  decrease  occurring 
within  a  distance  of  2  in. 

The  effects  upon  contrast  of  various  typ)es  of 
technique  were  investigated  in  a  somewhat  similar 
manner.  It  was  found  that  contrast  was  markedly 
improved  by  the  use  of  circular  diaphragms,  this 
improvement  increasing  with  a  decrease  in  the  size 
of  the  cylinder.  The  use  of  double  intensifying 
screens  also  increased  the  contrast  as  compared 
with  the  duplitized  films  without  screens.  Reduc- 
tion of  the  spark  gap  had  a  similar  effect.  The  use  of 
filters  between  the  scattering  material  and  the  film 
had  no  appreciable  beneficial  action. 

Scattered  radiation  reduces  the  contrast  in  all 
parts  of  the  radiograph;  its  greatest  effect  is  upon 
p)ortions  of  the  subject  at  some  distance  from  the 
film.  The  p)ortions  near  the  film,  therefore,  show  up 
most  clearly  and  those  away  from  it  show  less  clearly 
or  not  at  all.  The  reduction  of  scattered  radiation 
improves  most  the  contrast  in  the  portions  of  the 
subject  away  from  the  film,  so  that  all  portions 
show  up  in  the  radiograph  more  clearly  according 
to  their  true  absorption  of  the  roentgen  rays. 
Greater  contrast  could  be  secured  by  reduction  of 
the  scattered  radiation  than  by  the  use  of  intensify- 
ing screens  or  reduction  of  the  spark  gap.  This 
advantage  was  greatest  for  portions  of  the  subject 
at  a  distance  from  the  film. 

For  the  experiments  in  definition  wire  gauzes  with 
different-sized  meshes  were  roentgenographed  at 
various  distances  from  the  film  with  varv'ing 
amounts  of  scattering  material  and  with  and  with- 
out intensifying  screens.  The  use  of  scattering 
material  greatly  reduced  the  definition,  as  did  also 
"undercutting"  of  the  scattering  radiation.  Re- 
ducing the  intensity  of  the  scattered  rays  by  means 
of  diaphragms  produced  a  marked  improvement  in 
the  definition.  Tests  of  the  definition  of  intensifying 
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screens  made  without  scattering  material  showed 
that  their  definition  was  much  poorer  than  that  of 
plain  duplitized  film.  With  scattering  material  this 
difference  in  favor  of  the  plain  duplitized  film  be- 
came less  as  the  thickness  of  the  scattering  media 
increased. 

From  this  series  of  experiments  it  is  apparent  that 
there  is  no  adequate  substitute  for  an  actual  reduc- 
tion in  the  intensity  of  the  scattered  radiation. 
Other  methods  of  increasing  the  contrast  do  not 
have  the  same  effect  as  the  removal  of  scattered 
rays  and  do  not  give  as  much  improvement  in 
contrast  or  definition  as  can  be  obtained  by  a  suffi- 
cient reduction  of  the  scattered  radiation.  Most 
important  of  all,  the  removal  of  scattered  radiation 
can  give  much  better  results  than  any  other  technique 
in  the  detection  of  faint  differences  in  absorption. 
The  only  method  of  reducing  scattered  radiation  to 
any  considerable  extent  is  the  use  of  diaphragms. 
These  may  restrict  the  scattering  by  limiting  the 
volume  of  material  rayed  or  may  be  arranged,  as  in 
the  case  of  the  Bucky  diaphragm,  to  prevent  the 
scattered  radiation  from  reaching  the  film. 

In  conclusion  it  is  pointed  out  that  the  increased 
exposure  required  when  scattered  radiation  is  re- 
duced constitutes  an  additional  source  of  danger. 
Greater  care  must  be  exercised  to  avoid  a  roentgen 
burn.  The  Potter-Bucky  diaphragms  now  in  use 
require  about  three  or  four  times  the  normal  exposure, 
which  means  that  one-third  or  one-quarter  as  many 
radiographs  can  be  taken  safely  as  by  the  ordinary 
technique  without  the  diaphragm.  To  reduce  the 
danger  it  is  practically  essential  in  most  cases  to  use 
intensifying  screens  with  the  Bucky  diaphragm. 
Adoi.ph  Harti'no,  M.D. 

Carman,  R.   D. :    The  Roentgenologic  Aspect  of 
Pulmonary  Metastasis.    J .  Radiol.,  1921,  ii,  t. 

Pulmonary  metastatic  malignancy  may  occur 
regardless  of  the  seat  of  the  primary  focus.  It  has 
no  relationship  to  the  extent  or  duration  of  the 
primary  disease,  and  can  be  discovered  in  many 
instances  only  by  roentgen-ray  e.xamination.  The 
character  of  the  primary  growth  cannot  be  predict- 
ed from  the  roentgenogram.  V'irchow  stated  that 
metastasis  seldom  occurs  in  organs  in  which  tumors 
are  commonly  primary,  and  primary  growths  are 
rare  in  situations  where  secondary  growths  are 
common.  This  is  true  particularly  with  regard  to 
the  liver  and  lungs. 

In  the  iq6  cases  of  metastatic  carcinoma  studied 
at  the  Mayo  Clinic  from  iqi6  to  IQ21  there  were 
150  cases  of  mediastinal  and  hilus  involvement  and 
twelve  of  pleural  involvement.  Thirty-four  of  the 
metastases  were  of  the  nodular  type,  and  ten  of  the 
miliary  type. 

The  location  of  the  primary  lesion  with  pulmonary 
metastasis  in  194  instances  was:  breast,  37;  kidney, 
18;  thyroid,  17;  lower  extremities,  17;  upper 
extremities,  12;  testicle,  10;  abdomen,  g;  stomach, 
7;  colon,  7;  not  found.  7;  neck,  6,;  mediastinum, 
5;   biliary  tract,  4;   rectum,  4;   pelvis,  4;   oesopha- 


gus, 3;  chest  wall,  3;  and  foot,  bladder,  prostate, 
larynx,  anal  region,  back,  and  lung,  2  each;  and 
lip,  tongue,  eye,  parotid,  brain,  jaw,  ovary,  uterus, 
vulva,  and  buttock,  i  each.  The  character  of  the 
primary  tumor  was:  carcinoma.  114;  sarcoma,  44; 
hyf)ernephroma,  15;  not  stated,  10;  lymphosar- 
coma, 5;  teratoma,  3;  epithelioma,  3;  glioma,  i; 
and  endothelioma,  i. 

The  clinical  manifestations  of  pulmonary  metas- 
tasis are  very  indefinite.  In  60  per  cent  respiratory 
symptoms  were  either  absent,  insufficient  to  justify 
mention,  or  trivial.  .\s  a  rule  the  symptoms  are  not 
in  proportion  to  the  degree  of  involvement.  The 
most  frequent  symptom  was  a  dry,  unproductive 
cough.  None  of  the  patients  gave  a  history  of  night 
sweats.  Physical  signs  were  comparatively  rare 
unless  pleural  effusion  was  present.  The  patients' 
general  appearance  was  good  except  for  anxmic 
pallor.  Loss  of  weight  was  not  a  constant  feature 
unless  the  nutritive  functions  were  affected. 

Most  textbooks  on  pathology  describe  metastatic 
growths  only  as  nodular.  Roentgenologic  experience, 
however,  has  demonstrated  three  types:  nodular, 
miliary,  and  infiltrative. 

The  nodular  type  of  metastasis,  characterized  by 
round,  dense,  homogeneous  areas  varying  from  0.5 
to  7  cm.  in  diameter,  is  the  most  common. 

The  miliary  typ)e  consists  of  a  shower  of  innu- 
merable, round  or  irregular,  small,  discrete  areas  of 
increased  density.  The  lesions  often  are  uniformly 
distributed  in  both  lungs  and  vary  in  size  from 
4  mm.  to  I  cm. 

The  infiltrative  type  consists  of  an  infiltration 
extending  from  the  hilus  along  the  bronchial  mark- 
ings. There  was  no  case  of  this  type  in  the  series 
reviewed.  Careful  differentiation  from  primary 
carcinoma  of  the  bronchus  or  mediastinum,  Hodg- 
kin's  disease,  and  syphilis  is  necessary. 

Lesions  which  simulate  the  nodular  type  of 
metastasis  are  cysts,  abscesses,  interlobar  effusions, 
Hodgkin's  disease,  and  syphilis. 

In  acute  miliary  tuberculosis  the  lesions  are  more 
numerous,  smaller,  and  less  dense  than  in  miliary 
metastasis.  Tubercles  grow  by  forming  conglome- 
rate masses  and  are  therefore  irregular  in  outline 
and  tend  to  form  cavities.  In  metastasis  the  growth 
proceeds  by  uniform  peripheral  extension;  in 
tuberculosis  the  bases  of  the  lungs  are  relatively 
clear. 

The  differential  diagnosis  of  metastasis  from 
pneumonoconiosis  is  seldom  difficult.  Pancoast, 
Miller,  and  Landis  have  noted  three  stages  in  the 
development  of  pneumonoconiosis:  (i)  an  increase 
of  the  hilar  and  trunk  shadows  and  prominence  of 
the  linear  markings;  (2)  mottling  throughout  the 
lung  structure  involving  especially  the  middle  por- 
tion opposite  the  hilus;  and  (3)  a  diffuse,  dense 
fibrosis  resembling  consolidation. 

.\typical  cases  of  pneumonoconiosis,  miliary 
tuberculosis,  and  miliary  metastasis  may  be  easily 
confused.  The  roentgenologist  should  be  informed 
as  to  the  patient's  age,  sex,  and  occupation  as  well 
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as  the  presence  or  absence  of  the  primary  focus  so 
that  he  may  correlate  the  roentgenological  and 
clinical  findings.  Merle  R.  Hoon,  M.D. 

Sherren,  J. :  The  Value  of  Pathological  and  X-Ray 
Examinations  in  Abdominal  Surgery.  Lancet, 
1921,   cci,   689. 

The  status  of  a  hospital  is  dependent  on  its  sp)ecial 
departments,  especially  the  pathologic  and  X-raj'^ 
laboratories.  In  the  diagnosis  of  diseases  of  the 
abdomen  the  history  stands  first  in  importance.  In 
other  conditions,  such  as  fractures,  the  X-ray  takes 
preeminence.  All  laboratory  facilities  should  be  at 
hand. 

In  acute  abdominal  conditions  the  decision  as  to 
treatment  must  be  made  on  the  basis  of  the  history, 
physical  examination,  and  urinalysis,  without 
delaying  for  long  investigations  which  would  permit 
the  damage  to  the  intestine  to  increase.  In  a  case  of 
postoperative  appendicitis  with  a  low  temperature 
a  high  leucocyte  count  points  to  a  residual  abscess. 
When  there  is  dullness  at  the  right  base  and  no  dis- 
placement of  the  heart,  the  X-ray  locates  the  fluid 
above  or  below  the  diaphragm,  thus  guiding  opera- 
tive  interference. 

The  X-ray  is  necessary  to  rule  out  renal  stone  in 
cases  of  so-called  appendicitis  with  iliac  pain  on  the 
right  side.  Perforating  duodenal  ulcer,  and  in 
women,  tubal  pregnancy  or  inflammation  must  be 
ruled  out,  although  the'  latter  does  not  usually 
require  an  emergency  operation. 

Special  investigations  are  necessary  to  give  con- 
firmatory evidence  in  cases  which  can  be  diagnosed 
from  the  clinical  evidence,  but  are  especially  neces- 
sary when  the  symptoms  are  confusing.  In  two  cases 
of  supposedly  renal  pain  the  X-ray  showed  an  hour- 
glass stomach  with  a  posterior  ulcer  eroding  the 
pancreas  in  one  and  malignancy  of  the  splenic 
flexure  of  the  colon  in  the  other.  Diseases  of  the 
stomach,  gall-bladder,  and  appendix  may  all  cause 
pain  in  the  left  iliac  fossa  and  must  be  differentiated 
from  ureteral  calculus.  The  X-ray  cannot  be  relied 
upon  to  prove  the  presence  or  absence  of  gaU-stones. 
The  pain  never  begins  in  the  gall-bladder  region  but 
is  epigastric  and  occasionally  on  the  left  side. 

The  X-ray  diagnosis  of  visceroptosis  is  of  doubtful 
value  because  this  condition  is  rarely  helped 
surgically. 

Routine  examination  of  a  patient  with  gastric 
symptoms  takes  note  of  the  rate  of  passage  of  the 
food,  especially  through  the  stomach,  as  stasis 
indicates  cancer  or  chronic  scarred  ulcer  ni-ir  the 
pylorus.  The  peristalsis  and  tone  and  the  i)i  jscnce 
or  absence  of  filling  defects  or  an  hour-glass  >;  omiirh 
are  noted.  In  the  hour-glass  stomach  the  two  ..ouches 
do  not  fill  simultaneously.  The  spasmodic  typ>e 
does  not  usually  indicate  ulcer. 

The  use  of  the  barium  enema  offers  the  best  aid  in 
the  X-ray  examination  of  the  colon.  In  angulations, 
enlargements,  changes  caused  by  diverticulitis,  and 
especially  in  carcinoma,  it  is  of  great  importance. 
The  sigmoidoscope  should  be  used   if  there  is  a 


possibility  of  carcinoma  of  the  lower  bowel.  The 
history  of  pain  or  diarrhoea  is  often  disregarded  and 
carcinoma  of  the  bowel  is  overlooked.  If  surgical 
treatment  is  instituted  early,  the  prognosis  is  good. 
There  may  be  colicky  pain,  either  general  or  in  the 
right  iliac  fossa,  which  simulates  both  that  of 
carcinoma  of  the  lower  bowel  and  that  of  appendi- 
citis. A  more  common  error  is  made  in  the  differ- 
ential diagnosis  of  carcinoma  of  the  caecum  and  a 
mass  due  to  disease  of  the  appendix.  Both  may 
cause  midline  colicky  pain.  In  the  first  condition 
the  X-ray  shows  an  irregular  filling  defect  and  in 
the  second  a  narrowing  of  the  caecum  from  external 
pressure.  Not  infrequently  carcinoma  of  the  sig- 
moid is  confused  with  carcinoma  of  the  gall-bladder. 
Pain  on  the  left  side  is  more  common  in  chole- 
cystitis. The  cause  of  diarrhoea  should  be  investi- 
gated by  stool  examinations  and  the  X-ray. 

The  fractional  test  meal  has  no  particular  advan- 
tage over  the  one-hour  meal.  It  is  used  chiefly  in 
chronic  duodenal  ulcer  and  certain  cases  of  car- 
cinoma, and  to  determine  the  prognosis  after 
gastric  operations. 

Examination  of  the  central  nervous  system  and, 
at  times,  a  Wassermann  test  are  necessary  to  exclude 
tabetic  crises  in  certain  abdominal  cases.  A  gumma 
has  been  mistaken  for  carcinoma  of  the  gall-bladder 
or  stomach  even  when  the  X-ray  seemed  to  indicate 
the  latter. 

In  cases  of  chronic  gastric  ulcer  the  test  meal  is 
of  no  value.  In  an  hour-glass  stomach  the  acidity 
may  be  low  and  the  condition  diagnosed  as  car- 
cinoma. The  diagnosis  is  more  difficult  in  women 
than  in  men.  Gastric  ulcers  may  not  be  demon- 
strated by  the  X-ray  and,  on  the  other  hand,  gastric 
symptoms  may  be  reflex,  being  due  to  operable 
conditions  elsewhere  in  the  abdomen  which  are  not 
demonstrable  by  the  X-ray. 

In  over  50  per  cent  of  the  cases  carcinoma  of  the 
stomach  arises  from  chronic  gastric  ulcer  and  is 
hence  preventable.  The  number  of  operable  cases 
without  a  gastric  history  is  very  low.  Patients  often 
seek  advice  early  but  the  symptoms  do  not  seem  to 
warrant  operative  interference.  Every  case  of 
gastric  disturbance  in  an  adult  shovdd  be  regarded 
with  suspicion.  Loss  of  free  hydrochloric  acid  and 
low  total  acidity  should  justify  operation;  if  we  wait 
for  absolute  certainty,  operation  is  useless. 

X-ray  examination  often  fails  to  show  early 
carcinoma,  occasionally  even  in  inoperable  cases. 
In  cases  of  carcinoma  developing  on  chronic  ulcer  it 
may  sometimes  be  jx)ssible  to  make  the  diagnosis 
only  by  means  of  the  microscope. 

C.  jA\rESON,  M.D. 

Georgescu,    A.:     Radiology    of    the    Duodenum 

(Radiologie  des  Duodenums).    Spitalul,  1921,    xli, 
175- 

The  physiological  form  of  the  duodenum  appears 
in  the  X-ray  picture  as  follows: 

I.  The  bulb  or  ampulla  of  the  duodenum  is  seen 
in  the  form  of  an  ellipse,  a  rhombus,  a  triangiilar  or 
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round  spot  like  a  helmet  over  the  pylorus  with  which 
it  is  connected  by  a  narrow  and  scarcely  visible 
canal.  It  becomes  filled  a  short  time  after  the  ingest- 
ion of  a  contrast  meal,  and  during  the  entire  empty- 
ing time  of  the  stomach  retains  a  certain  jwrtion  of 
contents. 

2.  The  upper  portion  forms  an  angle  open  at  the 
bottom,  at  the  apex  of  which  there  is  occasionally 
an  air  vesicle. 

3.  The  descending  portion. 

4.  The  lower  portion  which  often  runs  diagonally 
upward  to  the  duodeno-jejunal  flexure. 

If  the  pylorus  is  drawn  far  toward  the  right  the 
descending  portion  forms  a  horseshoe  open  toward 
the  left.  In  a  greatly  dilated  duodenum,  as  in  cases 
of  stenosis,  the  Kerkring  folds  are  visible.  Duodenal 
diverticula  are  congenital  and  usually  located  in  the 
descending  portion.  They  have  a  wide  opening  into 
the  duodenum.  The  test  meal  remains  within  them 
as  long  as  twenty-four  hours  but  can  be  forced  out 
by  palpation. 

The  duodenal  ulcer  develops  exclusively  in  the 
bulb.  The  duodenal  ulcer  has  both  direct  and  indi- 
rect roentgenological  signs.  The  direct  are:  (i)  the 
ulcer  niche  (Haudek);  (2)  the  filling  defect;  (3) 
clover-leaf  form  (Holzknecht)  with  more  or  less 
dentated  edges;  (4)  dentated  bulbus  (Bier);  (5) 
bulbus  bilocularis  (hour-glass  form);  (6)  asymetry 
of  the  bulbus  with  regard  to  its  axis;  (7)  marked 
filling  with  active  peristalsis;  (8)  persisting  bulbus 
spot  (Barkley);  (q)  phthisis  bulbi  (Freud)  with 
scarcely  visible  filling;  (10)  transient  filling,  the 
bulbus  emptying  itself  immediately  after  it  becomes 
full  (Eisler). 

The  indirect  signs  are:  (i)  hyperperistalsis;  (2) 
hypertonicity;  (3)  increased  secretion;  (4)  increased 
motility  with  pyloric  insufficiency;  (5)  in  long-stand- 
ing ulcers,  dilatation  of  the  stomach. 

The  diagnosis  of  ulcer  of  the  duodenum  can  never 
be  determined  by  X-ray  examination  alone  but  only 
when  the  X-ray  picture  is  considered  with  the  clinical 
findings.  In  the  differential  diagnosis  consideration 
must  be  taken  of  pyloric  ulcer,  chronic  cholecystitis 
and  pericholecystitis,  chronic  apjjendicitis,  kidney 
and  gall-stones,  pancreatitis,  neurasthenia  with 
hyperchlorhydria,  hysteria,  tabes,  lead  poisoning, 
and  nicotine  abuse,  in  all  of  which  the  form  and 
function  of  the  stomach  and  duodenum  may  be 
similar.  SxAra.  (Z). 

Schreiner,  B.  F.,  and    Kress,   L.  C:    A  Study  of 
Eighteen  Cases  of  Epithelioma  of  the  Penis. 

/.  Radiol.,  1921,  ii,  31. 

The  authors  give  a  brief  review  of  the  history  of 
epithelioma  of  the  penis  and  discuss  its  incidence, 
etiological  factors,  pathologic  findings,  and  clinical 
course. 

Twelve  of  their  eighteen  cases  were  treated  by 
surgery,  radium  or  roentgen  therapy,  or  combina- 
tions of  these  methods,  with  variable  effect.  Six 
were  treated  with  the  roentgen  ray  alone.  From  the 
results  it  would  seem  that  when  the  disease  is  local 


a  cure  can  be  effected  with  the  unfiltered  roentgen 
ray  but  it  is  necessary  to  bear  in  mind  not  only  the 
local  lesion,  but  also  the  areas  into  which  the  lymph 
channels  drain.  The  ideal  therapy  appears  to  be 
filtered  roentgen-ray  treatment  of  both  groins,  and 
unfiltered  roentgen-ray  treatment  of  the  local  lesion 
with  from  two  to  three  times  the  erythema  dose. 
When  there  is  definite  lymphatic  involvement  in  the 
groins,  the  use  of  large  radium  packs  supplemented 
by  operation,  the  implantation  of  emanation,  or 
operation  and  unfiltered  roentgen-ray  treatment  of 
the  open  wound  is  indicated.  As  a  rule  the  roentgen- 
ray  treatment  of  these  cases  consisted  of  10  milli- 
amperes,  90,000  volts,  and  no  filter  at  a  distance  of 
20  cm.  The  time  varied  from  five  to  six  minutes, 
approximately  two  to  three  times  the  erythema 
dose. 

The  following  conclusions  are  arrived  at: 

1.  Cancer  of  the  penis  can  be  healed  with  the 
unfiltered  roentgen  ray. 

2.  Roentgen-ray  treatment  of  the  lesion  followed 
by  radical  operation  has  resulted  in  healing  in  three 
cases,  and  the  patients  remained  well  for  two,  three, 
and  four  years. 

3.  When  definite  metastases  are  shown  in  the 
lymph-bearing  tissue  treatment  has  been  only  pal- 
liative or  ineffective. 

4.  The  implantation  of  small  doses  of  emanation, 
supplemented  by  the  use  of  large  packs  will  prove 
of  value  in  cases  in  which  metastases  have  already 
developed  in  the  lymph  nodes. 

Adolph  Hartung,  M.D. 

Leitch,  A. :  The  Immediate  Effects  of  the  X-Rays 
on  the  Blood  Lymphocytes.  Arch.  Radiol. 
Sf  Electrotherapy,  192 1,  xxvi,  122. 

This  paper  is  offered  as  a  reply  to  that  of  Russ 
(Lancet,  April  26,  1919,  p.  693).  Experiments  are 
reported  to  show  that  a  short  exposure  to  X-rays 
produced  in  rats  a  great  reduction  of  the  lympho- 
cytes circulating  in  the  blood.  This  reduction  reach- 
ed its  highest  p>oint  in  an  hour  or  so  but  in  twenty- 
four  to  forty-eight  hours  the  normal  level  was  re- 
gained. Other  varieties  of  the  white  blood  corpuscles 
may  be  affected  but  this  was  inconstant;  the  diminu- 
tion of  lymphocytes  was  the  invariable  and  specific 
resfKjnse  to  radiation. 

The  fate  of  the  destroyed  corpuscles  could  not  be 
ascertained.  Russ  suggested  that  there  are  two 
kinds  of  lymphocytes,  indistinguishable  by  micro- 
scopic methods,  one  of  which  is  vulnerable  to  the 
X-rays  and  the  other  is  not.  As  only  the  latter 
would  remain  after  irradiation,  subsequent  ex- 
posures could  not  be  expected  to  produce  further 
diminution  until  another  supply  of  vulnerable 
lymphocytes  became  available. 

Leitch  gives  his  technique  in  detail.  He  concludes 
that  the  diminution  of  lymphocytes  which  usually 
occurs  when  rats  are  exposed  to  the  X-rays  for  a 
short  time  is  not  produced  by  the  influence  of  the 
radiations  but  is  a  fright  reaction  due  to  the  mani- 
pulation necessary  for  the  X-ray  exposure  and  the 
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taking  of  the  blood  specimen.  In  some  cases  normal 
variation  may  explain  the  findings.  Therefore  we 
may  dismiss  from  our  minds  the  fear  that  small 
single  doses  of  X-rays  may  have  a  harmful  effect 
upon  the  blood  corpuscles.  No  opinion  is  expressed 
regarding  the  effect  of  large  or  repeated  exposures. 

David  R.  Bowen,  M.D. 

Skinner,  E.  H. :   Some  Phases  of  Intensive  Radia- 
tion Therapy.    /.  Radiol.,  192 1,  ii,  26. 

Among  the  conditions  which  lend  themselves  to 
uniformly  successful  results  with  radiotherapy  are: 
(i)  enlargement  of  the  thymus  in  infants  and  young 
children;  (2)  tinea  sycosis;  (3)  epitheliomata  of 
the  face,  from  the  eyebrow  to  the  upper  lip;  (4) 
keratosis  senilis;  and  (5)  tinea  favus.  Any  of  the 
commonly  accepted  techniques  will  produce  satisfac- 
tory results  in  the  treatment  of  these  lesions.  For 
eczema,  psoriasis,  er\-themata,  carbuncles,  keloids 
and  other  conditions,  radiotherapy  is  only  one  of 
many  methods  which  are  available  but  should  be 
used  only  in  properly  selected  cases  and  with  a  most 
careful  technique. 

Regarding  deep  therapy  problems,  more  especially 
in  relation  to  malignancy,  the  following  laws  have 
been  laid  down:  (i)  the  sensitiveness  of  the  malig- 
nant cell  to  exposure  to  radiation  is  in  direct  pro- 
portion to  the  activity  of  its  reproductive  power; 
(2)  immature  cells  and  cells  in  an  active  state  of 
division  are  more  sensitive  to  radiation  than  cells 
which  have  already  acquired  their  fixed  adult 
morphological  or  physiological  characteristics;  (3) 
infection  interferes  with  the  results  of  radiation 
therapy;  (4)  inoperable  is  not  synonymous  with 
incurable. 

The  purposes  of  radiotherapy  have  been  outlined 
by  Finzi  as:  (i)  the  prevention  of  inoculation  of 
tumor  cells  into  a  wound;  (2)  the  destruction  of  a 
growth  in  situ;  (3)  the  relief  of  pain  and  discomfort; 
(4)  the  rendering  of  inoperable  growths  operable. 

The  laws  of  the  biological  action  of  radiation  have 
been  outlined  by  Kroenig  and  Friedrich  as  follows: 
(i)  the  biological  action  of  the  rays  depends  on  the 
quantity  of  rays  absorbed  by  the  tissues;  (2)  within 
wide  limits  this  action  is  independent  of  the  hard- 
ness of  the  rays;  (3)  the  action  is  more  powerful  if 
the  dose  is  administered  at  one  time  than  if  it  is  split 
up;  (4)  the  action  is  stronger  with  the  stronger 
intensity  of  irradiation  in  unit  time;  (5)  in  practice, 
therefore,  it  is  best  to  apply  the  whole  dose  in  one 
seance  with  the  maximum  intensity. 

The  question  of  sepsis  in  malignant  tissues  sub- 
jected to  radiation  has  not  received  the  attention  it 
deserves.  Practically  nothing  is  accomplished  unless 
the  infection  is  controlled.  No  effect  is  exerted  by 
the  rays  up)on  bacteria  by  any  technique  in  ordinary 
use.  Hence  radiotherapy  must  be  supplemented  by 
other  measures  if  favorable  results  are  to  be  obtained. 
The  author  gives  an  anatomical  classification  of 
the  tissues  and  their  peculiar  diseases  which  are 
amenable  to  radiotherapy.  He  refers  also  to  a 
classification  of  tumors  outlined  by  Finzi  which  was 


based  on  pathologic  findings  and  in  which  the  indi- 
cations and  contra-indications  for  radiotherapy  are 
given.  Contrary  to  Finzi,  he  places  cancer  of  the 
fundus  of  the  uterus  in  the  operable  class  and  cancer 
of  the  cervix  among  the  conditions  suitable  for 
radiation  therapy.  Cancer  of  the  penis  he  includes 
with  those  for  which  radiation  is  contra-indicated. 
Adolph  Hartung,  M.D. 

Dessauer,  F. :  My  Studies  on  the  Physical  Founda- 
tions of  Deep  Therapy  Treatment.     Am.  J. 

Roentgenol.,  1921,  n.s.  viii,  578. 

These  studies  were  conducted  with  a  two-fold 
object:  (i)  to  ascertain  the  physical  laws  of  irradia- 
tion and  gain  exact  knowledge  of  the  distribution 
of  the  rays  within  the  tissues,  and  (2)  to  determine 
the  technical  requirements  for  a  practical  solution 
of  the  problem. 

Successful  results  in  the  roentgen  therapy  of 
superficial  lesions  and  the  lack  of  such  results  in 
similar  conditions  located  deep  stimulated  efforts 
to  produce  physical  conditions  which  would  j)ermit 
equally  good  results  in  deep-seated  lesions.  Roent- 
gen rays  (and  these  are  essentially  a  mixture  of 
different  rays)  penetrating  some  distance  below  the 
surface  differ  quantitatively  and  qualitatively  from 
those  striking  the  surface  because  of  absorption  and 
increased  distance.  The  aim  was  to  produce  a  more 
nearly  homogeneous  irradiation  applicable  to  deep 
therapy. 

The  author  has  formulated  a  number  of  laws  of 
homogeneous  irradiation  which,  in  abbreviated  form, 
are  as  follows: 

1.  The  foundation  of  roentgenotherapy  is  formed 
by  the  biological  experience  that  different  cell  forms 
show  different  sensitiveness  to  the  same  roentgen 
rays.  ♦ 

2.  So  long  as  the  contrary  is  not  proven,  rays  of 
different  penetration  are  to  be  regarded  as  different 
medicaments.  The  difference  in  sensitiveness  of 
different  cells  appears  more  marked  if  hard  rays 
are  applied. 

3.  In  order  to  determine  and  utilize  precise  differ- 
ences in  sensibility,  the  homogeneity  of  the  field  of 
radiation  is  a  required  condition. 

4.  The  non-homogeneity  of  a  treated  field  detracts 
from  the  effect.  The  conditions  for  a  favorable 
influence  upon  the  disease  are  not  fulfilled  when  the 
non-homogeneity  of  the  field  is  greater  than  the 
difference  in  sensitiveness  between  the  diseased  and 
the  normal  cells. 

5.  There  is  a  homogeneity  of  space  or  a  quantita- 
tive homogeneity,  and  a  specific  homogeneity  or  a 
qualitative  homogeneity.  The  aim  must  be  to  dose 
the  diseased  cells  of  the  entire  diseased  zone  through- 
out its  extent  with  the  needed  quantity  or  dose  of 
irradiation  and  to  have  this  dose  of  the  same  quality 
throughout. 

6.  The  condition  of  qualitative  or  specific  homo- 
geneity is  fulfilled  when  the  irradiation  in  the  com- 
plete zone  during  its  course  through  the  body  does 
not  change  its  composition  or  consistency.     The 
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reaction  on  the  different  cells  is  then  dependent 
physically  only  on  the  intensity  and  the  time. 

7.  The  intensity  of  effect  may  not  differ  more  than 
the  degree  of  sensitiveness.  This  is  only  a  more  pre- 
cise statement  of  the  fourth  law,  the  limit  of  effect, 
but  one  may  try  to  increase  the  intensity  on  the 
diseased  zone  in  the  depth  and  to  raise  it  above  the 
intensity  on  the  surface  and  in  the  vicinity  of 
diseased  cells. 

For  a  number  of  years  the  author  has  made  a  great 
many  measurements  to  ascertain  dosage  in  deep 
tissues.  On  the  basis  of  these  measurements  he  has 
been  able  to  plot  out  certain  "  distribution  diagrams" 
which  give  the  intensity  of  radiation  for  different 
qualities  of  rays  at  variable  focal  distances.  By 
overlapping  a  transparent  sketch  of  any  required  one 
of  these  over  cross-section  sketches  in  the  frontal 
and  sagittal  planes  with  the  lesion  schematically 
indicated  in  them,  it  is  possible  to  determine  accu- 
rately the  dosage  that  can  be  given  to  all  parts  of  the 
lesion.  Thus  it  is  possible  to  determine  beforehand 
whether  lethal  doses  can  be  applied  to  all  parts  of 
the  lesion  without  injuring  any  of  the  adjacent 
structures  and  also  the  angles  at  which  the  ray  must 
be  applied  to  get  this  result.  There  are  valid  ob- 
jections to  the  method,  but  it  is  hoped  that  further 
study  will  overcome  them. 

In  the  electrical  and  technical  studies  it  was  nec- 
essary to  meet  two  requirements: 

1.  The  invention  and  development  of  roentgen- 
ray  tubes  which  would  stand  very  high  voltages 
continuously. 

2.  The  invention  and  development  of  electrical 
apparatus  which  would  generate  safely  ver>'  high 
voltages  with  great  reliability  and  safety  from 
breakdown. 

The  solution  of  the  first  problem  was  met  by  the 
Coolidge  tube.  The  author  has  solved  the  second 
by  the  invention  of  a  transformer,  the  principles  of 
which  he  describes  in  detail.  Essentially  it  accom- 
plishes: 

1.  The  separation  of  the  problem  of  "transform- 
ation" from  that  of  "insulation"  in  the  construction 
of  a  transformer. 

2.  Intentional  holding  of  the  energizing  winding 
of  a  transformer  at  a  different  potential  from  earth 
than  the  feeding  mains. 

3.  Holding  the  energizing  winding  at  such  a 
potential  that  the  insulating  strain  from  the  second- 
ary winding  to  the  primary  is  reduced  far  below  the 
danger  zone. 

4.  The  subdivision  of  the  secondary  coil. 

This  new  transformer  is  compact,  light,  inexpens- 
ive, and  capable  of  producing  high  voltages  with 
absolute  safety  and  without  danger  to  the  insulating 
material  when  operating  ten  hours  daily  throughout 
the  year.  By  the  addition  of  new  parts  the  voltage 
can  be  raised  to  meet  new  requirements  if  such 
arise.  By  its  use  it  has  been  made  possible  to 
introduce  such  constancy  in  the  work  of  various 
clinics  that  the  conditions  may  be  produced  over 
and  over  again.  Adolph  Hartung,  M.D. 


Russ,  S.,  Chambers,  H.,  and  Scott,  G.  M.:  On  the 
Local  and  Generalized  Action  of  Radium 
and  X-Rays  upon  Tumor  Growth.  Arch.  Radiol, 
(sr Electrolherapy,  192 1,  xxvi,  129. 

Investigations  were  carried  out  to  determine: 
(i)  the  effect  of  the  rays,  in  various  doses,  upon 
malignant  cells  before  inoculation,  (2)  the  effect 
upon  normal  animals  as  to  body  growth  and  sub- 
sequent inoculation  with  malignant  cells,  and  (3) 
the  effect  uF>on  animals  which  are  bearing  tumors. 
The  experimental  animals  were  rats  affected  with 
three  distinct  types  of  tumor  but  principally  with 
Jensen's  rat  sarcoma. 

After  tabulating  and  analyzing  their  results,  the 
authors  conclude  that  small  variations  from  the 
lethal  dose  appear  unimportant,  but  if  the  propor- 
tion of  radiation  reaching  outlying  parts  of  the 
growth  is  diminished  to  a  small  dose  (a  small 
percentage  of  the  lethal  dose)  it  might  have  a  stim- 
ulating instead  of  a  destructive  effect.  There  seems 
to  be  ample  evidence  that  large  generalized  doses 
of  radiation  lower  the  normal  resistance  to  tumor 
growth,  and  that  this  result  is  completely  reversed 
when  the  normal  animal  is  given  very  small  gener- 
alized doses  repeated  at  frequent  intervals. 

Dxvro  R.  BowEN,  M.D. 

LEGAL  MEDICINE 

Barred  Testimony  of  Physician  and  of  Assistant. 

Manufacturers'  Life  Ins.  Co.  vs.  Rrennan  ci  al.  (  U.  S.), 
270  Fed.  /?.,  p.  173. 

.\  physician  or  surgeon  or  the  assistant  of  either 
of  them  cannot,  without  the  consent  of  the  patient, 
be  examined  in  a  civil  action  as  to  any  information 
acquired  in  attending  the  patient  which  it  was 
necessary  for  him  to  acquire  in  order  to  prescribe 
or  act  for  the  patient.  However,  this  does  not  apply 
in  an  action  between  a  physician  or  surgeon  and  his 
patients  in  which  the  treatment  of  the  patient  by 
the  physician  or  surgeon  is  at  issue.  In  an  action 
brought  by  the  beneficiary  to  recover  on  a  policy  of 
life  insurance  taken  out  by  the  person  whose  life 
was  insured  a  physician  or  surgeon  may  testify, 
with  the  consent  of  the  beneficiary,  as  to  any  in- 
formation acquired  by  him  in  attending  the  deceased, 
but  cannot  be  compelled  to  so  testify. 

In  this  case,  which  was  an  action  brought  by  the 
beneficiaries  on  a  life  insurance  policy,  a  physician 
testified  that  he  had  attended  the  insured  seven  or 
eight  times,  including  two  or  three  limes  during  his 
last  sickness;  also,  without  objection,  that  he  had 
certified  that  the  cause  of  the  insured's  death  was 
pulmonary  tuberculosis.  Counsel  for  the  insurance 
company  then  addressed  to  the  physician  as  an 
expert  a  series  of  questions  intended  to  bring  out  the 
reasons  for  his  opinion  that  the  insured  died  of  pul- 
monary tuberculosis. 

In  affirming  a  judgment  in  favor  of  the  bene- 
ficiaries the  court  held  that  a  ruling  excluding  such 
questions  on  objection  was  correct.  There  was  no 
evidence  warranting  a  finding  or  ruling  that  the 
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beneficiaries  had  waived  their  rights  under  the 
statute.  It  was  equally  plain  that  if  the  physician 
had  been  permitted  to  answer  the  questions  or,  as 
it  was  said,  to  testify  at  length  and  fully  as  to  the 
cause  of  the  death  of  the  insured,  he  would  have 
based  his  testimony  in  large  part,  if  not  entirely,  on 
information  which  was  acquired  by  him  in  attend- 
ing the  insured  as  his  patient  and  presumably 
necessary  to  enable  him  to  prescribe  for  the  pa- 
tient. 

The  court  held  also  that  when  the  physician,  who 
was  a  bacteriologist  employed  in  laboratory  work 
as  an  intern  in  a  hospital,  was  called  on  by  the  insured 
to  make  an  examination  of  his  sputum,  his  testi- 
mony tending  to  show  that  the  sputum  indicated 
tuberculosis  was,  on  a  motion  therefor,  properly 
stricken  from  the  record  as  the  statute  required  the 
exclusion  of  the  evidence  as  to  any  patient  coming 
to  the  hospital  and  the  insured  had  been  brought 
to  him  by  the  medical  director  of  the  hospital  who, 
as  a  physician,  had  been  consulted  by  the  insured 


and  testified  that  the  bacteriologist  was  an  assistant 
under  his  direction.  J.  A.  Castagnino. 

Errors  of  Surgeons  No  Defense    for   Wrongdoers 

Ryder  vs.  Findlay  N.  Y.),i8j  N.  V.,SHpp.,p.  S79. 

The  defendant  in  this  case  was  sued  for  damages 
for  causing  the  death  of  a  man  in  an  automobile 
collision.  The  Supreme  Court  of  New  York  af- 
firmed an  order  setting  aside  a  verdict  in  his  favor 
and  granting  a  new  trial  because  the  trial  judge, 
when  a  juror  asked,  "Suppose  we  find  that  the 
deceased  would  not  have  died  except  for  the  neg- 
ligence of  the  physician?"  replied,  "If  he  would  not 
have  died  except  for  the  negligence  of  the  physician, 
then  there  can  be  no  recovery  here  against  the 
defendant. "  The  court  stated  that  this  answer  may 
have  given  an  erroneous  impression.  The  rule  is 
that  an  original  wrongdoer  whose  acts  inflict  in- 
juries that  might  result  in  death  is  not  relieved  by 
errors  of  a  surgeon  or  nurse  in  the  treatment  of  the 
injury.  J.  A.  Castagnino. 
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Vineberg,  H.  N.:  Vaginal  Supracervical  Hysterec- 
tomy with  Interposition  of  the  Cervical  Stump 
for  Cystocele  and  Procidentia  Associated  with 
Enlargement  of  the  Uterus.  Am.  J.  Obsl.  6* 
Gynec,  1921,  ii,  368. 

The  steps  of  the  operation  are  as  follows: 

1.  A  longitudinal  incision  is  made  in  the  anterior 
vaginal  wall  extending  from  near  the  urethral 
meatus  to  within  an  inch  or  an  inch  and  a  half  of 
the  cervical  os. 

2.  The  vaginal  flaps  are  separated  from  the  under- 
lying bladder  by  sharp  or  blunt  dissection. 

3.  The  bladder  is  pushed  up  from  the  uterus  and 
the  base  of  the  broad  ligaments  by  gauze  or  scissor 
dissection. 

4.  A  transverse  incision  is  made  in  the  vesico- 
uterine fold. 

5.  The  body  of  the  uterus  is  delivered  through 
the  vaginal  incision, 

6.  If  the  ovaries  are  to  be  retained  a  ligature  is 
passed  around  the  ovarian  ligament  and  the  uterine 
end  of  the  tube  on  either  side  and  the  tissue  is  cut 
between  the  ligature  and  the  uterus.  If  the  ovaries 
are  to  be  removed  the  ligature  is  passed  around  the 
infundibulo-pelvic  ligament  containing  the  ovarian 
vessels. 

7.  A  ligature  is  passed  at  the  level  of  the  internal 
OS  on  either  side  to  embrace  the  uterine  artery.  The 
body  of  the  uterus  is  then  amputated  at  the  desired 
level  by  a  curved  incision  with  the  concavity  toward 
the  cervix.  The  edges  of  the  wound  on  the  cervical 
stump  are  carefully  coapted  by  chromic  catgut 
sutures.  If  the  patient  is  under  40  years  of  age  and 
it  is  desirable  to  retain  the  menstrual  function,  the 
incision  should  be  made  higher  up  so  that  a  p>ortion 
of  the  body  with  the  corporeal  endometrium  is  left 
with  the  cervical  segment.  This  was  done  in  a  few 
of  the  cases  and  menstruation,  though  scanty,  was 
preserved. 

8.  The  cervical  stump  is  fixed  to  the  subpubic 
ligament  in  the  following  manner:  A  chromic  catgut 
suture  is  carried  laterally  for  the  distance  of  about 
an  inch  through  the  subpubic  fascia  and  underneath 
the  vaginal  mucosa,  then  brought  through  the 
cervical  stump  from  behind  forward,  and  then 
carried  through  the  subpubic  fascia  in  the  opposite 
direction  from  the  other  side.  The  vesico-uterine 
peritoneum  is  purposely  avoided  in  this  suture. 
When  the  suture  is  tied,  the  cervical  stump  is 
brought  up  tightly  against  the  raw  tissues  under- 
neath the  pubic  area.  A  firm  union  results.  With 
such  a  solid  plug  fixed  to  the  subpubic  ligament  it 
is  impossible  for  the  bladder  to  come  down.  If 
the  vaginal  portion  is   eroded,    lacerated,  hyper- 


trophied,  or  considerably  elongated,  it  is  amputated 
in  a  suitable  manner  and  the  resulting  wound  care- 
fully coapted  by  chromic  catgut  sutures. 

The  uterus  is  regarded  as  too  large  when  it  is  the 
size  of  the  gravid  organ  at  the  fifth  or  sixth  week 
and  when  its  walls  are  very  thick,  and  hard. 

In  309  successive  cases  of  procidentia  and  cysto- 
cele there  were  eighty-three  (37.2  per  cent)  in  which 
the  uterus  was  too  large  for  interposition.  There 
was  one  death  in  the  author's  own  series  of  fifty- 
seven  cases,  a  mortality  rate  of  1.8  p>er  cent,  and 
one  death  in  twenty-six  cases  operated  upon  by 
others.  The  mortality  of  the  combined  series  of 
eighty-three  cases  was  therefore  2.4  per  cent. 
Suppuration  in  the  bed  of  the  interposed  cervix 
occurred  in  six  cases.  When  the  upp>er  angle  of  the 
wound  was  opened  the  process  rapidly  disappeared 
except  in  two  cases  in  which  it  took  two  and  three 
weeks,  resjiectively,  to  clear  up.  The  final  anatomi- 
cal result  was  not  impaired  by  the  complication. 

As  nearly  all  of  these  cases  are  associated  with 
marked  congestion  of  the  tissues  and  engorgement 
of  the  blood  vessels  Vineberg  usually  inserts  a  small 
gauze  drain  between  the  vaginal  flaps  and  the 
cervical  side  of  the  stump  and  removes  it  in  forty- 
eight  hours. 

In  the  series  of  thirty  private  cases  reviewed 
recurrence  of  the  prolapse  of  the  vaginal  walls  and 
prolapse  of  the  cervical  stump  to  the  introitus 
occurred  in  one  case,  one  of  the  first  five  operated 
upon.  However,  the  parts  have  been  easily  kept  up 
by  means  of  a  small  ring  pessary.  This  was  not 
p>ossible  prior  to  the  operation.  One  patient  con- 
tinued to  complain  of  a  great  variety  of  pelvic 
symptoms  although  the  anatomical  result  was  good. 

The  data  of  the  ultimate  results  of  the  hospital 
series  of  fifty-three  cases  are  very  meager  as  the 
follow-up  clinic  in  the  hospital  has  not  been  fully 
developed.  E.  L.  Cornell,  M.D. 

Van  Hook,  W. :  The  Operation  for  Prolapsus  Uteri. 

Boston  M.  6*  S.  J.,  1921,  clxxxv,  438. 

The  author's  procedure  to  restore  all  possible 
supports  of  the  pelvic  outlet  at  once  after  removal 
of  the  uterus  coincides  with  that  of  Mayo  though 
the  idea  was  worked  out  independently. 

Because  of  the  anatomical  changes  due  to  the 
prolapsus,  a  study  of  the  surrounding  structures  is 
very  important.  The  structures  which  have  functions 
in  the  pelvis  and  also  act  as  supports  are  chiefly: 
(i)  the  perineum,  including  the  levator  and  pelvic 
fascia,  (2)  the  vesical  fascia,  (3)  the  uterine  round 
ligaments,  (4)  the  broad  ligaments,  (5)  the  utero- 
sacral  ligaments,  and  the  (6)  fascia  pelvica. 

Van  Hook  describes  his  technique  as  follows: 
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»  Under  ether  anaesthesia  the  anterior  vaginal  wall 
.  is  split  from  a  point  just  posterior  to  the  meatus 
backward  to  the  cervix,  and  the  bladder  is  exposed 
by  dissection.  The  uterus  having  been  removed, 
the  broad  ligaments  are  brought  together  and  made 
to  overlap  one  another  beneath  the  bladder,  and 
the  pelvic  fascia  and  vaginal  wall  are  brought 
together  with  stitches  that  unite  the  broad  ligaments 
to  the  base  of  the  bladder  and  the  anterior  vaginal 
wall. 

Simultaneously  the  round  ligaments  are  fastened 
into  the  upper  anterior  vaginal  wall,  and  the  utero- 
sacral  ligaments  are  exactly  sutured  in  the  elevated 
vaginal  opening. 

After  the  cystocele  is  abolished  and  the  rectocele 
exposed  by  splitting  the  posterior  vaginal  wall  the 
levator  ani  and  fascial  structures  are  reunited. 
When  the  abdomen  is  then  opened,  the  patient  being 
in  the  Trendelenburg  position,  the  direction  of  the 
broad  ligaments  is  observed  to  be  slightly  changed, 
with  the  uterosacral  running  to  the  same  point  in 
the  pelvis. 

The  round  ligaments  are  shortened  still  further, 
and  the  upper  margins  of  the  broad  ligaments 
brought  together  more  closely  with  chromicized  cat- 
gut sutures. 

The  most  important  part  of  the  intra-abdominal 
work  is  completed  in  the  lifting  up  and  the  reefing 
of  the  pelvic  fascia  over  each  internal  iliac  fossa  so 
that  the  peritoneal  sac  is  shortened  in  its  longitu- 
dinal axis. 

In  this  operation  the  author  claims  there  is  no 
sacculation  of  the  bladder  or  rectum,  the  vaginal 
vault  is  well  elevated  into  position,  and  all  the 
supporting  structures  of  the  pelvic  outlet  are  util- 
ized as  far  as  practicable.  C.  H.  Davis,  M.D. 

B^clere,  A.:  Roentgenotherapy  of  Fibromyomata 
of  the  Uterus :  Three  Hundred  New  Cases  (Sur  la 
roentgentherapie  des  fibro-myomes  uterins  d'apres 
trois  cents  nouvelles  observations).  Bull.Acad.de 
med.,   Par.,  1921,  Ixxxvi,  151. 

Two  years  ago  at  Brussels  Beclere  reported  his 
results  in  400  cases  of  uterine  fibromyomata  treated 
with  the  X-rays.  This  report  deals  with  300  similar 
cases. 

Two  hundred  and  three  of  the  patients  were  be- 
tween 40  and  50  years  of  age  and  forty-eight  were 
50  years  old  or  older.  Two  hundred  and  twenty- 
six  of  the  tumors  were  abdominal  and  24  were  intra- 
pelvic. 

The  two  principal  results  of  the  treatment  were 
the  disappearance  of  the  metrorrhagia  and  suppres- 
sion of  the  menstrual  function  in  294  cases  and  a 
more  or  less  rapid  and  definite  regression  of  the 
uterine  tumor.  The  reduction  of  the  volume  of  the 
growth  began  with  the  first  treatment  but  usually 
did  not  become  appreciable  until  the  third,  although 
in  some  cases  it  could  be  noted  at  the  second  treat- 
ment. From  week  to  week  the  upper  pole  of  the 
tumor  more  or  less  rapidly  approached  the  symphy- 
hSis  pubis. 


Of  the  294  patients  who  had  not  passed  the  meno- 
pause only  ten  had  recurrences.  The  youngest  was 
36  and  the  oldest  47  years  of  age. 

In  90  per  cent  of  the  cases  the  total  duration  of 
the  roentgen  treatment  was  less  than  four  hours;  in 
68  per  cent  it  was  less  than  three  hours;  and  in  13 
per  cent,  less  than  two  hours.  The  dose  given  in 
five  minutes  and  measured  by  the  light  of  an  elec- 
tric lamp  with  the  aid  of  a  Sabouraud-Noire  pas- 
tille and  the  radiometric  Holzknecht  scale  seldom 
exceeded  3  Holzknecht  units  and  the  maximum  was 
3>^  units.  As  a  general  rule  each  radiation  lasted 
five  minutes  but  in  exceptional  cases  was  prolonged 
for  ten  minutes. 

Roentgen  treatment  is  contra-indicated  only  by 
acute  complications  such  as  torsion  of  the  pedicle 
of  the  tumor,  severe  haemorrhage,  and  sepsis. 

Beclere  concludes  that  in  most  cases  of  fibromy- 
omata of  the  uterus  roentgentherapy  is  the  method 
of  choice  as  it  almost  always  results  in  recovery 
without  danger  and  without  interrupting  the  pa- 
tient's occupation.  W.  A.  Brennan. 

Warthin,  A.  S.,  and  Noland,  L.:  The  DifiFerential 
Diagnosis  of  Chancre  and  Carcinoma  of  the 
Cervix.    Am.  J.  Syphilis,  1921,  v,  553. 

The  authors  agree  with  GeUhorn  and  Ehrenfest  as 
to  the  importance  of  the  differential  diagnosis  of 
syphilitic  lesions  of  the  cervix.  In  eight  cases  of 
chancre  and  six  cases  of  late  syphilitic  lesions  of  the 
cervix  seen  during  the  last  six  years  syphUis  was  not 
suggested  clinically.  In  one  case  a  hysterectomy  had 
been  done  for  supposed  carcinoma;  in  four,  an 
amputation;  and  in  the  remainder  diagnostic  ex- 
cisions for  suspected  malignancy.  On  the  other 
hand,  no  case  of  carcinoma  of  the  cervix  was  in- 
correctly diagnosed  clinically  as  syphilis. 

A  case  of  primary  syphilis  of  the  cervix  is  reported 
in  which  the  clinical  appearance  so  convincingly 
suggested  carcinoma  that  a  total  hysterectomy  was 
performed.  Following  the  patient's  discharge  from 
the  hospital  cutaneous  lesions  appeared  in  asso- 
ciation with  a  positive  Wassermann  reaction.  The 
patient  then  brought  suit  for  damages  on  the  ground 
that  she  had  been  infected  with  syphilis  while  in  the 
hospital,  and  her  husband  who  also  showed  signs  of 
syphilis  sued  for  damages  on  the  ground  that  he  had 
received  his  infection  from  his  wife. 

Fortunately  the  patient's  uterus  had  been  pre- 
served in  10  per  cent  formalin.  At  the  time  of  the 
threatened  suit  it  was  sent  to  the  pathological 
laboratory  of  the  University  of  Michigan  for 
pathological  examination  and  diagnosis,  the  path- 
ologist being  asked  to  examine  for  malignancy. 

After  three  months  in  formalin  the  cervix  still 
showed  well  the  appearances  that  had  been  inter- 
preted clinically  as  carcinoma.  It  was  enlarged, 
indurated,  and  irregularly  nodular  or  cauliflower- 
like. Its  surface  showed  a  shallow  ulceration 
covered  with  a  thin,  grayish  membrane  about  the 
size  of  a  silver  dollar  which  completely  encircled  the 
external  os,   involved   the  entire  vaginal  portion, 
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and  was  more  nodular  on  the  anterior  lip.  Its  con- 
sistency was  very  hard,  but  there  was  no  crumbling. 
On  section  the  erosion  was  found  to  be  very  shallow, 
not  deeper  than  the  loss  of  the  surface  epithelium. 
Beneath  this  the  cervical  tissues  showed  a  uniform, 
dense,  and  firm  infiltration  throughout.  Within  the 
uterus  were  several  small  myofibromata  the  size  of 
large  peas.  The  wall  was  thick  and  firm  and  the 
endometrium  presented  no  changes  to  the  naked  eye. 

Sections  from  the  cervix  showed  a  loss  of  the 
surface  epithelium  over  the  greater  part  of  the 
induration.  Very  few  polymorphonuclear  leucocytes 
were  found  in  this  surface  layer.  The  superficial 
portion  of  the  cervical  tissue  presented  a  zone  of 
dense  infiltration  about  i  cm.  in  breadth  which 
consisted  almost  entirely  of  mononuclear  cells,  most 
of  which  were  of  the  large  lymphocyte  or  plasma- 
cell  type  and  arranged  in  rows  or  cords  throughout 
the  tissue  spaces  or  concentrically  around  the  blood 
vessels  and  lymphatics. 

In  the  next  deeper  zone,  which  had  a  greater 
capillary  development,  the  cellular  infiltration 
seemed  more  marked  and  the  endothelial  prolifera- 
tion greater.  In  this  zone  angioblastic  budding  and 
sprouting  were  evident. 

In  the  next  deeper  zone  the  tissues  presented  a 
more  striking  perivascular  arrangement,  the  vessels 
being  concentrically  thickened  by  the  cords  of 
mononuclear  cells  of  the  lymphocyte  or  plasma-cell 
type  packing  the  perivascular  lymph  spaces.  Be- 
tween these  larger,  concentrically  thickened  vessels 
was  a  more  dense  infiltration  due  to  the  endothelial 
hypertrophy  and  proliferation  in  the  smallest  capil- 
laries and  lymphatics,  particularly  the  latter. 

Primary  cervical  chancre  has  no  truly  character- 
istic clinical  features.  The  diagnosis  can  be  made 
from  its  pathologic  appearance  and  the  demonstra- 
tion of  the  spirocha;ta  pallida  in  the  lesions. 

E.  L.  Cornell,  M.D. 

Smiley,  I. :  Prophylaxis  in  Carcinoma  of  the  Cervix. 

N.  York  M.J.,  1921,  cxiv,  384. 

The  morbidity  and  mortality  of  operations  for 
cervical  cancer  at  the  present  time  approximate  40 
to  50  f>er  cent.  It  has  been  established  that  chronic 
endocervicitis  is  a  precursor  of  cervical  cancer. 
Tracheloplasty  correctly  executed  is  a  cancer  pro- 
phylactic; hence  the  teaching,  still  advocated  by 
some,  that  all  tracheloplastic  procedures  should  be 
postp)oned  until  after  the  child-bearing  period  is 
both  fallacious  and  pernicious  as  such  delay  exp)oses 
the  irritated  cervix  to  further  traumatism. 

E.  L.  Cornell,  M.D. 

Bog^s,  R.  H. :  The  Treatment  of  Carcinoma  of  the 
Cervix  and  Uterus  by  Radium  Supplemented 
by  Deep  Roentgen  Therapy.  A'.  York  M.  J., 
1921,  cxiv,  381. 

Radical  operations,  alone  or  with  inefficient 
superficial  treatment  with  25  to  50  mg.  of  radium 
and  without  the  aid  of  deep  roentgen  therapy,  are 
inefficient.    It  is  difficult  to  draw  conclusions  from 


cases  treated  by  radiation  because  of  widely  varying 
technique  which  in  most  cases  is  careless  and  does 
not  include  deep  roentgen  therapy.  Removal  of  the 
local  lesion  is  not  the  most  important  factor.  Efforts 
must  be  directed  also  against  involvement  of 
lymphatic  tissue  throughout  the  lower  part  of  the 
pelvis  which  is  often  impalpable  and  invisible. 

Radium  destroys  disease  at  a  greater  distance 
than  the  knife.  Therefore  the  only  safe  method 
consists  of  raying  the  pelvic  glands  in  all  cases, 
regardless  of  the  stage  of  the  disease. 

In  about  40  f>er  cent  of  the  cases  of  inoperable 
carcinoma  of  the  cervix  the  p)elvic  nodes  are  free 
from  metastasis.  This  accounts  for  brilliant  results 
obtained  in  moderately  advanced  cases  by  radical 
operation  or  local  radium  treatment  even  with 
inefficient  radiation  of  the  pelvic  lymphatics. 

If  we  consider  as  of>erable  a  case  in  which  there  is 
no  extension  of  the  cancer  cells  beyond  the  cervix, 
three  things  will  be  accomplished  by  ante-operative 
treatment:  the  complete  destruction  of  cells,  the 
arrest  of  cell  division,  and  the  formation  of  pro- 
ductive inflammation  to  be  followed  by  fibrosis. 
The  first  effect  is  obtained  in  from  two  to  four 
weeks,  but  the  fibrous  formation  will  not  take  place 
until  from  four  to  eight  weeks.  During  this  time, 
in  many  cases  of  cancer  of  the  cervix,  the  cancer 
cells  disappear  in  the  cervix  and  even  to  a  con- 
siderable depth.  It  has  been  claimed  that  this  has 
been  accomplished  with  the  actual  cautery,  but  it 
should  be  remembered  that  radium  will  destroy 
cancer  cells  at  a  greater  distance  than  heat.  When 
radium  is  used  as  an  ante-operative  procedure  the 
operation  should  be  performed  within  four  to  eight 
weeks  before  marked  fibrous  formation  has  taken 
place. 

When  one  considers  that  if  no  treatment  is  given 
about  a  third  of  the  patients  with  cancer  of  the 
cervix  die  within  a  year,  and  that  a  large  percentage 
of  the  remainder  die  within  two  years  from  the  first 
manifestation  of  the  disease  and  only  a  very  few  live 
three  years,  it  is  apparent  that  the  amount  of 
palliation  and  prolongation  of  life  given  by  radium 
treatment  means  much.  Today,  radium  is  indi- 
cated as  a  palliative  measure  for  hopelessly  inopera- 
ble and  recurrent  cases  and  as  an  ante-operative 
procedure. 

Boggs  gives  3,000  milligram  hours  in  the  vagina, 
using  i>^  mm.  of  brass  and  sufliicient  gauze  and 
rubber  to  make  15  mm.  of  filtration.  Three  tubes 
are  usually  employed,  one  directed  toward  the 
cervix  and  one  toward  each  broad  ligament.  These 
tubes  are  packed  as  far  as  possible  from  the  recto- 
vaginal wall,  thereby  lessening  the  danger  of  fistula 
formation  unless  the  uterus  is  fixed.  The  organs  are 
pushed  higher  up  in  the  pelvis  by  the  amount  of 
packing  used  and  thus  more  efficient  treatment  is 
given  the  deeper  pelvic  glands. 

Involvement  of  the  rectum  is  nearly  always  a 
late  manifestation  of  the  disease  and  the  amount  of 
radiation  received  by  the  rectovaginal  wall  is  usually 
sufficient  to  destroy  outlying  cancer  cells.   As  com- 
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pared  with  other  tissues  of  the  body,  those  of  the 
cervix  are  relatively  insensitive.  It  is  always  impor- 
tant to  bear  this  in  mind,  but  we  must  remember 
also  that  there  is  a  limit  to  the  amount  of  radium 
that  can  be  used.  Whenever  it  is  possible  to  insert 
radium  into  the  cervical  canal  it  should  be  done  be- 
cause in  this  manner  a  cancer  can  be  reached  which 
could  not  be  affected  by  tubes  in  the  vagina. 

Boggs  has  given  3,000  milhgram  hours  of  treat- 
ment in  the  cervical  canal  in  addition  to  3,000  mil- 
ligram hours  of  treatment  in  the  vagina. 

D.wiD  R.  BowEN,  M.D. 

Norris,  C.  C,  and  Rothschild,  N.  S. :  A  Histologic 
Study  of  the  Effects  of  Radium  on  Carcinoma 
of  theCervix.  Atn.  J.Roentgenol.,  1921,  n.s.  viii,  604. 

The  authors  believe  that  the  histologic  changes 
following  radium  therapy  occur  in  five  stages.  The 
first  three,  the  inflammatory  reaction,  early  nuclear 
and  cytoplasmic  changes,  and  intercellular  changes, 
occupy  a  week  each.  The  stage  of  destruction  con- 
tinues from  the  fourth  to  the  ninth  week  and  is 
followed  by  the  stage  of  healing. 

The  features  of  the  changes  are  the  changes  of  the 
malignant  cells  leading  to  their  destruction  and 
ultimate  absorption  and  their  replacement  by 
fibrous  tissue.  "It  must  be  acknowledged  that  the 
stages  blend,  and  one  may  find  many  instances  of 
early  cellular  changes  with  cells  in  the  stage  of 
destruction."  Di»\-iD  R.  Bowen,  M.D. 


ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Erdmann,  J.  F.,  and  Spaulding,  H.  V.:  Papillary 
Cystadenoma  of  the  Ovary.  Surg.,  Gyncc.  is" 
Obst.,  1921,  xxxiii,  362. 

This  article  includes  a  discussion  of  the  etiology, 
pathology,  pathogenesis,  symptoms,  diagnosis,  prog- 
nosis, and  treatment  of  papillar>'  cystadenoma  of 
the  ovary.  This  condition  is  the  most  important 
surgical  disease  of  the  ovary,  occurring  in  from  10 
to  27.5  per  cent  of  ovarian  tumors  and  frequently 
in  women  under  the  age  of  30. 

The  lesion  is  bilateral  in  22.2  per  cent  of  the  cases, 
with  local  metastasis.  Generkl  metastasis  is  not 
rare;  therefore  careful  examination  of  the  abdomi- 
nal viscera  and  the  breasts  is  necessary. 

The  absence  of  symptoms  referable  to  pelvic 
organs  is  a  deceptive  feature  of  the  disease.  Every 
woman  with  ascites  not  accounted  for  by  some  con- 
dition of  the  liver,  heart,  peritoneum,  or  kidneys 
should  be  subjected  to  a  laparotomy  even  when  a 
bimanual  examination  is  negative. 

Microscopic  examination  has  demonstrated  that 
66.6  per  cent  of  papillarj'  cystadenomata  are  can- 
cerous or  precancerous.  Therefore  they  must  be 
removed  intact  by  abdominal  section.  The  vaginal 
approach  cannot  be  too  strongly  condemned. 

Radium  should  be  employed  in  cases  in  which  the 
ovaries  or  the  peritoneal  implants  cannot  be  re- 
moved surgically.  R.  E.  Christie,  M.  D. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Peterson.  R.:  Pneumoperitoneum  and  Roentgen- 
ology as  Aids  to  More  Accurate  Obstetrical  and 
Gynecological  Diagnosis.   Am.  J.  Ohst.  brGynec., 

1921,  ii,  349. 

In  none  of  300  cases  of  gas  inflation  has  there  been 
any  sign  of  p)eritoneal  irritation.  With  the  proper 
selection  of  cases  and  the  proper  technique  there  is 
no  danger  attached  to  the  procedure. 

The  best  results,  so  far  as  the  X-ray  plates  are 
concerned,  are  obtained  by  the  use  of  from  800  to 
1,000  c.cm.  of  gas.  Larger  quantities  quickly  in- 
jected cause  great  discomfort  and  even  pain. 

In  addition  to  acute  pelvic  disease,  profuse  puru- 
le,nt  and  bloody  uterine  discharges  are  considered 
contra-indications  to  the  passage  of  the  gas  by  the 
transuterine  route.  In  such  cases  the  gas  is  passed 
through  the  abdominal  wall.  This  area,  from  the 
umbilicus  nearly  to  the  pubes  and  for  a  width  of 
8  in.,  is  sterilized  with  iodine.  A  fold  of  the  wall 
just  below  the  navel  is  compressed  laterally  with  the 
left  hand,  raised  upward,  and  made  tense.  A  spinal 
puncture  needle  is  passed  through  the  fold  in  a 
slightly  upward  direction  at  a  spot  in  the  median 
line  lyi  in.  below  the  umbilicus.  If  the  skin  is  made 
tense  and  the  needle  is  sharp,  no  preliminary  anaes- 
thesia of  the  skin  is  necessary.  The  needle  is  passed 
downward  until  it  meets  the  resistance  of  the  fascia, 
the  left  hand  still  keeping  the  fold  of  the  abdominal 
wall  tense.  The  needle  is  then  thrust  through  the 
fascia  and  peritoneum.  .\  little  experience  gives 
accurate  information  to  the  hand  when  the  perito- 
neum has  been  pierced.  The  stilet  is  then  withdrawn 
from  the  needle  and  the  latter  connected  with  the 
rubber  tube  leading  from  the  siphon  meter.  The 
latter  is  set  by  means  of  the  pressure  valve  to  about 
ten  pulsations  to  the  minute.  Therefore  it  will 
require  approximately  four  minutes  at  the  rate  of 
25  c.cm.  of  gas  at  each  pulsation  for  1,000  c.cm. 
of  gas  to  pass  into  the  peritoneal  cavity. 

The  objection  that  in  case  the  needle  does  not 
pierce  the  peritoneum,  the  gas  may  be  forced  through 
the  subcutaneous  tissues  is  not  valid,  since  by  the 
manometer  it  can  be  told  at  once  whether  the  gas 
is  flowing  freely  into  the  cavity  or  is  meeting  an 
obstruction.  When  the  needle  has  jienetrated  the 
peritoneum  the  manometer  index  rises  first  some 
fifteen  or  twenty  points  but  falls  usually  imme- 
diately to  almost  zero.  In  case  this  fall  does  not 
occur  the  patient  should  be  directed  to  take  a  deep 
breath.  This  will  lift  the  point  of  the  needle  from 
anything  which  may  be  obstructing  it. 

The  pelvic  organs  are  represented  on  the  plate  by 
optical  cross  sections  at  the  point  of  tangency  of  the 
projecting  rays.   The  uterus  is  nearly  always  clearly 


outlined  and  one  can  judge  of  its  position,  size,  and 
contour.  If  not  drawn  to  one  side  by  adhesions  or 
displaced  by  a  neoplasm  so  that  the  ray'  catches  it 
fairly  as  it  is  shot  in  the  axis  of  the  pelvis,  the  uterus 
will  show  two  cross  sections,  one  of  the  body  and 
one  of  the  isthmus  or  supracervical  portion.  It  has 
been  found  that  in  cases  of  pregnancy  the  isthmus 
is  greatly  enlarged  and  extends  more  into  the  broad 
ligaments  than  in  the  non-pregnant  state.  So  strik- 
ing b  the  change  in  the  isthmus  that  by  this  sign 
alone  it  has  been  possible  to  diagnosticate  pregnancy 
by  means  of  the  X-ray  as  early  as  the  sixth  week 
and  before  softening  can  be  determined  definitely 
by  the  examining  finger.  The  sign  is  constant  from 
two  and  one-half  months  onward.  Through  the 
changes  in  the  isthmus  it  has  been  found  possible  to 
diagnosticate  positively  the  occurrence  of  pregnancy 
in  a  fibroid  uterus  at  a  stage  when  it  could  not  be 
considered  probable  from  the  history  and  clinical 
findings.  In  a  number  of  cases  in  which  there  was  a 
possibility  of  pregnancy  and  menstruation  was 
irregular  it  was  possible  to  state  definitely  that  the 
patient  was  not  pregnant  because  of  the  size  of  the 
uterus  and  the  absence  of  change  in  the  isthmus. 

The  size  of  the  ovary  can  be  quite  accurately 
estimated  and  usually  it  is  possible  to  differentiate 
between  the  free  and  the  adherent  organ. 

It  is  not  so  easy  to  see  normal  tubes  unless  the 
gas  has  been  passed  by  the  transuterine  route  when, 
because  of  their  distention,  they  are  quite  clearly 
made  out.  They  are  especially  clear  when  they 
are  adherent  to  the  sides  of  the  pelvis  and  covered 
with  plastic  exudate. 

Pelvic  neoplasms  if  not  so  tightly  wedged  in  the 
pelvis  that  the  gas  is  prevented  from  surrounding 
them  are  clearly  shown  by  the  roentgenograms. 
Since  it  is  possible  to  observe  the  outlines  of  the 
liver,  spleen,  and  kidneys  in  pneumoperitoneal 
X-ray  plates  of  these  organs,  it  is  usually  possible 
to  determine  from  the  roentgenograms  of  the  pelvis 
and  upper  abdomen  whether  neoplasms  arise  from 
the  pelvis  or  elsewhere  and  this  means  of  diagnosis 
is  very  much  less  painful  and  uncomfortable  than 
catheterization  of  the  uterus  or  other  diagnostic 
measures. 

It  must  be  borne  in  mind  that  only  about  300 
patients  have  been  subjected  to  the  pneumoperi- 
toneal X-ray.  This  means  that,  as  compared  with 
the  tens  of  thousands  of  gastro-intestinal  X-ray 
examinations,  this  work  is  just  beginning.  Greater 
study  and  experience  will  lead  to  such  accuracy  of 
diagnosis  that  pelvic  work  without  a  pneumoperi- 
toneal X-ray  in  doubtful  cases  will  be  considered  as 
faulty  as  operations  upon  the  stomach  or  upper 
abdomen  without  a  roentgenogram.  _  ■ 


E.  L.  Cornell,  M.D. 


146 


OBSTETRICS 


147 


Kellogg,  F.  S.:  The  Mortality  in  Placenta  Praevia 
for  the  Last  Twenty-Five  Years  at  the  Boston 
Lying-in  Hospital.  Boston  M.  &•  5.  /.,  1921, 
clxxxv,  435. 

Thirteen  years  ago  in  an  article  regarding  the 
treatment  of  placenta  praevia  Williams  warned 
against  rapid  manual  or  instrumental  dilatation, 
and  advised  either  a  Braxton-Hicks  bipolar  version 
or  dilatation  and  the  control  of  haemorrhage  by 
bags.  He  reported  a  maternal  mortality  of  i  to 
4.85  per  cent  in  271  cases  operated  upon  by  fourteen 
different  surgeons  who  performed  a  Braxton-Hicks 
bipolar  version.  The  obstetricians  in  the  author's 
community,  however,  failed  to  heed  Williams' 
advice  as  the  maternal  mortality  for  a  period  of 
twenty  years  up  to  1915  was  as  high  as  20  per  cent 
and  one  obstetrician  advocated  manual  dilatation. 

In  five-year  periods  from  1895  to  1920  the  mater- 
nal mortality  was  17, 15,  24,  20,  and  6  per  cent  while 
the  number  of  cases  for  the  same  periods  was  18,  26, 
42,  66,  and  66.  The  percentage  of  cases  in  the  same 
five-year  periods  in  which  use  was  made  of  Braxton- 
Hicks  bipolar  version  or  bags  was  o,  o,  2,  13,  and 
57  per  cent.  The  foetal  mortality  has  been  about 
48  per  cent  in  all  of  the  years  of  the  series. 

Various  factors  have  entered  into  the  improve- 
ment in  the  mortality  record.  One  is  that  when 
once  the  diagnosis  has  been  established,  the  staff 
cares  for  the  case  promptly  and  always  under  an 
anaesthetic.  Another  is  that  outside  physicians  do 
not  wait  for  severe  haemorrhage,  but  send  the 
patient  in  with  the  first  symptoms  of  slight  bleed- 
ing. 

Theoretically,  the  Braxton-Hicks  bipolar  version 
is  indicated  when  the  child  is  not  viable,  and  the 
use  of  bags  is  indicated  when  it  is  viable. 

Pituitrin  may  be  used  in  small  doses  in  cases  of 
floating  head,  fully  dilated  cervix,  and  inadequate 
pains,  but  only  in  the  lateral  and  marginal  varieties 
of  placenta  praevia. 

It  is  of  the  utmost  importance  not  to  follow  a 
Braxton-Hicks  version  with  a  forcible  immediate 
extraction. 

The  author  summarizes  his  conclusions  briefly 
as  follows: 

"I  believe  we  have  improved  our  personal  statis- 
tics in  placenta  praevia  by  a  more  frequent  resort  to 
conservative  methods  of  delivery,  specifically  Brax- 
ton-Hicks version  and  the  use  of  the  bag,  and  that 
while  other  factors  have  contributed  to  our  better 
results,  this  is  the  most  important  one,  and  that  one 
or  the  other  of  these  methods  should  be  used  to  the 
exclusion  of  manual  dilatation  and  extraction.  I  feel 
that  these  conservative  methods  of  treatment  are 
still  insuflSciently  regarded  by  physicians  in  the 
community. 

"I  feel  that  we  can  go  still  further  than  we  have 
gone  in  this  regard,  and  that  our  percentage  for  the 
next  five  years,  instead  of  being  57  per  cent  with  the 
use  of  bags  and  Braxton-Hicks  version,  should  be 
70  or  75  per  cent,  since  probably  20  per  cent  of  the 
hospital  cases  get  to  full  dilatation  by  the  time  they 


are  seen,  and  I  believe  that  with  this  change  there 
will  come  still  further  improvement  in  our  results. 
"  Six  per  cent  mortality  is  still  too  high,  still  higher 
than  the  old  German  figures  with  bipolar  version, 
but  compared  with  20  per  cent  in  the  previous  years, 
we  may  congratulate  ourselves  on  improvement." 

C.  H.  Davis,  M.D. 

Hirst,  B.  C:  The  Etiology  and  Treatment  of 
Eclampsia.    N.  York  M.  J.,  1921,  cxiv,  377. 

The  author  believes  that  the  toxins  of  eclampsia 
have  their  origin  chiefly  in  the  foetal  body  and  to  a 
lesser  degree  in  the  placenta.  The  process  of  their 
conversion  into  excretable  substances  begins  in  the 
placenta,  but  only  to  a  moderate  extent.  These 
substances,  added  to  the  load  of  a  heavy  protein 
diet,  sluggishness  of  the  bowels,  and  inactivity  of 
the  skin,  may  easily  cause  an  overload. 

The  treatment  of  eclampsia  consists  of  eliminative 
treatment,  sedative  treatment,  measures  to  reduce 
the  blood  pressure,  and  operative  treatment. 

The  eliminative  treatment  consists  of  diaphoresis, 
catharsis,  gastric  lavage,  and  colonic  flushing. 

In  the  sedative  treatment  morphine  alone  is  used 
but  is  given  only  if  the  convulsions  are  violent  and 
frequent. 

To  reduce  the  blood  pressure  an  initial  dose  of 
viratrum  viride  and  subsequently  nitroglycerin  are 
given.  Venesection  to  the  extent  of  16  oz.  is  done  if 
the  systolic  blood  pressure  is  at  or  above  180  mm. 

The  operative  treatment,  caesarean  section,  is  a 
last  resort.  R.  E.  Chkistie,  M;D. 

Couvelatre,  A.:  Indications  for  Conservative  Ab- 
dominal Caesarean  Operation  Other  Than 
Contracted  Pelvis  (Indications  de  roperation 
cesarienne  conservatrice  par  voie  abdominale  en 
dehors  des  retr^cissements  du  bassin).  Gynec.  el 
obst.,  1921,  iv,  358. 

The  results  obtained  by  conservative  abdominal 
caesarean  section  in  cases  of  contracted  pelvis  jus- 
tify the  application  of  the  operation  under  proper 
indications  to  other  cases. 

The  author  reports  eighty-six  cases,  in  forty-four 
of  which  the  operation  was  performed  before  labor 
had  begun  and  in  the  remainder  during  the  course 
of  labor.  The  principle  indications  for  the  pro- 
cedure, exclusive  of  contracted  pelvis,  are  the  ob- 
structions and  lesions  incidental  and  accidental  to 
parturition.  Of  the  obstructions  the  most  common 
are  uterine  fibroids  and  the  solid  and  cystic  tumors 
of  the  ovaries.  In  such  cases  the  surgeon  must 
decide  whether  or  not  the  uterus  should  be  removed. 

The  conditions  accidental  to  pregnancy  which  in- 
dicate caesarean  section  include  the  convulsive  syn- 
drome, utero-placental  apoplexy,  and  cardio-pulmon- 
ary  lesions.  A  second  group  are  the  abnormal 
insertions  of  the  placenta  accompanied  by  haemor- 
rhage, and  a  third  group,  the  various  complications 
of  delivery.  In  the  cases  of  abnormal  placental  im- 
plantation the  author  varies  his  treatment  between 
cjesarean  section  and  the  different  tyf)es  of  version, 
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depending  upon  the  stage  of  the  pregnancy  and  the 
physiological  function  of  the  uterus. 

Of  the  complications  of  delivery,  an  excessively 
large  infant,  vicious  irreducible  presentations,  anom- 
alies of  uterine  contraction,  and  the  menace  of 
uterine  rupture  constitute  the  most  common  indi- 
cations. Loyal  E.  Davis,  M.  D. 

Kerr,  J.  M.:    Indications  for  Csesarean  Section. 

Brit.  M.J.,  192;,  ii,  516. 

The  principal  indications  considered  sufficient  for 
cajsarean  section  before  the  time  of  Sanger  and 
Cameron  were  contracted  pelvis,  a  very  marked 
degree  of  deformity,  a  tumor  obstructing  the  pelvic 
inlet,  and  eclampsia.  The  suggestion  of  Lawson 
Tait  in  1898  that  placenta  previa  might  be  dealt 
with  by  this  procedure  appeared  radical. 

The  author  warns  against  the  danger  of  extending 
the  scope  of  the  operation  unduly  and  rashly.  Pelvic 
deformity  and  fibromyoma  obstructing  the  birth 
canal  are  definite  indications.  All  other  conditions 
are  relative,  and  discrimination  must  be  exercised  in 
the  selection  of  cases.  The  fault  of  caisarean  section 
at  the  present  time  is  that  it  leaves  the  uterus  per- 
manently injured  and  liable  to  rupture  at  a  subse- 
quent pregnancy. 

Kerr  considers  the  indications  for  caesarean  section 
under  thirteen  principal  heads: 

Contracted  pelvis.  Generally  speaking,  unless  the 
child  is  very  small,  a  conjugata  vera  of  8.1  cm.  calls 
for  section.  Limits  of  8.7  to  7.5  cm.  are  conditional 
indications,  based  upon  a  comparative  estimate  of 
the  proportions  of  the  foetal  head  and  pelvic  inlet. 
Pubiotomy  as  a  substitute  in  cases  of  contraction 
at  the  inlet  is  seldom  adequate,  but  in  suitable 
cases  of  contraction  at  the  outlet,  especially  in  the 
male  type  of  pelvis,  it  is  of  considerable  value. 

Tumors.  The  tumors  which  most  commonly 
obstruct  parturition  arc  fibromyoma  and  ovarian 
cystoma.  When  obstruction  of  the  canal  is  caused  by 
a  fibroid,  caesarean  section  is  indicated  definitely  as 
the  child  should  not  be  dragged  past  the  tumor.  In 
such  cases  the  foetal  mortality  is  high,  many  of  the 
children  are  premature,  and  the  tumor  interferes 
with  foetal  growth.  Ovarian  tumors  rarely  make 
section  necessary.  The  tumor  should  be  removed 
and  the  child  delivered  through  the  vagina. 

Eclampsia.  Caesarean  section  is  indicated  in  cer- 
tain cases  of  eclampsia  but  its  use  should  not  be 
generally  encouraged.  It  is  indicated  in  advanced 
pregnancy  with  no  dilatation,  no  labor,  and  no 
improvement  after  six  hours  of  treatment  by  saline 
infusion,  bleeding,  and  morphine.  The  foetal  mor- 
tality in  a  series  of  236  cases  was  44  per  cent,  and 
the  maternal  mortality,  30  per  cent. 

Placenta  prcevia.  In  the  future  caesarean  section 
will  probably  be  employed  in  the  cases  of  primi- 
gravidae  with  a  central  and  vaginal  variety  of 
placenta  prasvia. 

Accidental  hoemorrhage.  The  difference  between 
accidental  haemorrhage  and  placenta  praevia  is  a 
point   to   be   kept   clearly   in   mind.     The   child's 


chances  are  so  poor  that  its  consideration  is  not 
necessary.  There  is  need  for  a  more  conservative 
method  than  section  which  would  give  as  good  or 
nearly  as  good  results.  Kerr  believes  section  is 
required  in  relatively  few  cases  of  accidental 
haemorrhage. 

Ventrofixed  uterus.  Abdominal  delivery  is  indi- 
cated in  certain  cases  of  ventrofixed  uterus.  Freeing 
of  adhesions  and  allowing  pelvic  delivery  was 
accomplished  in  one  case. 

Interposition  operation.  This  operation  always 
results  in  extreme  dystocia,  which  usually  makes 
csesarean  section  necessary.  Interposition  should  be 
put  off  until  after  the  child-bearing  period. 

Prolapse  of  the  cord.  Abdominal  delivery  is 
indicated  when  this  complication  arises  in  an 
elderly  primigravida  with  a  rigid  cervix. 

Impacted  shoulder  presentation.  This  complication 
may  be  better  handled  by  version  in  early  cases 
and  decapitation  in  late  cases,  as  the  severe  types 
are  usually  of  such  character  that  the  child  would 
not  survive. 

Abnormal  conditions.  Abnormalities  in  the  pre- 
sentation of  the  child  and  a  large  child  constitute 
indications  for  caesarean  section  under  special 
circumstances. 

Retraction  and  contraction  rings.  Annular  con- 
tractions of  the  uterus  are  mentioned  as  possible 
indications. 

Rigid  cervix  and  vagina.  In  a  few  cases  these 
conditions  have  been  the  cause  of  sufliciently  severe 
dystocia  to  warrant  section.  Kerr  believes  that  in 
the  cases  of  primigravidac  it  is  more  often  advisable 
to  perform  a  cxsarean  section  than  to  allow  long 
labor  and  severe  lacerations  and  injury  to  both  the 
mother  and  the  child  by  the  forced  delivery  that 
often  is  necessary. 

No  set  rules  for  section  are  laid  down.  The 
decision  should  be  guided  by  conditions  and  made 
early.    X'acillation  in  obstetrical  practice  is  fatal. 

W.  N.  Rowley,  M.U. 

Holland,  E.:    Methods  of  Performing   Caesarean 
Section.    Brit.  M.  J.,  1921,  ii,  519. 

Prior  to  Saenger's  work  in  1882  the  uterine  wound 
in  caesarean  section  had  been  left  unsutured,  but 
since  that  time  his  method  has  been  generally  used 
with  unimportant  modifications.  The  classical 
method  has  stood  the  test  of  time  and  its  scope  has 
been  broadened  with  the  improvements  in  surgical 
technique  and  the  decrease  in  the  mortality.  Spieg- 
elberg,  in  1882,  gave  the  lowest  mortality  as  50  per 
cent.  The  only  indication  at  this  time  was  pelvic 
obstruction.  Routh's  collection  of  cases  of  caesarean 
section  in  the  United  Kingdom  from  1891  to  1910 
showed  a  reduction  in  the  mortality  due  to  better 
asepsis  and  earlier  ojjeration.  Two  groups  were  con- 
sidered: early  operation  with  intact  membranes, 
with  a  mortality  of  2.9  per  cent  in  469  cases,  and  late 
operation  with  ruptured  membranes  or  vaginal 
manipulation,  with  a  mortality  of  17.3  per  cent  in 
230  cases. 
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Kern's  recent  investigation  of  all  caesarean  sec- 
tions in  Great  Britain  and  Ireland  from  191 1  to  1920 
shows  a  total  of  4,cxx)  cases.  Operation  was  per- 
formed in  3,374  for  pelvic  contraction.  The  avail- 
able data  on  1,953  cases  show  that  operation  was 
done  on  1,202  patients  not  in  labor,  with  nineteen 
deaths;  on  389  patients  early  in  labor,  with  seven 
deaths;  on  224  patients  late  in  labor,  with  twentj^- 
four  deaths;  on  thirty-five  patients  after  the  induc- 
tion of  labor,  with  five  deaths;  and  on  103  patients 
after  attempted  forceps  delivery,  with  twenty-eight 
deaths.  The  stage  of  labor  in  the  remaining  1,421 
cases  is  not  known.  The  mortality  in  the  first  and 
second  groups  is  lower  than  in  the  cases  collected  by 
Routh,  while  that  of  the  patients  long  in  labor  re- 
mains high.  In  late  cases,  especially  when  delivery 
had  been  attempted  and  operation  was  done  for 
the  sake  of  the  child,  the  fcetal  mortality  was 
high,  due  to  cerebral  haemorrhage. 

The  defects  in  the  classical  operation  are:  (i)  the 
risk  of  sepsis  in  infected  or  suspected  cases,  (2)  rup- 
ture of  the  scar  in  subsequent  pregnancy  or  labor, 
(3)  possible  adhesions  to  the  intestines,  and  (4) 
adhesions  between  the  uterine  scar  and  omentum  or 
abdominal  wall.  The  author  repeats  in  considerable 
detail  the  factors  involved  in  the  improper  healing 
of  the  uterine  wound  as  outlined  by  Kern  in  a  recent 
article.  Suture  of  the  uterine  wound  must  be  done 
carefully  and  deliberately.  Interrupted  sutures 
through  the  whole  thickness  of  the  uterine  wall 
except  the  decidua  are  best.  They  should  begin  some 
distance  outside  the  edges  of  the  incision,  a  well- 
curved  needle  should  be  used,  and  a  wide  bite  of 
muscle  should  be  taken.  The  uterine  peritoneum  at 
the  time  of  incision  should  be  reflected  about  1.25 
cm.  Its  closure  can  be  accomplished  by  means 
of  a  running  suture  and  over  that  a  Lembert 
suture.  Complete  retraction  before  suturing  is  es- 
sential. The  author  considers  silkworm  gut  the 
best  suture  material,  silk  the  next  best,  and  catgut 
most  unsuitable. 

The  cervical  or  lower-segment  operation  is  next 
considered.  Recently  this  procedure  has  been 
revived.  Its  chief  exponent  in  England  is  Kerr. 
The  simple  transperitoneal  operation  is  described 
fully.  The  location  of  the  incision  low  in  the  uterus 
is  of  advantage  in  the  healing  because  of  the  lessened 
muscular  activity  and  bleeding  from  the  wound  at 
this  point  and  because  suturing  of  the  uterine  walls 
is  easier  in  this  region,  adhesions  to  the  intestines, 
omentum,  or  abdominal  wall  cannot  occur,  the 
uterine  wound  may  be  covered  by  means  of  the 
fascia  and  bladder,  the  operation  causes  less  dis- 
turbance of  the  abdominal  contents,  and  the 
uterine  scar  is  located  in  a  much  safer  area  for  sub- 
sequent pregnancy  because  the  lower  uterine  seg- 
ment is  not  subjected  to  stretching  until  late  in 
labor.  The  stretching  is  not  active  as  in  the  scar 
of  the  classical  operation.  Holland  states  that  in  his 
future  practice  he  will  use  the  transperitoneal  route 
unless  the  lower  segment  is  diflicult  to  reach  or 
fibroids  are  present.  W.  N,  Rowley,  M.D. 


LABOR  AND  ITS  COMPLICATIONS 

Polak,  J.  0.:  Forced  Labor:  Its  Status  in  Obstet- 
rical Teaching.  Am.J.Obst.  b"  Gynec,  1921,0,  237. 

The.  author  states  that  as  teachers  we  must  dis- 
tinguish between  what  is  safe  for  the  trained  special- 
ist to  do,  and  what  is  safe  for  us  to  teach  our  students 
to  do. 

In  order  to  justify  our  endorsement  of  such  pro- 
cedures as  induction,  the  use  of  prophylactic  for- 
ceps, elective  version,  elective  caesarean  section,  and 
forced  expulsion  of  the  placenta,  it  must  be  shown 
that  these  procedures  have  reduced  the  dangers  of 
childbirth  and  that  the  temporary  relief  gained 
from  shortening  the  labor  is  not  gained  at  the 
expense  of  greater  traiuna,  infection,  and  subse- 
quent invalidism  than  results  from  normal  labor. 

Further  than  this  we  must  show  that  the  occur- 
rence of  stillbirths  and  the  deaths  of  infants  during 
the  first  week  of  life  are  actually  reduced  in  num- 
ber. Unless  this  can  be  demonstrated,  meddling 
with  the  physiological  processes  of  labor  should 
be  discountenanced. 

The  introduction  of  the  bag  has  increased  the 
danger  from  infection,  displaced  the  presenting 
parts,  caused  malposition,  and  allowed  prolapse  of 
the  arm  and  cord. 

If  we  are  correct  in  our  belief  that  there  is  real 
danger  in  making  vaginal  examinations  in  labor 
during  the  first  stage,  and  if  wx  admit  that  rectal 
examination  really  cuts  down  the  dangers  of  con- 
tact infection  and  that  vaginal  examinations  add 
something  to  the  risk  of  infection,  it  is  illogical  to 
accept  the  insertion  of  a  foreign  body  into  the  cer- 
vix which  obstructs  drainage,  increases  traumatism, 
and  thus  adds  to  the  dangers  of  infection. 

Shortening  the  second  stage  of  labor  by  the  use  of 
pituitary  extract  or  the  routine  use  of  prophylactic 
forceps  with  lateral  discission  of  the  soft  parts 
should  not  be  taught  in  our  medical  schools. 

Version  cannot  be  considered  an  elective  pro- 
cedure in  normal  cases. 

Elective  caesarean  section  is  being  done  for  con- 
stantly widening  indications  and  undoubtedly  has  a 
place  in  our  obstetrical  armamentarium,  but  here 
again  this  easy  method  of  delivery  is  being  used  too 
freely  and  without  well-grounded  obstetrical  indica- 
tions. E.  L.  Cornell,  M.D. 

Henrotay,  J. :  The  Indications  for  Abdominal  Hys- 
terotomy During  Labor,  Exclusive  of  Con- 
tracted Pelvis  (Les  indications  des  hysterotomies 
abdominales  pendant  le  travail,  en  dehors  des  an- 
gusties  pelviennes).  Gynec.  el  obsl.,  1921,  iv,  335. 

Since  the  advent  of  strict  aseptic  operative  tech- 
nique, the  indications  for  abdominal  caesarean  sec- 
tion have  become  greatly  increased.  The  conditions 
which  may  necessitate  caesarean  section  are:  (i) 
the  patient's  general  condition:  (2)  conditions  in 
the  uterus  and  vagina:  (3)  conditions  in  the  uterine 
adnexa;  and  (4)  conditions  involving  the  foetus  and 
its  membranes. 
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Henrotay  has  never  resorted  to  caesarean  section 
in  the  treatment  of  eclampsia.  In  his  service  from 
1912  to  192 1  the  results  of  expectant  treatment  con- 
sisting of  bleeding,  large  doses  of  chloral,  and  hypo- 
dermoclysis  compared  favorably  with  the  results 
of  operative  interference.  Cardiac  decompensation, 
nephritis  with  uraemia,  and  death  of  the  mother  are 
indications  par  excellence  for  hysterotomy. 

Congenital  annular  stenosis  or  transverse  parti- 
tion of  the  vagina  are  not  in  themselves  indications 
for  operative 'interference.  On  the  other  hand,  ac- 
quired narrowing  of  the  vagina  often  necessitates 
delivery  by  abdominal  section  because  of  the  lack 
of  elasticity  in  the  fibrous  scar  tissue.  Stenosis, 
annular  luetic  sclerosis,  and  carcinoma  of  the  cer- 
vix are  all  logical  indications  for  interference.  In 
the  author's  opinion  the  symptoms  of  threatened 
uterine  rupture  must  be  incontestable  before  cae- 
sarean section  can  be  regarded  as  definitely  indicated. 
Ventrofixation  of  the  uterus  is  a  frequent  indication 
for  caesarean  section.  In  cases  of  uterine  fibroma 
there  is  no  harm  in  employing  the  test  of  labor  if  it 
is  done  under  strict  asepsis.  If  no  result  is  obtained 
hysterotomy  should  be  performed. 

Tumors  of  the  ovaries,  either  cystic  or  solid,  may 
be  handled  in  one  of  several  ways.  The  tumor  may 
be  removed  and  labor  allowed  to  goon  spontaneously, 
a  chance  being  taken  with  regard  to  the  possibility 
of  torsion  of  the  pedicle  and  the  tumor  as  well  as 
the  child  being  removed  at  one  operation,  or  the 
tumor  may  be  removed  and  cesarean  section  done 
at  a  subsequent  operation. 

Excessive  size  of  the  foetus  as  a  whole  or  of  its 
head,  transverse  presentation,  and  face  presentation 
furnish  indications  for  cesarean  section,  particularly 
if  there  is  abnormality  of  the  pelvis.  In  cases  of 
placenta  praevia  the  indications  are  dependent  upon 
the  absence  of  genital  infection,  the  presence  of 
intact  membranes  and  the  number  of  haimorrhages. 
Many  obstetricians  consider  a  case  septic  if  haemor- 
rhage is  repeated.  Henrotay  believes  hysterotomy 
is  indicated:  (i)  if  the  pregnancy  has  reached  the 
middle  of  the  eighth  month;  (2)  in  the  presence  of 
a  grave  persistent  haemorrhage;  and  (3)  in  a  non- 
infected  case.  If  caesarean  section  is  performed  in 
an  infected  case  of  placenta  praevia  it  should  be 
followed  immediately  by  hysterectomy. 

Loyal  E.  Davis.  M.  D. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Bimbaum,  R. :  Ligation  of  the  Veins  in  Puerperal 
Pyaemia;  a  Case  Cured  by  Ligation  of  the  In- 
ferior Vena  Cava  (Zur  Venenunterbindung  bei 
puerperalcr  Pyaemie;  ein  durch  Unterbindung  der 
Vena  cava  inferior  geheilter  Fall).  Arch.  J.  Gynaek., 
1921, cxiv,  535. 

Birnbaum  reports  the  case  of  a  woman,  31  years 
of  age,  who  had  an  abortion  during  the  second  month 
of  pregnancy  which  was  followed  by  severe  inflam- 
mation in  the  region  of  the  adnexa  on  the  left  side 
leading  to  abscess  formation.    Opening  of  the  ab- 


scess through  the  rectum  was  followed  by  temporary 
improvement,  but  fever  again  set  in  and  soon  as- 
sumed the  character  of  that  due  to  pyaemia. 

Alcohol  therapy,  intravenous  injections,  collargol 
enemata,  and  various  intramuscular  injections  were 
tried  but  had  no  permanent  effect.  Bacteriological 
examination  of  the  blood  showed  it  to  be  sterile. 
As  the  condition  gradually  grew  worse  and  the  rigors 
became  more  frequent,  ligation  of  a  vein  was  done 
in  the  twelfth  week  of  the  illness.  The  abdomen 
was  opened  by  a  median  laparotomy  under  chloro- 
form-ether anaesthesia.  The  left  adnexa  were  found 
adherent  to  the  uterus,  but  the  right  adnexa  were 
normal.  The  veins  of  the  right  pelvis  were  un- 
changed; those  on  the  left  showed  extensive  throm- 
bus formation  reaching  into  the  upper  part  of  the 
left  common  iliac  vein.  The  left  sf>ermatic  vein  and 
the  inferior  vena  were  ligated  about  5  cm.  above 
their  point  of  division. 

The  operation  was  well  tolerated.  The  only  note- 
worthy feature  was  a  very  high  pulse  rate  which 
made  its  appearance  immediately  after  the  ligation. 
Birnbaum  ascribes  this  to  the  markedly  increased 
work*  thrown  on  the  heart  muscle  by  the  greater 
resistance.  There  was  no  cyanosis  or  oedema  of  the 
extremities.    .\  complete  cure  resulted. 

In  connection  with  this  case  and  its  successful 
outcome  the  author  discusses  briefly  the  points  for 
and  against  ligation  of  veins  in  puerperal  pyaemia, 
the  manner  of  carr>'ing  it  out,  and  the  results  ob- 
tained. Different  authors  var>'  widely  in  their  views 
as  to  the  indications  for  the  operation.  The  bacteri- 
ological blood  findings  which  some  surgeons  have 
regarded  as  indications  have  been  rejected  as  worth- 
less by  others.  Birnbaum  agrees  with  von  Herff 
that  a  clear  and  satisfactory  indication  for  ligation 
of  the  veins  in  slow,  protracted  bacteraemia  cannot 
be  given  at  the  present  time.  The  procedure  can  be 
regarded  merely  as  an  attempt  to  effect  a  cure. 
.\ccording  to  Bumm,  the  best  results  are  obtained 
in  cases  of  chronic  pyaemia  of  a  number  of  weeks' 
duration.  In  the  acute  form  ligation  has  as  yet 
shown  itself  jx)werless. 

As  to  the  technique  of  the  operation  Birnbaum 
states  that  simple  ligation  of  the  vein  is  sufficient  to 
shut  off  the  purulent  thrombi  from  the  general  cir- 
culation and  bring  about  a  cure  of  the  local  process. 
The  vein  to  be  ligated  may  be  the  hypogastric  vein, 
the  common  iliac  vein,  the  spermatic  vein,  or  the 
inferior  vena  cava.  The  ligation  should  be  done  as 
high  up  as  possible  and  as  far  as  possible  from  the 
disease  focus.  Dencks  (Z). 


NEW-BORN 

Gelston,  C.  F.:  On  the  Etiology  of  Haemorrhagic 
Disease  of  the  New-Born.  Am.  J.  Din.  Child., 
1921,  xxii,  351. 

In  the  case  reported  it  was  possible  to  demon- 
strate at  the  time  of  the  haemorrhage  a  practical 
absence  of  prothrombin.    Within  eight  hours  after 
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the  cessation  of  the  haemorrhage,  prothrombin  was 
present  in  normal  quantities.  The  findings  show- 
disturbance  of  the  prothrombin-antithrombin  bal- 
ance and  its  most  remarkable  re-establishment.  It 
is  in  regard  to  the  latter  point,  i.  e.,  the  therapy  of 
the  disease,  that  the  mode  of  action  of  the  whole 
blood  becomes  the  subject  of  speculation. 

Several  possibilities  are  presented.  There  may  be 
simply  a  stimulation  to  the  production  of  pro- 
thrombin or  the  injection  may  supply  enough  pro- 
thrombin to  cause  cessation  of  the  bleeding  although 
not  fully  re-establishing  the  balance,  or  it  may  re- 
establish the  balance.  The  latter  hypothesis  seems 
illogical  considering  the  small  amounts  of  whole 
blood  necessary.  It  is  more  probable  that  a  com- 
bination of  the  first  two  possibilities  is  involved, 
there  being  a  stimulation  to  the  production  of  pro- 
thrombin and  also  the  addition  of  a  sufiicient 
quantity  in  itself  to  bring  the  constituents  just 
within  the  margin  compatible  with  approximately 
normal  function. 

The  use  of  whole  blood  is  now  advocated  in 
preference  to  that  of  other  substances.  The  most 
advantageous  site  for  injection  is  the  longitudinal 
sinus.  R.  E.  Christie,  M.D. 


MISCELLANEOUS 


Magid,  M.  O.:  Obstetrical  End-Results  of  the 
Tracheloplastic  Operation.  N.  York  M.  J.,  1921, 
cxiv,  387. 

The  fear  of  performing  cervical  repair  in  women 
during  the  child-bearing  period  is  unwarranted. 

Trachelorrhaphy  and  cervical  amputation  have 
outlived  their  usefulness  in  gynecological  surgery. 

The  tracheloplastic  operation  of  Sturmdorf  should 
be  performed  in  all  cases  of  chronic  endocervicitis, 
whether  the  cervix  is  lacerated  or  not. 

The  tracheloplastic  operation  has  no  unfavorable 
effect  on  the  possibility  of  future  conception,  preg- 
nancy, or  delivery. 

The  tracheloplastic  operation  in  the  treatment  of 
chronic  endocervicitis  acts  as  a  prophylactic 
measure  against  more  serious  adnexal  involvement 
and  the  occurrence  of  cancer  in  the  cervix. 

Leonard's  statistics  on  Emmet's  trachelorrhaphy 
and  Sim's  amputation  and  the  fact  that  the  patients 
whose  cases  are  reported  have  given  normal  birth 
to  living  children  after  tracheoplasty  render  further 
comment  on  the  merits  of  the  tracheloplastic  opera- 
tion unnecessary.  E.  L.  Cornell,  M.D.  . 
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ADRENAL,  KIDNEY,  AND  URETER 

Carelli,  H.  H. :  Pneumoperitoneum  and  an  Origi- 
nal Method  of  Observing  the  Kidney  Without 
Pneumoi^eritoneum  (Sur  le  pneumoperitoine  et 
sur  unc  m^thode  personelle  pour  voir  le  rein  sans 
pneumop6ritoine).  Bull,  et  mint.  Soc.  mid.  d.  ItSp.  de 
Par.,  1921,  Ixv,  1409. 

Pneumoperitoneum  permits  exploration  of  all  the 
organs  within  the  peritoneal  cavity.  To  increase 
the  visibility  of  the  kidney,  which  is  outside  the 
peritoneal  cavity,  Carelli  produces  an  artificial  em- 
physema in  the  surrounding  cellulo-adipose  tissues. 
This  is  done  in  the  following  manner: 

A  roentgenogram  having  been  made  with  metallic 
landmarks  on  the  skin,  a  fine  platinum  needle  from 
10  to  12  cm.  long  is  inserted  under  strict  asepsis 
as  far  as  the  transverse  process  of  the  second 
lumbar  vertebra.  When  the  process  is  reached  the 
course  of  the  needle  is  deviated  so  as  to  avoid  the 
process.  Oscillation  of  the  manometer  of  the  inject- 
ing apparatus  indicates  when  the  needle  is  embedded 
in  the  perirenal  adijwse  tissue.  The  gas  to  produce 
the  artificial  emphysema  is  then  injected  in  quan- 
tities ranging  from  200  to  600  c.  cm.  Carbon 
dioxide  is  best  for  this  purpose.  .Absorption  is  so 
rapid  that  if  several  roentgenograms  are  to  be 
made  they  must  be  taken  as  soon  as  the  emphysema 
is  produced  and  as  rapidly  as  possible.  The  slight 
discomfort  caused  by  the  gas  disappears  in  less  than 
half  an  hour.  W.  A.  Brennan. 

MacKenzie,  D.  W.:  The  Etiology  of  Renal  Infec- 
tions, with  Special  Reference  to  Urinary  Stasis 
in  Infections  of  the  Renal  Pelvis.  Canadian  M. 
Ass.  J.,  1921,  xi,  714. 

The  power  of  the  kidney  to  excrete  bacteria  has 
been  recognized  for  many  years  but  has  not  been 
sull'icicntly  appreciated  by  clinicians.  The  mere 
physical  presence  of  bacteria  does  not  constitute  a 
nephritis.  A  very  important  factor  in  the  production 
of  renal  infections  is  interference  with  kidney  drain- 
age. This  is  receiving  more  and  more  consideration. 
If  drainage  is  interfered  with,  as  in  kink  of  the 
ureter  or  sagging  of  the  kidney,  the  stagnant  urine 
affords  the  organisms  an  opportunity  to  multiply 
and  grow  and  distention  of  the  kidney  pelvis  renders 
the  kidney  tissues  less  resistant  to  infection. 

Of  the  common  mechanical  prcdip>osing  causes 
in  colon-bacillus  infections  of  the  kidney  we  find 
some  of  them  (such  as  peritoneal  adhesions,  tumor 
of  the  pelvic  organs  and  bowel,  and  pregnancy) 
outside  the  ureter,  and  some  (such  as  stone,  tumor, 
and  blood  clot)  within  the  ureteral  wall.  Among  other 
predisposing  factors  the  author  mentions  infectious 
diarrhoea  in  infants,  atrophy  of  the  vagina  in  the 


pyelitis  of  elderly  women,  kidney  displacement,  etc. 

A  brief  discussion  of  the  paths  of  infection  in  renal 
tuberculosis  is  given. 

Coccus  infections  of  the  kidney  are  often  preceded 
by  infection  in  remote  parts  of  the  body. 

The  author  discusses  the  subject  of  colon  bacillus 
infection  in  detail,  especially  as  regards  the  r61e 
played  by  the  predisposing  factors  mentioned,  and 
urges  thorough  urological  study  of  all  cases  of  renal 
infection. 

A  complete  analysis  of  his  cases  is  given  in  a 
one-page  table.  Herman  L.  Kretschmer,  M.D. 

Graves,  R.  C,  and  Templeton,  E.  R.:  Combined 
Tumors  of  the  Kidney.    J.  Urol.,  igai,  v,  517. 

Combined  renal  tumors  are  rare.  What  is  prob- 
ably the  first  discussion  of  such  growths  has  been 
recently  published  by  Berry  who  also  described  four 
cases  in  each  of  which  two  tumors  were  found  within 
one  kidney. 

In  1 89 1  Beneke  reported  two  cases  of  hyperne- 
phroma which  presented  sarcomatous  character- 
istics. He  believed  in  the  possibility  of  the  develop- 
ment of  sarcoma  from  adrenal  tissue. 

The  cases  reported  by  Graves  and  Templeton 
were  as  follows: 

Case  i.  A  man  52  years  of  age  entered  the  hos- 
pital complaining  of  hematuria  and  backache.  The 
hematuria  had  begun  one  year  previously  and  sub- 
sequently had  recurred  intermittently  and  fre- 
quently. 

The  routine  physical  examination  was  negative. 
Microscopic  examination  of  the  urine  showed  many 
white  blood  cells,  a  few  red  blood  cells,  and  an 
occasional  hyalin  cast.  The  excretion  of  phenol- 
sulphonephthalein  in  two  hours  amounted  to  60  per 
cent 

Cystoscopic  examination  revealed  clear  urine  from 
the  right  side  and  very  slightly  blood-tinged  urine 
from  the  left.  A  study  of  the  output  of  the  left 
kidney  showed  clumps  of  epithelial  cells  and  occa- 
sional red  blood  cells.  Cultures  were  negative.  A 
pyelogram  of  the  left  side  revealed  definite  distor- 
tion of  the  pelvic  outline  with  a  filling  defect  in  the 
region  of  the  superior  major  calyx. 

.'\s  a  diagnosis  of  hypernephroma  was  made,  a 
left  nephrectomy  was  performed.  On  the  posterior 
surface  of  the  kidney,  just  below  the  level  of  the 
hilus,  was  a  small,  rounded  protuberance  of  increased 
vascularity.  Immediate  section  of  the  organ  showed 
it  to  contain  two  separate  and  distinct  types  of 
tumor.  What  was  apparently  a  hyp>ernephroma 
had  produced  the  nodule  described,  while  the  upper 
portion  of  the  renal  pelvis  was  filled  with  a  papilloma. 
The  patient's  convalescence  was  entirely  unevent- 
ful. 
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In  the  pathologic  examination  it  was  found  that 
the  tumor  mass  on  the  posterior  surface  had  en- 
croached upon  the  pelvis  considerably.  It  was  firm, 
well  encapsulated,  and  uniformly  orange-yellow, 
and  contained  many  small  blood  vessels.  It  extended 
from  the  level  of  the  pelvis  to  2  cm.  from  the  cap- 
sule of  the  kidney  below,  but  did  not  communi- 
cate with  the  pelvis  in  any  portion.  Below  this 
tumor  mass  there  was  slight  flattening  of  the  pyra- 
mids. A  frozen  section  of  the  cauliflower  growth  in 
the  upper  portion  of  the  pelvis  showed  a  papillary 
carcinoma  arising  from  the  pelvic  epithelium.  The 
tumor  in  the  lower  pole  was  a  hypernephroma.  The 
pathologist's  diagnosis  was  papillary  carcinoma  of 
the  renal  pelvis  with  extension  into  the  kidney; 
hypernephroma;  chronic  vascular  nephritis. 

Case  2.  A  man  aged  52  years  entered  the  hospital 
complaining  of  haematuria  which  he  had  noted  for 
the  first  time  six  weeks  previously.  Physical  exam- 
ination was  negative. 

Microscopic  examination  of  the  urine  showed  a 
few  red  blood  corpuscles.  The  excretion  of  phenol- 
sulphonephthalein  in  two  hours  amounted  to  70 
per  cent.  Cystoscopic  examination  showed  the 
bladder  and  the  left  ureter  to  be  normal.  The 
right  ureter  allowed  the  insertion  of  a  No.  5  catheter 
for  the  full  distance  with  difficulty,  and  no  flow  of 
urine  was  obtained. 

Routine  X-ray  studies  of  the  urinary  tract  were 
negative.  In  the  making  of  a  pyelogram,  19  c. 
cm.  of  sodium  bromide  solution  were  injected  into 
the  pelvis  of  the  right  kidney.  A  definite  dilatation 
was  demonstrated,  but  the  pj^elogram  shadow  was 
very  faint  and  poorly  defined. 

Operation  was  performed  following  a  diagnosis  of 
hydronephrosis.  A  pyelotomy  wound  permitted  the 
escape  of  urine  which  was  apparently  stained  with 
old  blood.  Through  the  defect  in  the  pelvis  bulged 
a  soft  friable  tissue  which  was  unmistakably  of 
tumor  origin.  The  ureter  was  therefore  divided  well 
below  the  level  of  dilatation  and  thickening  and  a 
nephrectomy  was  performed.  The  convalescence 
was  satisfactory. 

Pathologic  examination  of  the  removed  kidney 
showed  a  massive  papillary  fungating  growth  oc- 
cupying the  greater  part  of  the  pelvis,  closely  follow- 
ing the  epithelial  lining  of  the  calices,  and  extending 
3  cm.  into  the  ureter  which  it  practically  occluded. 
The  main  tumor  was  white  but  the  tips  of  many 
of  the  papillary  growths  were  quite  vascular  and 
red.  Many  of  the  calices  contained  dark  red  blood 
clots.  The  cortex  of  the  kidney  was  irregular. 

Section  of  the  p)elvic  tumor  showed  closely  packed, 
wide,  papillomatous  outgrowths  which  formed  blunt 
villous  projections  into  the  pelvis.  These  villi  were 
supported  by  a  central  cord  of  connective  tissue  in 
which  ran  a  few  thin-walled  blood  vessels. 

The  pathologic  diagnosis  was  papilloma  of  the 
renal  pelvis;  papillary  renal  cystadenoma. 

In  each  of  these  cases  the  presence  of  combined 
tumors  was  evident  upon  examination  of  the  gross 
specimen.    In  both  cases  there  were  two  separate 


and  distinct  epithelial  tumors,  but  in  Case  i  they 
were  both  malignant  whUe  in  Case  2  they  were  both 
apparently  benign.  In  neither  case  did  the  routine 
physical  examination  reveal  the  presence  of  a  tumor, 
although  it  seems  that  in  Case  2,  at  least,  a  mass 
should  have  been  palpated. 

Pyelography  clinched  the  diagnosis  in  both  in- 
stances. In  one,  a  filling  defect  was  shown;  in  the 
other,  a  hydronephrotic  dilatation,  the  shadow  of 
which  was  faint  and  ill-defined. 

With  regard  to  stones  and  chronic  infection  as 
possible  etiological  factors  in  the  development  of 
renal  pelvis  tumors  the  authors  call  attention  to  the 
fact  that  neither  calculi  nor  evidences  of  chronic 
pyelitis  were  found  in  these  cases. 

Theodore  Drozdowitz,  M.D. 

Posadas,  J.  N. :  A  New  Method  For  Fixation  of  the 
Kidney:  Hemicapsular  Nephropexy  (Un  nuevo 
procedimiento  para  la  fijacion  del  rinon;  nefropexia 
hemicapsular).   Semana  med.,  1921,  xxvtU,  498. 

In  Albarran's  method  of  kidney  fixation,  which 
is  the  method  used  most  generally,  the  connective 
tissue  which  holds  the  kidney  in  place  develops  to 
such  an  extent  that  in  some  cases  it  may  stimulate 
a  true  tumor  and  cause  disturbances  even  more 
severe  than  those  sufl^ered  before  the  operation. 
The  compressive  effects  exerted  on  the  abdominal 
organs  cause  their  descent  in  the  abdominal  cavity, 
and  the  continual  traction  produces  a  renewed  de- 
scent of  the  kidney.  Posadas  has  observed  these 
results  in  three  cases  operated  upon  by  this  method 
in  which  there  could  be  no  question  as  to  the  cor- 
rectness of  the  technique  as  two  of  the  op)erations 
were  done  in  Albarran's  clinic. 

Posadas  therefore  usually  prefers  an  orthopedic 
fixation  although  there  are  some  cases  in  which 
resort  must  be  had  to  nephropexy.  For  the  latter 
he  has  devised  a  method  which  tends  to  overcome 
the  disadvantages  of  Albarran's  method.  In  this 
procedure  only  the  posterior  surface  of  the  kidney 
is  decorticated  and  the  fixation  adhesions  are  es- 
tablished in  the  lumbar  region  where  the  kidney 
rests  normally.  The  method  has  given  excellent 
immediate  and  end-results. 

The  cutaneous  incision  and  the  liberation  of  the 
kidney  are  the  same  as  in  every  nephrotomy  except 
that  Koenig's  rectilinear  incision  is  preferred  to 
Guyon's  curvilinear  incision.  If  the  latter  is  used  it 
is  made  further  from  the  vertebral  column  to  give 
better  exposure  of  the  lumbar  musculature. 

When  the  kidney  is  freed,  four  incisions  beginning 
in  the  posterior  and  middle  part  of  the  renal  pelvis 
are  made  on  the  capsule  of  its  posterior  surface. 
Care  is  taken  not  to  injure  the  parenchma.  A  can- 
nulated  sound  is  introduced  beneath  the  capsule 
and  the  cutting  is  done  over  it.  Three  triangles  are 
thus  formed  ABO,  BOC,  and  COD.  (See  Fig.), 
These  are  carefully  dissected  from  the  apex  to  the 
base  so  that  three  triangular  flaps  are  formed.  The 
flaps  are  then  sutured  to  the  lumbar  muscles  at  the 
proper  height  according  to  the  Albarran  technique. 
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The  upper  flap  is  fixed  in  the  eleventh  rib  or  inter- 
costal space;  the  middle  flap  is  fixed  according  to 
the  size  of  the  renal  pedicle  either  to  the  deep  mus- 
cles or  the  muscular  edge  of  the  incision;  and  the 
lower  flap  is  fixed  in  the  mass  of  the  lumbar  muscles. 
The  adipose  capsule  is  used,  as  in  other  methods,  to 
strengthen  the  fixation.  W.  A.  Brsnnan. 

Judd,  E.  S. :  Surgery  of  the  Ureter.    Minnesota  Med. 

1921,  iv,  S97. 

Surgical  operations  on  the  ureter  are  common 
and,  as  evidenced  by  the  results  at  the  Mayo  Clinic, 
arc  carried  out  very  satisfactorily.  The  close 
association  between  the  ureter  and  peritoneum  is 
an  important  guide  during  the  operation,  the  ureter 
invariably  being  carried  with  the  peritoneum  when 
the  latter  is  reflected.  The  extraperitoneal  method 
of  exposure  is  preferred  although  under  unusual 
circumstances  it  may  be  advisable  to  open  the 
peritoneum.  At  times  the  peritoneum  may  be 
accidentally  opened  during  the  exposure  of  the 
ureter;  if  it  is  carefully  closed  no  harm  will  result. 

Congenital  anomalies  of  the  ureter  are  common, 
but  as  a  rule  only  a  small  number  require  surgical 
treatment.  Intermittent  hydronephrosis  is  some- 
times associated  with  a  congenital  ureteral  anomaly. 
Its  exact  etiology  is  not  well  understood.  As  a  rule 
plastic  operations  for  the  relief  of  the  condition  are 
not  satisfactory. 

The  author  refers  also  to  the  rather  rare  condition 
of  extravesical  ureter.  In  such  cases  the  urine  is 
delivered  outside  the  vesical  sphincter  or  into  the 
vagina,  causing  partial  incontinence.  Ligation  or 
transplantation  of  the  misplaced  ureter  may  be 
done  successfully. 

The  ureters  are  rarely  injured  by  external  force 
but  such  injuries  are  more  frequent  at  childbirth  or 
during  the  course  of  an  operation.  The  latter 
occurrence,  however,  is  not  so  common  as  formerly 
as  greater  care  is  now  taken  to  avoid  the  ureters  and 
fewer  extensive  hysterectomies  are  done.  Inflam- 
mation of  the  ureter  alone  is  not  very  common. 


Usually  such  a  condition  is  asssociated  with  an  infei  - 
tion  of  the  kidney.  Independent  inflammations  in 
the  ureter  may  occur  in  the  form  of  stricture  or 
involve  a  greater  portion  of  the  duct;  a  true  stricture 
of  the  ureter  is  not  common.  In  most  cases  in  which 
a  kidney  and  ureter  are  both  diseased  it  may  be 
better  to  leave  the  treatment  of  the  ureter  for  a 
second  operation.  Many  small  ureteral  stones  pass 
spontaneously  while  many  others  may  be  removed 
by  cystoscopic  manipulation.  Open  operation  is 
very  satisfactory  and  should  be  performed  when 
cystoscopic  procedures  are  contra-indicated  or 
would  not  be  well  tolerated. 

Primary  tumors  of  the  ureter  are  rare  but  those 
secondary  to  papillomata  of  the  renal  pelvis  are  not 
uncommon.  In  all  cases  of  papilloma  of  the  kidney 
pelvis  the  entire  ureter  should  be  removed,  although 
it  may  be  necessary  to  do  this  at  a  second-stage 
operation. 

In  conclusion  the  author  discusses  the  details  of 
the  technique  of  some  of  the  operations  on  the  ureter. 

G.  S.  FouLDS,  M.B. 

BLADDER,  URETHRA,  AND  PENIS 

Boeminghaus,  H.:  Kxtraperitonization  of  the  Uri- 
nary Bladder  (Voelckerj  as  a  Method  of 
Choice  in  Resections,  Diverticula,  and  Total 
Extirpations;  Five  Illustrative  Cases  (Die  Ex- 
irapcritonisierung  der  Ilarnblasc  (Voclckcr)  als 
Methode  der  Wahl  bei  Resektionen,  Divertikeln 
und  Totalextirpationen;  fuenf  einschlaegige  Faelle). 
Deutsche  Zlschr.  f.  Chir.,  1921,  clxv,  257. 

The  author  describes  a  method  used  successfully 
by  Voelcker  in  five  cases  in  ©perations  on  the  blad- 
der when  it  was  particularly  desirable  to  have  the 
organ  in  full  view  and  easy  of  access.  Having  made 
a  transverse  incision  through  the  abdominal  walls 
above  the  symphysis,  he  drew  the  peritoneum  from 
the  bladder  as  high  up  as  possible  without  cutting 
it.  He  then  opened  the  peritoneum  and,  beginning 
at  the  top,  made  an  oval  cut  around  the  greater  part 
of  the  vertex  and  f)osterior  vesical  wall  which  arc 
covered  with  p>eritoneum.  The  margins  of  this  de- 
fect in  the  peritoneum  were  drawn  together  with  a 
continuous  suture,  and  during  the  remainder  of  the 
operation  were  protected  by  a  compress.  The  blad- 
der was  thus  mobilized  and  rendered  accessible  from 
all  sides.  J 

In  the  same  manner  the  operability  of  a  tumor  can       " 
be  easily  ascertained  without  opening  the  bladder. 
The  employment  of  the  method  described  or  of  the 
simple  high  section  must  be  decided  by  cystoscopic 
examination. 

In  conclusion  Boeminghaus  recommends  Prae- 
torius's  method  of  stopping  hjemorrhages  from  tu- 
mors by  instilling  into  the  bladder  10  c.  cm.  of  a 
20  per  cent  solution  of  coUargol.       Kuemmell  (Z). 

Crenshaw,  J.  L.:  Vesical  Calculus.  J .  Am.  M.  Ass., 
1921,  Ixxvii,  1071. 

This  article  is  based  on  a  study  of  606  cases  of 
vesical  calculus  observed  at  the  Mayo  Clinic  from 
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1907  to  1921.  Fifteen  tables  give  in  detail  the  main 
facts  concerning  the  patients'  age  and  sex,  the  meth- 
od of  removing  the  calculus,  the  cystoscopic  and 
roentgen-ray  findings,  coexistent  urologic  conditions 
and  calculi,  the  causes,  the  mortality,  and  recurrence. 

Of  the  606  patients  95  per  cent  were  males  and  5 
per  cent  were  females.  The  youngest  was  4  years  of 
age,  and  the  oldest,  86.  The  average  age  was  55 
years.  The  decade  of  greatest  incidence  was  between 
6r  and  70  (30  per  cent  of  the  cases).  Between  the 
ages  of  51  and  71  the  incidence  was  57  per  cent. 
Crenshaw  cites  the  .figures  of  other  authors  showing 
that  in  the  United  States  the  incidence  of  stone  is 
greatly  increased  after  the  age  of  50  whereas  in 
certain  other  countries  vesical  calculus  is  largely  a 
condition  of  childhood  and  early  adult  life. 

The  diagnosis  was  made  by  means  of  the  X-ray 
and  cystoscope.  The  X-ray  examination  was  pos- 
itive in  77  per  cent,  negative  in  20  per  cent,  and 
indeterminate  in  3  p)er  cent.  Cystoscopy  was  posi- 
tive in  97  per  cent,  negative  in  2  per  cent,  and  inde- 
terminate in  I  per  cent.  The  high  percentage  of 
positive  diagnoses  made  with  the  cystoscope  is  ex- 
plained by  the  fact  that  the  cystoscopist  usually  had 
the  benefit  of  seeing  the  plates  before  making  his 
examination.  It  may  be  said,  therefore,  that  com- 
bined roentgen  and  cystoscopic  diagnosis  is  accurate 
in  97  per  cent  of  the  cases. 

Stone  in  a  tuberculous  bladder  was  found  in  only 
one  case.  In  twenty-one  cases  a  diverticulum  of  the 
bladder  was  discovered  with  the  cystoscope,  and 
in  twelve  cases  at  operation,  making  a  total  of  5.5 
per  cent  of  patients  with  diverticula  which  seemed 
to  be  a  causative  factor  in  the  formation  of  stone. 
The  incidence  of  diverticulum  of  the  bladder  is 
much  greater  than  is  usually  believed,  and  stone 
in  the  bladder  occurs  in  about  14  per  cent  of  these 
cases. 

Two  hundred  and  twenty-eight  patients  had  an 
average  of  4  oz.  of  residual  urine.  In  twenty-six 
cases  the  residue  was  questionable.  The  largest 
stone  in  the  series  measured  6.5  by  5  cm.  Stones 
may  form  rapidly;  in  one  of  the  cases  in  this 
series  a  well-defined  stone  was  formed  around  a 
catheter  head  in  four  weeks.  Of  the  606  patients, 
577  were  operated  on;  386  had  single  stones,  190  had 
multiple  stones,  and  one  had  a  pseudo-stone. 

A  severe  renal  colic  is  often  forgotten  by  the 
patient,  particularly  if  several  years  have  elapsed 
between  its  cessation  and  the  onset  of  the  bladder 
syniptoms.  When  a  bladder  stone  is  found  the 
patient  should  be  questioned  in  detail  with  regard 
to  previous  pain  in  the  region  of  the  kidney. 

Among  the  causes  and  sources  of  stone  are:  (i) 
retention  due  to  prostatic  obstruction,  stricture, 
atony,  deformity  of  the  bladder,  and  cystitis;  (2) 
the  kidney;  (3)  cystitis;  (4)  a  foreign  body;  (5) 
diverticulum  of  the  bladder;  (6)  the  prostatic  ure- 
thra; (7)  congenital  stones;  and  (8)  pseudo-stone. 

The  stones  were  removed  by  suprapubic  cystot- 
omy, by  lithotrity,  through  the  cystoscope,  through 
the  urethra,  and  by  perineal  cystotomy.    The  low 


mortality  of  litholapaxy  and  the  ease  with  which 
the  operation  can  be  performed  under  caudal  anaes- 
thesia should  tend  to  increase  the  use  of  this  method. 
Its  advantages  more  than  compensate  for  the  very 
slight  increase  in  recurrence. 

In  577  cases  operated  on  the  mortality  was  6.23 
per  cent.  In  selected  cases  other  operations  asso- 
ciated with  the  removal  of  a  stone  do  not  materially 
increase  the  mortality. 

The  majority  of  recurrences  could  be  avoided  if 
precautions  were  taken  to  remove  the  cause  of  the 
original  stone.  X-ray  and  cystoscopic  examination 
should  be  made  after  the  removal  of  the  stone  in 
order  to  make  sure  that  no  fragments  remain. 
Infected  kidneys  should  be  cleared  up  with  pelvic 
lavage  and  the  removal  of  foci  of  infection.  Renal 
lithiasis,  if  present,  should  be  removed.  Cystitis 
should  be  cleared  up  by  bladder  lavage.  Causes  of 
retention  should  be  removed.  Diverticula  should  be 
obliterated  if  they  retain  urine  or  cause  cystitis. 
Hygienic  and  dietetic  measures  should  be  instituted 
to  improve  the  general  health. 

O.  S.  Proctor,  M.D. 

MISCELLANEOUS 

Randall,  A.,  Small,  J.  C,  and  Belk,  W.  P.:  Trop- 
ical Inguinal  Granuloma  in  the  Eastern 
United  States.    /.  Urol..  1921,  v,  539. 

The  authors  report  the  results  of  a  study  of  eleven 
cases  of  tropical  inguinal  granuloma  in  the  eastern 
part  of  the  United  States.  This  disease  has  been 
present  practically  constantly  in  the  Philadelphia 
General  Hospital.  It  has  been  confused  both  here 
and  elsewhere  with  other  conditions,  among  which 
may  be  mentioned  lues,  chancroidal  infections, 
tuberculosis,  condyloma,  and  carcinoma. 

Four  cases  studied  histologically  showed  prolif- 
eration of  fibrous  tissue  and  enormous  numbers  of 
polymorphonuclear  leucocytes  and  endothelial 
cells.  The  vessel  walls  were  somewhat  thickened,  as 
in  chronic  inflammatory  processes,  and  there  was  in 
every  case  some  proliferation  of  the  squamous  epithe- 
lial cells  of  the  skin.  In  some  cases  slight  necrosis 
was  present.  Sections  from  two  rabbits  on  which  a 
necropsy  was  performed  showed  identical  pictures. 

When  stained  with  Wright's  or  Giemsa's  stain  the 
organisms  appeared  as  oval  pink  bodies  with  a 
bacillary  or  diplococcoid  body  occupying  the  longi- 
tudinal axis,  or  as  small  rounded  pink  bodies  with  a 
dark  blue  coccoid  body  in  the  center.  The  pink  outer 
zone  was  a  wide  bacillary  capsule;  the  dark  blue 
central  bodies  represented  metachromatic  granules 
within  the  bacillary  body  proper.  The  true  outline 
of  the  bacillary  body  could  be  seen  only  after  the 
capsule  had  been  entirely  decolorized  with  distilled 
water. 

The  organisms  were  found  within  the  cytoplasm 
of  large  mononuclear  cells.  In  these  cells  they  had 
weU-defined  capsules  or  appeared  as  nests  of  bacteria 
without  capsules  occupying  a  rounded  area  within 
the  cell.   In  such  nests  the  bipolar  staining  was  ob- 
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served.  The  polymorphonuclear  leucocytes  did  not 
contain  encapsulated  forms. 

The  granuloma  organisms  were  grown  in  cultures 
in  four  instances.  Surface  inoculation  of  Sabarand's 
maltose  agar  (2  per  cent  acid)  as  recommended  by 
Aragao  and  Vianna  proved  most  successful.  The 
acidity  tended  to  inhibit  some  of  the  contaminating 
bacteria  and  permitted  profuse  growth  of  the  granu- 
loma bacillus.  The  growth  was  quite  characteristic 
after  twenty-four  hours.  Colonies  app>eared  slightly 
grayish  white,, moist,  glistening,  and  dome-shaped 
or  round  with  a  regular  base  from  i  to  3  mm.  in 
diameter.  When  touched  with  an  inoculating 
wire  they  appeared  to  be  viscid.  In  transmitted 
light  they  were  transluscent.  They  were  usually  the 
largest  colony  appearing  in  these  mixed  cultures  of 
the  material  taken  directly  from  the  lesions  and 
very  readily  recognized.  In  subcultures  growth 
occurred  in  all  of  the  simpler  media. 

Briefly  described,  the  organism  is  a  non-motile, 
non-sporulent,  encapsulated  gram-negative  bacillus 
which,  with  Romanowsky  staining,  shows  meta- 
chromatic granules  as  well  as  capsules.  It  docs  not 
liquefy  gelatin  or  coagulated  serum  and  it  does 
not  form  indol.  It  haemolyzes  blood  in  agar  plates. 
It  coagulates  and  acidifies  milk  within  twenty-four 
hours.  It  ferments  dextrose,  levulose,  lactose,  galac- 
tose, saccharose,  malatose,  arabinose,  mannitol, 
salicin.  inulin,  and  dextrin.  It  does  not  ferment  dul- 
citol  or  rice  starch. 

Intraperitoneal  inoculation  kills  white  mice  and 
guinea  pigs  in  twenty-four  to  forty-eight  hours.  The 
organisms  are  recovered  at  necropsy  from  the  peri- 
toneal fluid,  the  blood,  and  the  various  organs. 

As  a  rule  tropical  inguinal  granuloma  begins  as  a 
small  non-inflammatory  papule  which  subsequently, 
after  rupture  and  the  exudation  of  slightly  purulent 


fluid,  does  not  heal  and  exhibits  a  progressive  ten- 
dency toward  slow  proliferation.  The  lesion  is  a 
bright-red,  exuberant  overgrowth  of  soft  granula- 
tion tissue.  It  has  absolutely  no  similarity  to  an  ul- 
cer with  an  eroding,  undermining,  necrotic  base.  The 
older  lesions  show  at  times  a  tendency  to  cicatrize 
at  some  points.  Large  lesions,  esf>ecially  those  in  the 
perineum,  become  bulbous,  simulating  condylomata 
acuminata. 

There  are  few  subjective  symptoms.  In  practi- 
cally all  cases  there  is  a  definite  degree  of  secondary 
ansemia. 

.Ml  of  the  cases  studied,  with  one  exception,  were 
those  of  negroes.  The  clinical  diagnosis  was  based 
entirely  on  the  bacteriological  findings. 

The  treatment  of  these  lesions  was  most  disap- 
pointing until  antimony  was  employed.  Even  the 
X-ray  has  not  been  beneficial,  a  recurrence  having 
developed  in  at  least  50  per  cent  of  the  cases  in  which 
it  was  used. 

Following  V^ianna's  work,  antimony  was  given 
intravenously  in  the  form  of  tartar  emetic.  Begin- 
ning with  a  dose  of  0.04  gm.  this  amount  was 
quickly  increased  to  a  maximum  of  o.i  gm.  The 
first  treatments  were  given  daily.  Most  of  the 
patients  tolerated  this  medication  until  about  ten 
doses  had  been  given. 

The  lesion  became  bacteriologically  sterile  after 
the  second  or  third  dose  of  the  tartar  emetic.  Heal- 
ing began  within  forty-eight  hours  after  the  first 
dose,  and  from  then  on  almost  daily  progress  was 
noted. 

Of  the  eleven  cases  studied  healing  has  occurred 
in  eight.  Following  the  advice  of  Vianna,  the  auth- 
ors give  all  patients  a  course  of  injections  after  com- 
plete healing  has  been  effected  in  order  to  prevent 
recurrence.  Theodore  Drozdowttz.  M.D. 


SURGERY  OF  THE  EYE  AND  EAR 


EYE 

White,  L.  E. :  The  Etiology  and  Pathology  of  Loss 
of  Vision  from  the  Accessory  Sinuses.  Boston 
M.  S.  J.,  1921,  clxxxv,  457. 

White  gives  the  clinical  and  pathologic  findings 
in  a  number  of  cases,  and  discusses  the  various 
theories  as  to  the  development  of  blindness  of  this 
type.  He  points  out  the  apparent  relationship  be- 
tween Bell's  palsy  of  the  seventh  nerve  and  retro- 
bulbar neuritis.  Herter  attributes  Bell's  palsy  to  an 
inflammation  which,  as  the  result  of  exposure  to 
cold,  has  extended  from  a  previously  existing  otitis 
media  to  the  seventh  nerve  or  perhaps  its  sheath  in 
the  fallopian  canal.  Reik  advises  examination  of 
the  ears  in  cases  of  Bell's  palsy  and  incision  of  the 
drum  membrane  on  the  slightest  indication. 

White  suggests  that,  as  a  result  of  inflammation 
in  a  posterior  sinus,  a  similar  direct  extension  might 
involve  the  optic  nerve.  He  discusses  also  the  re- 
sponsibility of  toxaemia,  bacteraemia,  and  hyperplasia. 
The  principal  points  in  the  article  are  summarized 
as  follows: 

1.  Acute  infections  in  the  adjacent  sinuses  spread 
by  continuity  of  structure  to  the  sheath  of  the  nerve, 
or  even  to  the  optic  nerve  itself,  while  in  the  more 
remote  sinuses  the  infection  becomes  walled  off. 

2.  If  retrobulbar  and  optic  neuritis  can  be  caused 
by  alcohol,  lead,  tobacco,  quinine,  optochin,  ethyl- 
hydrocuprein,  arsenic,  lues,  etc.,  there  is  little  doubt, 
reasoning  by  analogy,  that  toxins  originating  in  the 
accessory  sinuses  or,  for  that  matter,  anywhere  in 
the  body,  may  have  a  similar  action  on  the  optic 
nerve.  Toxaemia  was  considered  the  primary  factor 
in  eight  of  thirty-three  cases  studied. 

3.  If  bacteria  are  carried  from  a  focus  into  various 
parts  of  the  body  by  the  blood  or  lymph  streams, 
they  can  certainly  be  carried  to  the  optic  nerve 
from  an  infected  sinus. 

White  speaks  of  hyperplasia  as  probably  a  second- 
ary or  predisposing  factor  more  frequently  than  a 
primary  factor  because  it  is  found  so  often.  "Hyper- 
plasia plus  infection  and  direct  extension  to  the  optic 
nerve  is  of  far  greater  importance  than  the  mere 
fact  that  the  tissue  has  become  hyperplastic." 

"Whatever  may  be  the  true  explanation  of  the 
pathology,  it  would  seem  at  the  present  time  advis- 
able to  recognize  the  clinical  fact  that  where  no 
other  cause  for  the  neuritis  can  be  discovered  the 
opening  of  the  accessory  sinuses  either  by  depletion 
or  by  ventilation,  or  by  getting  rid  of  some  bacteria, 
generally  proves  beneficial.  Meanwhile,  any  patient 
who  has  been  thoroughly  investigated  should  not 
be  deprived  of  the  benefits  of  this  operation  just 
because  the  bacteriology  or  pathology  is  not  thor- 
oughly understood."  Thomas  D.  Allen,  M.D. 


Garraghan,  E,  F.:   Papilloma  of  the  Cornea.    Am. 

J.  Ophlh.,  1921,  iv,  717. 

A  stone  cutter,  ^1  years  of  age,  a  moderate 
smoker,  with  no  familial  history  of  malignancy  and 
no  history  of  injury  to  the  eye,  noticed  the  ap- 
pearance of  a  small  red  spot  on  the  eyeball  at  the 
inner  canthus.  This  tumor-like  mass  gradually 
increased  in  size  until  it  covered  four-fifths  of  the 
cornea.  In  appearance  it  was  an  ext  ensive  granular 
mass,  raspberry  like,  pink,  firmly  attached  to  the 
sclero-corneal  margin,  and  lying  rather  freely  upon 
the  eyeball.  On  the  nasal  side  it  was  attached  to 
a  small  area  of  the  cornea. 

Microscopic  examination  of  the  excised  growth 
showed  it  to  be  a  papilloma  with  mild  secondary 
inflammatory  reaction.  The  mass  has  recurred  three 
times. 

Epibulbar  tumors  originating  in  the  cornea  proper 
are  rare.  Most  of  the  tumors  involving  the  cornea 
have  their  origin  in  the  sclero-corneal  margin  or  the 
conjunctiva. 

In  the  case  reported  the  recurrence  of  the  growth 
showed  the  tendency  of  such  tumors  to  become 
malignant.    Other  cases  of  the  kind  are  cited. 

C.  CoRBiN  Yancey,  M.D. 

Ziegler,  S.  L. :  Complete  Discission  of  the  Lens  by 
the  V-Shaped  Method.  /.  Am.  M.  Ass.,  1921, 
Ixxvii,  1 100. 

Discission  is  the  operation  of  choice  in  cases  of 
soft  cataract,  whether  congenital,  juvenile,  choroidal, 
or  traumatic,  and  also  for  the  removal  of  the  lens 
in  high  myopia.  One  of  the  chief  disadvantages  of 
discission  as  now  practiced  is  that  at  least  three,  and 
often  four  or  more,  operations  are  necessary:  the 
first,  a  small  incision  in  the  anterior  capsule;  the 
second,  a  bolder  stirring  up  of  the  cortex  (sometimes 
repeated);  and  the  third,  a  posterior  capsulotomy. 
To  these  may  be  added  a  possible  fourth,  a  para- 
centesis for  swollen  cortex. 

To  escape  all  of  these  complications  and  to  hasten 
convalescence  the  author  j)erforms  discission  by 
dividing  the  lens  through  and  through  after  the 
technique  of  his  V-shaped  iridotomy. 

This  method  was  suggested  by  a  study  of  cases  of 
perforating  wounds  of  the  eyeball  with  traumatic 
cataract.  As  long  as  the  globe  remains  open  there 
is  freedom  from  inflammatory  complications,  but  as 
soon  as  it  heals,  pain,  cyclitis,  and  ciliary  swelling 
develop.  In  like  manner,  as  long  as  the  anterior  and 
posterior  capsular  surfaces  of  the  lens  are  divided 
and  remain  open,  solution  of  the  cortex  progresses 
rapidly  without  pain,  inflammation,  or  swelling,  but 
if  the  anterior  capsule  is  poorly  ojjened  or  if  it  closes 
and  pxjckets  the  cortex,  or  if  the  pnjsterior  capsule 
remains  intact,  the  cortex  begins  to  swell  in  the 
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angle  and  to  press  against  the  ciliary  body,  thus 
causing  all  the  sequelae  which  usually  follow  this 
complication.  The  technical  details  of  the  operation 
are  described. 

Complete  discission  of  the  lens  by  a  V-shaped 
incision  has  the  following  advantages:  (i)  one  opera- 
tion is  performed  instead  of  four;  (2)  expansion  of 
the  cortex  anteroposteriorly  relieves  pressure  in 
the  ciliary  angle;  (3)  inflammatory  complications 
are  avoided;  (4)  the  lens  cortex  is  rapidly  dissolved; 
(s)  convalescence  is  hastened;  and  (6)  cataract 
glasses  can  be  ordered  in  one  month. 

C.  CoRBiN  Yancey,  M.D. 

Francis,  L.   M.:    The  Repair  of  Scleral  Wounds 
(Including  Rupture;  Near  the  Limbus.  J .  Am. 

M.  Ass.,  1921,  ixxvii,  1099. 

Although  in  many  cases  closure  with  scleral  su- 
tures is  quite  sufficient,  more  firmness  and  security 
from  infection  can  be  gained  if  such  wounds  are 
reinforced  by  a  proper  conjunctival  covering.  The 
type  of  wounds  for  which  the  technique  described 
is  adaptable  are:  (i)  scleral  ruptures;  (2)  penetrat- 
ing wounds  of  the  sclera  near  the  limbus  and,  if 
inear,  parallel  or  nearly  parallel  to  it;  (3)  prolapsing 
cataract  wounds.    The  technique  is  as  follows: 

First  step.  Diametrically  across  the  cornea  from 
the  wound  a  tongue  of  conjunctiva  is  elevated  which 
is  wide  enough  for  scleral  sutures  and  long  enough 
to  stretch  nearly  across  the  cornea  without  undue 
torsion.  This  flap,  which  should  include  subcon- 
junctival tissue,  is  undermined  and  its  length  then 
tested. 

Second  step.  If  there  is  normal  conjunctiva  be- 
tween the  wound  and  the  limbus,  the  surface  is 
denuded  and  roughened  to  promote  union  with  the 
flap  which  will  later  cover  it. 

Third  step.  The  original  wound  through  the  con- 
junctiva is  enlarged  several  millimeters  on  either 
side  parallel  with  the  limbus. 

Fourth  step.  On  the  equatorial  side  of  the  wound 
a  thick  conjunctival  flap  is  undermined  which  is 
wide  enough  to  cover  the  wound  and  long  enough 
to  meet  the  flap  already  fashioned.  If  a  subconjunc- 
tival rupture  of  the  sclera  is  being  repaired,  the  con- 
junctiva covering  the  rupture  may  be  utilized  in  the 
equatorial  flap. 

Fifth  step.  Loose  tags  are  trimmed  away  from  the 
scleral  wound,  the  edges  are  smoothed,  and  closure 
is  effected  with  fine  silk  or  linen  double  armed  with 
sharp  cutting  needles,  the  sutures  dipping  firmly 
into  the  lips  of  the  wound  but  not  entirely  through. 
Each  suture  is  mattressed  at  a  point  where  it  will 
cover  the  wound  when  it  is  joined  to  the  opposite 
flap  from  across  the  cornea. 

Sixth  step.  The  two  flaps  are  united  across  the 
cornea  with  silk  sutures.  The  sutures  closing  the 
scleral  wound  and  mattressed  through  the  equatorial 
flap  are  tied. 

Both  eyes  are  then  bandaged.  The  sutures  are 
removed  on  the  fourth  or  fifth  day.  The  flap  will 
retract,  leaving  the  wound  sealed. 


In  cases  of  small  wounds  such  as  those  due  to  a 
recent  puncture,  older  fistulating  wounds,  and  even 
small  prolapses  following  cataract  a  flap  from  the 
opposite  side  is  not  necessary. 

C.  CoRBiN  Yancey,  M.D. 

AUport,    F.:     Chronic    Choroiditis    with    Liquid  ■ 

Vitreous  and  Bilateral  Cataract:    Operations,         1 
Good  Result.    Am.  J.  Ophth.,  1921,  iv,  722. 

The  patient,  a  woman  60  years  of  age  who  had 
been  under  the  care  of  an  ophthalmologist  for  years 
for  recurring  choroiditis,  iritis,  and  floating  opacities, 
finally  developed  liquid  vitreous  and  cataracts  in 
both  eyes.  In  the  fall  of  1920  a  preliminary  iridec- 
tomy in  the  left  eye  was  followed  by  good  recovery. 
Later  an  attempt  was  made  to  remove  the  catarac- 
tous  lens  but  because  of  the  escape  of  large  quan- 
tities of  the  fluid  vitreous  it  was  necessary  to  close 
up  the  eye  at  once.  A  violent  iridocyclitis  followed. 
The  patient  then  consulted  the  author  who  advised 
immediate  removal  of  the  lens.  Because  of  the 
danger  that  a  disastrous  loss  of  vitreous  might 
occur  during  transp>ortation  of  the  patient  after  the 
operation,  she  was  op>erated  up>on  in  bed.  A  Fischer 
retractor  was  used  instead  of  a  speculum. 

As  soon  as  the  eyeball  was  incised  it  began  to 
collapse,  the  lens  sinking  into  the  vitreous  chamber. 
It  was  recovered,  however,  and  delivered  by  a  loop. 
The  eye  was  then  filled  with  warm,  sterile  normal 
salt  solution  and  kept  bandaged  for  six  days.  At 
the  end  of  that  time  it  had  healed  and  was  normal 
in  form;  atropine  and  mild  bichloride  ointment 
were  applied  and  the  bandage  reapplied  for  three 
days.     Recovery  was  uneventful. 

A  successful  preliminary  iridectomy  was  per- 
formed upon  the  right  eye  on  February  21.  On 
March  29  removal  of  the  cataract  was  attempted. 
This  eye  also  slowly  collapsed  when  incised.  The 
anterior  capsule  was  lacerated  in  an  attempt  to 
remove  the  lens,  but  without  success,  and  the  use 
of  the  loop  was  necessary.  The  postoperative  care 
was  the  same  as  that  given  the  left  eye.  Upon 
examination  at  the  end  of  the  sixth  day  a  great  deal 
of  redness  and  reaction  was  noted.  The  pupil  was 
dilated  and  completely  filled  with  a  white  curtain. 
The  latter  proved  to  be  the  capsule.  A  prolonged 
iritis  followed  this  operation,  but  the  entire  mem- 
brane was  finally  absorbed. 

The  ultimate  result  on  both  sides  is  a  full,  round, 
white,  unirritated  eye  with  a  clear  black  pupil  and 
vision  with  glasses  20/40,  Jaeger  No.  2. 

C.  CoRBiN  Yancey,  M.D. 

Dodd,   O. :    Repeated  Operations  for  Glaucoma: 
Report  of  Case.    Am.  J  .Ophth.,  192 1,  iv,  727. 

The  author's  patient  came  from  a  glaucomatous 
family,  his  mother  being  attaked  at  the  age  of  71, 
and  his  three  sisters  presenting  symptoms  of  in- 
creased tension  at  the  ages  of  49,  52,  and  56  years 
respectively. 

The  case  reported  illustrates  the  possibility  of 
holding  glaucoma  in  check  by  repeated  operations. 
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The  Lagrange  operation,  extraction  of  a  cataract, 
trephining,  and  excision  of  a  membrane  that  closed 
the  trephine  opening  were  resorted  to  in  succession, 
each  with  benefit  and  temporary  restoration  of 
vision. 

Some  of  the  literature  upon  the  subject  is  re- 
viewed. C.  CoRBEN  Yancey,  M.D. 

EAR 

Hays,  H. :  The  Modem  Conception  of  Eteafness  and 
Its  Treatment.    Laryngoscope,  1921,  xxxi,  673. 

Hays  decries  the  attempts  to  classify  progressive 
deafness  on  a  pathologic  basis,  and  urges  a  more  in- 
tensive study  of  the  pathology  of  the  causative 
factors  and  their  effect  upon  the  deafened  ear. 
Such  causative  factors  are  to  be  found  in  the  nose, 
throat,  and  the  general  system. 

A  proper  classification  of  treatment  is  indicated 
as  follows: 

1.  The  elimination  of  the  general  systemic  irri- 
tant, such  as  syphilis,  rheumatism,  gout,  blood 
diatheses,  and  toxic  processes. 

2.  Attention  to  abnormalities  of  the  nose  and 
throat  which  might  give  rise  to  chronic  local  inflam- 
mation. 

3.  The  proper  treatment  of  the  nasopharynx, 
such  as  the  removal  of  adenoids,  the  freeing  of 
adhesions  in  the  fossa  of  Rosenmuller,  the  eradica- 
tion of  glandular  excrescences  on  the  eustachian 
tubes,  and  the  treatment  of  polypoid  tips  of  the 
inferior  turbinate. 

4.  The  direct  treatment  of  the  ears.  This 
necessitates  differentiation  of  the  hypertensed  drum 
from  the  hypotensed  or  relaxed  drum.  In  the  cases 
of  hypertensed  drum  the  eustachian  tube  is  mainly 
at  fault.  Treatment  should  be  directed  toward 
dilatating  the  tube  by  means  of  applicators,  sounds, 
and  bougies  which  can  enlarge  and  medicate  it. 
After  dilatation,  the  ear  may  be  gently  inflated 
either  by  politzerization  or  catheterization.  In 
cases  of  hypotensed  drum  an  attempt  must  be  made 
to  contract  the  drum.  In  some  cases  this  can  be 
accomplished   by    the   application   of   cantharides 


collodion.     Inflation  of  such  ears  will  make  them 
worse  instead  of  better. 

5.  Psychological  treatment.  There  are  certain 
cases  of  advanced  deafness  which  cannot  be  relieved 
by  medical  means.  Such  patients  have  been  utterly 
neglected  or  mistreated  Mental  reconstruction  is 
necessary  in  order  that  they  may  regain  sufficient 
confidence  in  themselves  to  become  again  useful 
members  of  society.  This  treatment  should  consist 
in:  (i)  advising  the  patient,  in  the  most  sympathetic 
terms,  of  the  uselessness  of  attempts  to  relieve  his 
trouble  by  medical  means  and  that  he  may  have  a 
future  full  of  promise  if  he  will  foUow  your  advice; 
(2)  instructing  him  to  take  up  lip-reading  at  the 
earliest  possible  moment  and  informing  him  that 
this  takes  time  and  patience  but  that  the  results 
have  proved  well  worth  while;  and  (3)  urging  him 
to  join  an  organizations  attempting  mental  recon- 
struction of  the  deaf.  O.  M.  Rott,  M.D. 

Dunlap,  L.  G. :  A  Radical  Mastoidectomy  Fol- 
lowed by  the  Formation  of  a  False  Membrana 
Tympani  and  Normal  Hearing.  Laryngoscope, 
1921,  xxxi,  687. 

In  the  case  reported  examination  disclosed  a  white, 
shiny  epidermized  membrane  which  had  grown  over 
the  whole  inner  wall  and  probably  rested  on  the 
stapes.  To  explain  the  normal  hearing  in  the  ab- 
sence of  the  ossicular  chain,  the  author  suggests  that 
it  may  be  due  to  a  sounding  board  action  of  the 
smooth  mastoid  cavity.  The  operation  was  per- 
formed December  19,  1919,  and  the  patient  had 
normal  hearing  March  8,  192 1.     O.  M.  Rott,  M.D. 

Morsman,  L.  W.:  Nature's  Radical  Mastoidec- 
tomy.  Laryngoscope,  192 1,  xxxi,  691. 

Morsman  reports  the  case  of  a  man  40  years 
of  age  who  had  had  a  chronic  suppuration  from  the 
left  ear  since  childhood.  After  removal  of  the 
debris  and  healing  of  the  inflamed  cavity,  there 
presented  the  picture  of  a  perfectly  performed 
radical  mastoid  operation.  The  patient  stated, 
however,  that  no  operation  had  ever  been  per- 
formed upon  his  ear.  O.  M.  Rott,  M.D. 
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Howarth,  W.  G.:    Mucocele  and  Pyocele  of  the 
Nasal  Accessory  Sinuses.  Laurel,  192 1,  cci.  744. 

By  the  term  "mucocele  of  a  sinus"  is  meant  the 
accumulation  and  retention  within  it  of  a  mucous 
secretion  due  to  obstruction  of  its  outlet  with  thin- 
ning and  possible  distension  of  one  or  more  of  the 
walls  of  the  sinus.  When  the  contents  of  the  cavity 
are  purulent  in  character  the  condition  is  referred 
to  as  a  "suppurating  mucocele  or  pyocele." 

Mucoceles  are  not  uncommon.  Alany  recorded  as 
bone  cysts  in  the  region  of  the  orbit  or  accessory 
sinuses  appear  to  have  been  true  mucoceles.  .■Xny 
of  the  accessory  sinuses  may  be  affected,  but  the 
author  has  not  seen  a  case  of  mucocele  of  the  sphen- 
oidal or  maxillary  sinuses.  In  all  of  the  fourteen 
cases  reported  the  frontal  sinus  and  the  anterior 
part  of  the  ethmoid  labyrinth  were  involved.  This 
seems  to  be  the  most  common  situation.  Cases  in 
which  an  abnormal  air  cell  in  the  anterior  end  of 
the  middle  turbinate  was  distended  with  mucus  were 
not  included  in  the  scries.  The  thinnest  wall  of  the 
portal  sinus,  which  is  the  floor,  usually  gives  way, 
causing  a  swelling  in  the  roof  of  the  orbit.  Any  of 
the  other  walls  may  be  affected.  In  the  ethmoid 
the  numerous  cells  are  usually  converted  into  one 
cell  by  absorption  of  the  walls. 

The  main  clinical  features  of  both  frontal  and 
ethmoidal  mucoceles  are  orbital  in  character.  \ 
swelling  is  noticed  at  the  inner  and  upper  angle  of 
the  orbit.  This  may  feel  hard  and  bony  or,  if  the 
walls  are  thin,  like  parchment.  Sometimes  it  may 
be  fluctuating. 

There  is  no  pain  or  tenderness  upon  manipulation. 
Pressure  does  not  alter  the  size.  The  eyeball  is 
usually  displaced  downward  and  outward,  and 
sometimes  forward.    Diplopia  may  be  present. 

When  the  mucocele  is  purely  ethmoidal  the 
swelling  may  be  lower  down,  and  as  it  pushes  forward 
it  may  involve  the  lachrymal  apparatus.  In  three 
cases  this  led  to  a  mistake  in  diagnosis.  Epiploica 
may  be  an  important  early  sign. 

Intranasal  examination  is  usually  negative.  In 
only  two  cases  was  anything  abnormal  found;  in 
both  of  these  nasal  polypi  wore  present. 

The  onset  of  the  condition  is  often  so  gradual  and 
its  course  so  slow  and  painless  that  it  is  very  difficult 
to  assign  a  definite  cause.  It  seems  that  for  the 
production  of  the  condition  partial  or  complete 
blocking  of  the  natural  ostium  is  essential.  This 
may  be  brought  about  by  a  pre-existing  catarrh,  as 
suggested  by  Turner.  Injury  as  a  cause  was  sug- 
gested by  Killian. 

In  five  of  the  author's  cases  injury  was  considered 
the  exciting  cause.     When  some  of  the  anterior 


ethmoidal  cells  lie  unusually  far  forward  in  front  of 
the  nasofrontal  duct  or  lachrymal  bone,  plastic 
inflammation  may  block  the  ostium  or  a  blow  near 
the  inner  canthus  will  readily  crush  the  cell  into 
the  nasofrontal  duct.  Blocking  of  the  natural 
ostium  may  be  caused  by  an  osteoma  of  the  eth- 
moidal cells. 

One  of  the  chief  characteristics  of  the  condition  is 
the  entire  absence  of  symptoms  until  an  external 
swelling  appears.  The  presence  of  ophthalmic 
symptoms  usually  leads  the  patient  to  consult  an 
ophthalmologist.    Headache  may  be  present. 

The  occurrence  of  an  acute  inflammatory  process 
in  a  mucocele  may  cause  confusion  in  the  diagnosis. 
Cystic  dilatation  of  the  lachrymal  sac  may  be  con- 
fused with  an  ethmoidal  mucocele,  but  in  the  former 
condition  firm  pressure  will  usually  express  the  fluid 
into  the  nose  or  the  inner  canthus. 

Much  more  difficulty  is  presented  by  tumors  of 
the  frontal  sinus  and  orbit,  more  especially  osteo- 
mata  and  fibrosarcoma ta.  Malignant  tumors,  der- 
moids, cysts,  meningoceles,  or  sebaceous  cysts  may 
occur  in  this  situation. 

It  is  diflicult  to  say  how  long  the  condition  has 
lasted  unless  there  is  a  history  of  injury.  Cases  are 
mentioned  in  which  the  duration  was  about  twenty 
years,  while  in  others  a  few  weeks  was  regarded  as 
the  probable  time.  In  the  author's  series  there  were 
five  cases  of  traumatic  origin.  The  duration  in  two 
cases  was  three  and  seven  years.  In  the  other  three 
the  average  duration  was  about  four  months. 

The  contents  of  the  cavity  varied  considerably  in 
the  different  cases.  It  is  usually  a  thick,  glairy, opal- 
escent, and  almost  gelatinous  fluid.  If  infection  has 
been  present  pus  may  be  found. 

The  treatment  consists  in  exploration  through  an 
external  incision  and  the  establishment  of  free  intra- 
nasal drainage.  The  contents  of  the  mucocele 
should  be  evacuated  and  as  much  of  the  bony  floor 
of  th6  sinus  removed  as  necessary  to  form  a  good 
opening  into  the  nose.  The  lining  membrane  should 
be  disturbed  only  when  it  must  be  removed  with 
the  bony  wall.  A  rubber  drainage  tube  should  be 
placed  from  the  sinus  into  the  nose  and  the  external 
incision  closed.  The  tube  may  be  left  in  place  for 
about  ten  days.  When  necessary,  the  cavity  may 
be  irrigated.  French  K.  Hansel,  M.D. 

THROAT 

Just,  T.  H.:  Ligature  of  the  Carotid  Vessels  in 
Serious  Tonsillar  Haemorrhage.  Brit.  M.  J., 
1921,  ii,  441. 

With  regard  to  the  ligation  of  the  external  or 
common  carotid  vessels  in  serious  tonsillar  haemor- 
rhage, Just  comes  to  the  following  conclusion : 
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"It  would  seem  that  the  correct  procedure  to 
adopt  in  cases  of  immediate,  very  severe  hasmor- 
rhage,  uncontrollable  in  the  tonsillar  fossa,  is  the 
temporary  arrest  of  the  haemorrhage  by  pressure  in 
the  fossa  and  the  immediate  cutting  down  on  and 
ligature  of  the  divided  vessel  in  the  neck.  If  the 
bleeding  point  be  not  found,  it  would  be  justifiable 
to  compress  the  common,  external,  and  internal 
carotid  arteries  in  rotation  in  the  wound  to  see  if 
compression  of  any  one  of  them  diminished  the  flow 
from  the  tonsillar  fossa;  if  so,  a  ligature  in  continuity 
of  that  vessel  might  temporarily  diminish  the  bleed- 
ing so  as  to  allow  of  clotting,  if  the  bleeding  came 
from  an  abnormal  facial  artery  of  moderate  size. 
In  cases  of  delayed  or  secondary  haemorrhage  it 
would  seem  that  ligature  of  the  external  or  common 
carotid  artery  is  not  to  be  relied  on  and  is  unjus- 
tifiable." O.  :M.  Rott,  M.D. 

MOUTH 

Bloodgood,  J.  C:  Cancer  of  the  Tongue:  A  Pre- 
ventable Disease.  /.  Am.  M.  Ass.,  1921,  Ixxvii, 
1381. 

Bloodgood  states  that  our  aim  should  be  not  only 
the  early  recognition  of  cancer  of  the  tongue,  but 
the  recognition  and  appropriate  treatment  of  the 
benign  lesions  which  precede  cancer  by  months  or 
years  and  the  causes  of  these  lesions — tobacco  and 
irritating  teeth. 

Delay  in  proper  treatment  after  the  onset  of  the 
malignant  lesion  reduces  the  chances  of  cure  in 
operable  cases  from  62  to  12  per  cent,  and  increases 
the  chances  of  postoperative  death  from  5  to  30  per 
cent.  Further  delay  means  an  inoperable  condition 
for  which  we  have  as  yet  no  treatment  promising  a 
cure.  ■ 

Educational  propaganda  has  increased  the  number 
of  operable  cases  seen  by  the  surgeon  from  53  to  80 
per  cent  and  has  decreased  the  number  of  hopeless 
and  inopyerable  cases  from  47  to  20  per  cent. 

Men  who  develop  cancer  of  the  tongue  have  been 
warned  by  definite  local  lesions.    There  is  first  the 


warning  from  a  lesion  that  is  not  cancer.  These  pre- 
cancerous lesions  are  leukoplakia,  bad  teeth,  areas 
of  irritation,  ulcers,  syphilitic  gummata,  warts, 
fibromata,  and  smoker's  burns.  Second,  there  is  the 
warning  of  definite  cancer  developing  in  the  pre- 
cancerous lesion.  This,  however,  may  be  insidious. 
Most  uninformed  p)ersons  do  not  seek  advice  until 
the  cancer  is  in  its  advanced  stage  when  the  chances 
of  cure  are  only  1 2  per  cent  and  the  chances  of  post- 
operative death  are  30  per  cent. 

Improvement  in  the  cure  of  cancer  of  the  tongue 
is  very  much  the  same  problem  as  that  in  appendi- 
citis. Failure  to  cure  appendicitis  is  not  the  fault  of 
our  treatment  of  peritonitis  and  abscess,  but  the 
result  of  our  failure  to  instruct  the  public  and  medical 
profession  how  to  recognize  appendicitis  before 
abscess  formation  or  peritonitis  develops. 

After  the  onset  of  a  definite  cancer  of  the  tongue 
in  a  series  of  cases  a  delay  of  one  month  caused  ^^ 
per  cent  to  become  advanced. 

The  condition  of  leukoplakia  is  one  of  the  most 
important  precancerous  lesions  of  the  mouth  and 
should  be  understood  by  both  the  medical  and  the 
dental  professions.  It  should  be  explained  to  the 
patient  with  this  condition  why  the  use  of  tobacco 
should  be  discontinued.  He  should  be  placed  under 
the  care  of  a  competent  dentist,  directed  to  wash 
the  mouth  frequently  with  a  solution  of  sodium 
bicarbonate,  and  required  to  return  for  repeated 
examinations  at  stated  intervals  until  it  is  well 
established  that  there  is  no  area  requiring  excision. 

The  author  shows  in  tables  the  decrease  in  in- 
operable cancers  of  the  tongue  in  the  last  decade 
since  the  public  has  been  instructed  regarding  the 
disease  and  what  to  look  for. 

The  message  to  the  laity  may  be  short  and  simple, 
but  the  message  to  the  medical  and  dental  profes- 
sions must  be  detailed  because,  if  their  advice  is 
sought  early,  physicians  and  dentists  must  be  pre- 
pared to  recognize  the  early  precancerous  stage  or 
the  earliest  stage  of  cancer  when  the  diagnosis  is 
difficult  and  proper  treatment  is  simple. 

H,  A.  McKnight,  M.D. 
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THE  FUNCTION   OF  THE    GALL-BLADDER    WITH   SPECIAL   RELATION 

TO  THE  MELTZER-LYON  TEST 

With  A  Report  of  Experimental  Studies 
By  W.  O.  JOHNSON,  M.D.,  Cleveland 
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A  STUDY  of  the  literature  on  the  gall-blad- 
der shows  that  there  are  decided  differ- 
ences of  opinion  regarding  certain  func- 
tions of  this  organ,  although  there  appears  to  be 
a    general    agreement    regarding    the    following 
points : 

1.  The  gall-bladder  acts  as  a  tension  bulb  to 
prevent  back  pressure  on  the  liver  and  bile 
ducts.  Both  clinical  and  experimental  observa- 
tions have  shown  that  the  removal  of  the  gall- 
bladder is  followed  by  a  dilatation  and  thickening 
of  the  extra  hepatic  bile  ducts  with  a  later  relaxa- 
tion of  the  sphincter  of  Oddi  resulting  in  a  con- 
tinuous flow  of  bile  into  the  duodenum  (i). 

2.  The  gall-bladder  is  a  reservoir  for  the  partial 
storage  of  bile.  The  normal  gall-bladder  is  at  all 
times  found  to  be  full  of  bile,  for  the  relation  of 
the  fundus  of  the  gall-bladder  to  the  cystic  duct 
makes  it  a  physical  reservoir,  the  latter  being 
normally  higher  than  the  highest  portion  of  the 
fundus  of  the  bladder.  Moreover,  it  has  been 
shown  that  the  gall-bladder  walls  have  the  power 
of  extracting  water  and  inorganic  salts  from  the 
liver  bile  (2),  thereby  making  the  concentration 
of  organic  elements  in  the  gall-bladder  bile  from 
six  to  ten  times  stronger  than  in  the  bile  of  the 
common  duct.  Thus  the  usual  contents  of  the 
gall-bladder  are  equivalent  to  from  240  to  400 
cubic  centimeters  of  common  duct  bile. 

During  the  periods  of  digestion,  which  total 
approximately  ten  hours  a  day,  the  bile  is  not 


stored  but  is  secreted  into  the  duodenum.  During 
the  remaining  fourteen  hours  of  the  day  the  bile 
is  being  stored.  As  it  has  been  found  that  the 
average  secretion  of  bile  is  30  cubic  centimeters 
per  hour,  a  total  of  420  cubic  centimeters  of 
bile  is  secreted  in  the  intervals  between  diges- 
tion, all  of  which,  by  the  power  of  the  gall- 
bladder to  extract  fluids  and  inorganic  salts,  can 
be  stored. 

3.  The  epithelium  of  the  gall-bladder  mucosa 
secretes  mucus  more  abundantly  in  proportion 
to  surface  area  than  any  other  mucus-secreting 
cells.  The  mucus  lubricates  the  ducts  and  at 
the  same  time  reduces  the  irritation  of  the  pan- 
creas and  duodenum  by  the  alkaline  bile.  It 
also  aids  in  maintaining  the  normal  bile  reac- 
tions by  forming  a  chemical  compound  with  the 
bile. 

4.  The  gall-bladder  has  been  found  to  secrete 
a  hormone  (2,  11),  believed  by  some  to  be 
secretin,  which  in  turn  stimulates  the  gastric 
secretion,  of  hydrochloric  acid.  This  hormone  is 
found  in  larger  quantities  during  the  height  of 
digestion,  when  the  flow  of  bile  is  greatest. 

The  probability  of  the  existence  of  such  a 
secretion  is  borne  out  by  the  fact  that  in  from 
70  to  80  per  cent  of  cases  after  cholecystectomy 
there  is  a  lowering  of  free  hydrochloric  acid  in 
the  stomach  during  digestion  and  in  some  cases 
this  reduction  is  so  marked  as  to  produce  achylia 
gastrica. 
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5.  The  gall-bladder,  with  the  aid  of  the  sphinc- 
ter of  Oddi  (8,  9),  converts  a  continuous  secre- 
tion of  bile  by  the  liver  into  an  intermittent 
flow  of  bile  into  the  duodenum,  and  also  produces 
a  constant  pressure  flow  of  bile  into  the  duo- 
denum by  its  regulation  and  maintenance  of  a 
uniform  pressure  of  bile  within  the  extra  hepatic 
ducts. 

6.  The  gall-l)ladder  can  be  used  as  a  very  valu- 
able anastomosis  between  the  liver  and  intestines 
in  cases  of  malignancy  at  the  head  of  the  pan- 
creas, cases  of  chronic  obstruction  due  to  stric- 
ture, and  cases  of  stones,  or  it  may  be  utilized  as 
a  means  of  obtaining  exterior  drainage. 

The  theory  held  by  some  that  the  gall-bladder 
is  a  rudimentary  organ  similar  to  the  appendix 
is  contradicted  by  the  fact  that  it  is  present  in 
all  carnivorous  animals;  it  is  developed  before  the 
urinary  bladder;  it  is  entirely  developed  before 
the  liver  begins  to  function;  and  throughout 
embryonic  and  adult  life  it  retains  the  same 
relative  form.  If  it  is  removed  in  adult  life  the 
cystic  and  common  ducts  attempt  to  compensate 
for  its  loss  by  dilating  outside  the  liver  and  duo- 
denal walls,  these  attempts  to  restore  its  function 
sometimes  extending  even  so  far  as  the  formation 
of  rudimentary  gall-bladders  from  the  Stump  of 
the  cystic  duct. 

In  view  of  such  evidences  of  activity  on  the 
part  of  the  gall-bladder  it  seems  unjustifiable 
to  consider  it  a  rudimentary',  non-essential 
organ. 

Since  the  gall-bladder  is  the  seat  of  the  greatest 
number  of  disturbances  arising  in  the  biliary  sys- 
tem, and  since  embryologically,  anatomically, 
physiologically,  pathologically,  and  symptomo- 
logically,  diseases  of  the  gall-bladder  are  associated 
with  diseases  of  the  duodenum,  stomach,  and 
pancreas,  an  accurate  method  of  differential 
diagnosis  in  this  field  is  exceedingly  important. 

At  this  point,  before  taking  up  further  studies, 
a  brief  consideration  of  the  bile  itself  may  help 
to  clarify  the  discussion  to  follow. 

Bile  is  being  constantly  secreted  by  the  liver 
but  varies  in  color,  concentration,  constituents, 
and  consistency  with  the  diet  and  with  the 
amount  and  constituents  of  the  blood  flow 
through  the  liver.  The  amount  of  bile  secreted 
is  decreased  by  hunger,  haemorrhage,  and 
anaemia,  and  is  increased  by  food  intake,  chol- 
agogues,  fats,  etc.  (10,  12,  13). 

In  healthy  individuals  under  normal  conditions 
the  bile  is  retained  in  the  extra-hepatic  biliary 
system  until  food  is  taken  into  the  stomach. 
After  the  ingestion  of  food,  the  bile  is  ejected  into 
the   duodenum   through  intricate   physiological 


processes.  The  height  of  the  flow  of  bile  coin- 
cides approximately  with  the  height  of  digestion. 
Under  normal  conditions  when  there  is  no  food 
in  the  stomach,  no  bile  is  found  in  the  duodenal 
contents;  the  latter  are  opaque,  viscid,  alkaline, 
and  fluid,  and  contain  occasional  flocculi. 

The  retention  of  bile  in  the  extra  hepatic  biliary 
system  is  dependent  in  great  part  upon  the  action 
of  the  sphincter  of  Oddi  (8,  9),  which  is  situated 
in  the  ampulla  of  Vater  and,  in  turn,  is  under  the 
control  of  the  nervous  system.  As  pointed  out 
by  Meltzer  (7,  14),  there  is  a  mechanism  of 
"contrary  nervous  innervation"  between  the 
gall-bladder  and  the  sphincter  of  Oddi.  Therefore 
it  is  believed  that  when  the  sphincter  relaxes 
the  gall-bladder  contracts  and  vice  versa. 

This  sphincter  muscle  is  histologically  similar 
in  animals  with  or  without  a  gall-bladder  (8,  9) 
and  is  always  found  in  carnivorous  animals. 
Its  tonicity  is  normally  equivalent  to  220  to  240 
millimeters  of  water,  but  in  some  cases,  after  the 
removal  of  the  gall-bladder  and  before  the  re- 
laxation of  the  sphincter,  it  reaches  the  height  of 
600  millimeters  of  water,  while  in  animals  with- 
out a  gall-bladder  it  is  equivalent  to  only  from 
30  to  70  millimeters  of  water.  Thus  it  may  be 
seen  that  in  animals  with  gall-bladders  the 
sphincter  of  Oddi  has  an  important  rdle  and  any 
disturbance  in  its  normal  function  will  readily 
cause  disturbances  in  the  remainder  of  the 
system. 

In  exp>eriments  p>erformed  by  Meltzer  (14)  it 
was  noted  that  a  25  f>er  cent  solution  of  mag- 
nesium sulphate  lavaged  upon  the  ampulla  of 
Vater  caused  a  relaxation  of  the  sphincter  and  a 
subsequent  flow  of  bile  into  the  dutxlenum. 
Lyon  (19,  20,  21,  22,  23),  who  carried  these 
experiments  still  further,  interpreted  the  varia- 
tions in  three  types  of  bile  obtained  from  the 
duodenum  by  means  of  the  Rehfuss  tube  as  due 
to  their  three  points  of  origin,  i.  e.,  the  common 
duct,  the  gall-bladder,  and  the  liver,  and  on  the 
basis  of  these  three  distinct  types  he  formulated  a 
method  for  diagnostic  and  therapeutic  use  in 
infections  of  the  biliary  system. 

In  order  to  obtain  a  clearer  understanding  of 
the  mechanism  of  Lyon's  test  a  series  of  experi- 
ments were  performed  in  the  Lakeside  Pathological 
Laboratories  in  collaboration  with  Dr.  H,  Goldblatt 
with  the  technique  described  by  Lyon  (19)  and 
modified  by  Brown  (24).  These  experiments 
were  carried  out  as  follows: 

Six  large  healthy  dogs  were  well  fed  on  a  mixed 
diet,  kept  in  large  well-lighted  rooms,  and  given 
daily  exercise.  Twelve  hours  after  the  last  meal 
a  specially  prepared  bit  was  placed  in  the  dog's 
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mouth.  In  the  center  of  this  was  a  hole  through 
which  a  duodenal  tube  could  be  passed.  With 
proper  observation  of  the  precautions  mentioned 
by  Brown  (24),  the  tube  was  passed  into  the 
stomach.  After  a  while  the  dog  could  be  trained 
to  lie  on  his  right  side  during  the  tests  which  were 
made  at  fifteen-minute  intervals  for  a  period 
varying  from  one-half  to  four  hours.  When  the 
tube  was  found  to  be  in  the  duodenum,  as  deter- 
mined by  the  alkalinity  of  the  fluid,  the  duodenal 
tug  on  the  tube,  the  length  of  the  tube  which  had 
been  passed,  and  the  fluoroscopic  examination 
made  according  to  the  method  of  Brown  (24) 
and  Lyon  (19),  the  following  observations  were 
made: 

1.  Repeated  tests  showed  that  the  sphincter 
relaxes  in  response  to  stimulation  by  acid  meat 
extract,  stomach  chyme  from  another  dog,  a  25 
per  cent  solution  of  magnesium  sulphate,  and 
persistent  traumata,  as  well  as  to  normal  physio- 
logical stimulation  with  0.5  per  cent  hydrochloric 
acid.  The  sphincter  does  not  respond  to  water, 
egg  white,  starch,  or  alkaline  fluids.  During  these 
tests  no  bile  was  found  in  the  duodenum  at  the 
end  of  a  sixteen-hour  fast. 

2.  Tests  made  upon  dogs  which  had  fasted  for 
sixteen  hours  showed  definitely  that  the  injection 
of  15  cubic  centimeters  of  a  25  per  cent  solution 
of  magnesium  sulphate  produced  the  three  differ- 
entiated phases  of  bile  described  by  Lyon,  and 
that  the  injections  could  be  repeated  at  intervals  of 
from  forty  to  sixty  minutes  with  the  reproduction 
of  the  three  phases  each  time  for  a  maximum  of 
four  times.  At  the  last  the  distinction  between 
the  three  phases  became  more  gradual  and  less 
clearly  defined.  However,  if  the  tests  were 
repeated  at  thirty-minute  intervals,  a  satis- 
factory result  could  not  be  obtained  after  the 
second  test. 

3.  In  two  dogs  the  abdomen  was  opened  under 
local  anaesthesia  in  order  that  observations  might 
be  made  upon  the  intact  gall-bladder.  At  no 
time  preceding  or  during  the  test  was  the  gall- 
bladder found  to  be  empty  and  at  no  time  did  it 
contract  forcibly  in  attempting  to  empty  its 
contents.  The  only  movement  noted  was  a 
slight  collapse  of  the  fundus  followed  by  a 
minute  wave  of  contraction  which  ended  by 
producing  a  fullness  about  the  opening  of  the 
cystic  duct  which  was  succeeded  by  a  fullness 
of  the  duct  itself. 

As  the  contractile  force  of  the  gall-bladder  is 
only  from  10  to  30  millimeters  of  water  higher 
than  the  pressure  of  the  common  duct  bile  which 
is  220  to  270  milHmeters  of  water,  one  can 
hardly  expect  the  gall-bladder  to  contract  very 


forcibly.  During  digestion,  however,  it  has  been 
found  to  have  very  weak,  irregular  contractions 
which  occur  at  intervals  varying  from  three  to 
five  minutes. 

4.  In  one  instance,  after  a  satisfactory  normal 
test  had  been  made  and  the  duodenal  tube  had 
been  found  in  proper  position  as  ascertained  by 
the  character  and  the  reaction  of  its  contents 
and  by  fluoroscopic  examination  under  local 
anaesthesia,  the  duodenum  was  exposed  and 
opened  so  that  the  ampulla  of  Vater  could  be 
viewed  transduodenally.  Fifteen  cubic  centi- 
meters of  a  25  per  cent  solution  of  magnesium 
sulphate  were  then  injected  through  the  duodenal 
tube.  Shortly  after  the  injection  it  was  noted 
that  the  peristaltic  contractions  of  the  duodenum 
seemed  to  be  less  active,  and  when  the  ampulla 
was  viewed,  a  flow  of  bile  was  seen  to  mix  with 
the  duodenal  contents  which,  aside  from  being 
slightly  blood  tinged,  had  previously  consisted 
of  an  almost  clear  mixture  of  duodenal  contents 
and  magnesium  sulphate.  Part  of  the  bile  flow 
that  continued  was  seen  to  be  collected  in  the 
tube  by  the  suction  of  the  tube  aided  by  the 
movements  of  the  duodenum.  Some  of  the  duo- 
denal contents,  however,  were  carried  down  into 
the  jejunum  by  the  peristaltic  movements. 

The  changes  in  the  color  of  the  bile  flowing  out 
of  the  ampulla  could  be  seen  to  a  certain  extent, 
but  the  differences  in  coloring  were  more  clearly 
shown  by  specimens  collected  from  the  end  of  the 
Rehfuss  tube. 

After  the  test  was  completed  the  tube  was 
moved  below  the  ampulla  and  a  similar  injection 
was  made  but  no  results  were  obtained.  When 
the  tube  was  pulled  above  the  ampulla  another 
injection  of  15  cubic  centimeters  of  the  magne- 
sium sulphate  solution  was  followed  by  a  flow  of 
bile  from  the  ampulla  but  the  bile  could  not  be 
collected  because  the  tube  was  above  the  source 
of  flow.  In  the  light  of  this  finding  it  seems 
reasonable  to  infer  that  the  test,  when  performed 
upon  a  patient,  might  give  a  result  which  would 
be  open  to  incorrect  interpretation.  Just  as  was 
the  case  in  animal  experimentation,  the  collecting 
tube  might  be  improperly  placed  in  relation  to  the 
flow  of  bile  and  no  bile  might  be  collected  even 
though  agents  suitable  for  relaxing  the  sphincter 
were  brought  into  contact  with  it. 

5.  Cholecystostomy  with  drainage  was  per- 
formed in  two  instances.  In  both  cases  a  pre- 
viously satisfactory  control  test  had  been  ob- 
tained. Upon  passage  of  the  tube  the  following 
day  in  a  fasting  animal  bile  was  found  in  the 
duodenum.  Fifteen  cubic  centimeters  of  a  25 
per  cent  solution  of  magnesium  sulphate  were 
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then  injected  with  the  resulting  increase  in  the 
flow  of  bile  from  the  end  of  the  tube.  Little 
change  in  the  color  of  the  constituents  was  noted 
and  a  three-phase  test  was  not  obtained.  Further 
studies  on  these  animals  were  prevented  by  the 
occurrence  of  infection. 

6.  After  satisfactory  normal  controls  had  been 
secured  repeated  tests  in  one  cholecystectomized 
dog  showed  tfie  absence  of  the  so-called  gall- 
bladder phase. 

7.  In  all  of  the  experiments  described  the  flow 
of  bile  from  the  end  of  the  Rehfuss  tube  was  in- 
termittent, showing  a  definite  relationship  to  the 
respiratory  movements.  As  pointed  out  b)' 
Verdin,  the  pressure  in  the  gall-bladder  and  cystic 
ducts  increases  during  inspiration  and  decreases 
during  expiration.  This  fluctuation  in  pressure 
is  due  to  the  change  in  intra-abdominal  pres- 
sure during  the  respiratory  movements  and  the 
change  in  the  position  of  the  liver,  which  pro- 
duce a  so-called  suction-bulb  action  in  the  gall- 
bladder (8). 

8.  During  these  experiments  it  was  noted 
that  the  duration  of  the  relaxation  of  the  sphinc- 
ter of  Oddi  varied,  being  dependent  in  part  on 
the  nervous  state  of  the  animal.  In  two  instances 
in  which  the  dog  was  suddenly  frightened  during 
the  test  the  flow  of  bile  ceased  but  later  reap- 
peared. Under  normal  conditions  the  relaxation 
lasted  from  fifteen  to  thirty  minutes.  However, 
in  two  instances  the  tests  were  carried  out  while 
the  animal  was  asleep  and  in  each  case  a  flow  of 
bile  was  obtained  for  one  and  one-quarter  hours 
from  a  duodenum  which  had  previously  been  bile 
free. 

{).  In  every  test,  even  after  the  most  thorough 
precautions,  flocculi  could  be  found  in  the  clear 
duodenal  content  or  in  the  different  phases  of 
the  test.  These  flocculi  were  usually  most  abun- 
dant during  the  so-called  liver-bile  phase  and 
were  composed  of  a  mucoid  substance  and  white 
blood  cells.  At  times  bacteria  were  found. 
Cultures  were  not  made  from  the  different  speci- 
mens as  the  experiments  were  being  made  on 
normal    animals. 

10.  As  an  introductory  method  of  draining  the 
extra  hepatic  biliary  system  the  sphincter  of 
Oddi  was  cut.  The  purpose  was  to  determine  the 
effect  of  continued  drainage  upon  the  gall-bladder 
and  the  power  of  regeneration  of  the  sphincter  in 
a  normal  as  well  as  in  an  infected  gall-bladder. 
A  report  of  the  findings  will  be  made  at  a  later 
date. 

From  the  literature  and  the  experiments  re- 
ported herewith  the  following  deductions  may 
be  drawn: 


1.  The  gall-bladder  has  a  distinct  function  and 
its  removal  results  in  changes  in  the  extra- 
hepatic  biliary  system  which  not  only  impair  its 
function,  but  also  result  in  disturbances  of  the 
function  of  adjoining  organs. 

2.  The  sphincter  of  Oddi  plays  the  most  im- 
portant part  in  the  regulation  of  the  function  of 
the  extra  hepatic  biliary  system.  Certain  chem- 
ical and  physical  stimuli  will  cause  it  to  relax, 
and  when  the  sphincter  has  once  been  relaxed 
the  duration  of  relaxation  varies  with  the  nervous 
state  of  the  animal. 

3.  That  the  gall-bladder  does  not  contract 
and  empty  itself  following  relaxation  of  the 
sphincter  of  Oddi  is  shown  by  the  following 
findings: 

(a)  The  test  can  be  repeated  at  least  four  times 
at  frequent  intervals, 

(b)  At  no  time  was  the  gall-bladder  found 
empty  or  seen  to  empty  itself, 

(c)  The  difference  in  pressure  between  the 
gall-bladder  and  the  cystic  duct — only  10  to  30 
millimeters  of  water — is  insufficient  to  cause  a 
forceful  contraction. 

(d)  The  intermittent  flow  of  bile  from  the 
gall-bladder  bears  a  relation  to  the  respiratory 
movements  and  is  not  definitely  connected  with 
the  contraction  of  the  gall-bladder. 

(e)  If  the  gall-bladder  is  filled  with  methyl 
blue  and  the  bile  is  observed  during  digestion,  no 
blue  stain  is  noted  in  the  bile  except  when  the 
gall-bladder  is  mechanically  pressed  (31), 

4.  Eighty-five  per  cent  of  the  infections  in  the 
gall-bladder  are  primarily  in  the  gall-bladder 
wall  and  are  haematogenous  in  origin  (27).  The 
presence  of  infection  in  the  mucosa  and  bile  does 
not  occur  until  later  and  is  believed  by  some  to 
be  an  indication  of  an  end-process  as  in  60  per 
cent  of  cases  of  cholelithiasis  the  gall-bladder  bile 
is  sterile  but  the  walls  show  an  old  chronic  in- 
flammatory process.  This  finding  suggests  the 
following  queries:  If  drainage  is  attempted  after 
the  infection  has  reached  the  gall-bladder  bile 
and  even  after  stones  have  been  found,  would  not 
the  stones  block  the  cystic  or  common  duct  if 
the  gall-bladder  contracted?  Or  if  drainage  was 
accomplished,  what  effect  would  be  produced 
upon  the  already  badly  damaged  gall-bladder 
wall?  Granting  that  drainage  of  the  gall-bladder 
can  be  effected,  why  do  we  not  get  gall-stone  colic 
as  a  result  of  the  contraction  of  the  gall-bladder 
following  the  test  or  why  do  we  not  get  infection 
in  the  common  duct  with  resulting  complete 
obstruction?  The  infection  cannot  be  drained 
out  of  the  gall-bladder  wall,  and  drainage  of  the 
gall-bladder  itself  does  not  prevent  the  continua- 
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tion  of  the  infectious  process  in  the  wall  and  the 
adjoining  tissues. 

5.  The  specimen  termed  gall-bladder  bile 
would  appear  to  be  the  result  of  gravity,  the 
secretory  pressure  of  the  liver,  and  the  vesicular 
pressure  which  is  increased  by  the  respiratory 
movements. 

6.  With  even  the  most  careful  precautions, 
flocculi  are  obtained  in  both  man  and  animals. 
These  flocculi  are  made  up  of  mucus,  white  blood 
cells,  and  occasional  bacteria.  The  liver  is  known 
to  be  a  system  filter  for  bacteria.  It  would  appear, 
therefore,  that  sterilization  of  the  stomach  and 
duodenum  is  impractical.  If  pathogenic  bacteria 
are  isolated,  do  they  necessarily  have  to  come 
from  the  gall-bladder?  As  the  gall-bladder  infec- 
tion is  primarily  haematogenous  in  origin  and  a 
manifestation  of  general  systemic  infection,  why 
could  not  the  pathogenic  organism  be  filtered 
through  the  liver  from  the  blood?  If  the  gall-blad- 
der is  primarily  infected  in  its  walls  this  infection 
is  not  accessible  to  drainage. 

7.  Cholecystectomized  animals  do  not  give 
the  so-called  gall-bladder  phase  of  the  test. 

8.  The  normal  duodenum  is  free  from  bile 
during  the  fasting  state. 

No  light  has  been  thrown  by  these  studies  upon 
the  following  interesting  points: 

1.  The  significance  of  cholesterin  crystals 
found  in  normal  gall-bladders. 

2.  The  effects  of  continuous  drainage  upon  the 
gall-bladder  (extra  hepatic  biliary  system  and 
general  system)  by  means  of  sectioning  the 
ampulla. 

3.  The  action  involved  in  the  relaxation  of  the 
sphincter  of  Oddi. 

4.  Exact  data  for  the  correct  interpretation 
of  the  three  phases  of  the  Lyon  test. 

5.  The  action  of  magnesium  sulphate.  Is  this 
due  to  the  formation  of  acid  salt,  the  magnesium 
ion,  or  the  sulphate  ion? 
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ANiESTHESIA 

Labat,  G.  L.:    The  Latest  Achievements  of  the 
Art  of  Local,  Regional,  and  Spinal  Anaesthesia. 

Ann.  Surg.,  1921,  Ixxiv,  673. 

Cathelin,  in  1901,  attempted  epidural,  sacral,  or 
caudal  anaesthesia,  a  method  which  La  wen  placed 
on  a  practical  footing  in  1910.  Danis,  in  1913, 
described  a  method  whereby  the  sacral  nerves  were 
reached  through  the  posterior  sacral  foramina. 
These  procedures  may  be  used  separately  or  com- 
bined to  establish  what  is  called  "sacral  block." 

If  caudal  injection  alone  is  done,  30  c.cm.  of  a  2 
per  cent  solution  of  novocaine  containing  10  drops 
of  adrenalin  (1:1,000)  should  be  used.  The  anaes- 
thesia appears  within  thirty  or  forty  minutes  and 
results  only  in  analgesia.  The  method  is  satisfactory 
for  haemorrhoidectomy,  perineorrhaphy,  cystoscopy 
including  fulguration,  and  radium  treatment  of  the 
carcinomatous  prostate.  It  is  not  alwaj's  reliable 
for  prostatectomy. 

Transsacral  anaesthesia  is  obtained  by  injecting 
from  2  to  10  c.cm.  of  a  i  per  cent  solution  close  to 
the  nerves  as  they  emerge  from  the  sacral  canal. 
The  anaesthesia  appears  almost  immediately  and 
lasts  from  two  to  three  hours.  It  is  indicated  for  all 
operations  on  the  anus,  perineum,  vagina,  prostate, 
bladder,  urethra,  and  penis.  When  combined  with 
caudal  anaesthesia  it  is  considered  the  method  of 
choice  for  the  Kraske  op>eration. 

In  the  majority  of  cases  a  single  dose  of  1/6  gr.  of 
morphine  and  .03  gr.  of  scopolamine  given  an  hour 
before  the  anaesthesia  controls  the  psychic  condi- 
tion satisfactorily.  Narcotics  intensify  and  increase 
the  duration  of  local,  regional,  and  spinal  anaes- 
thesia. Education  of  the  patient  by  the  doctor  and 
nurse  before  the  operation  is  an  important  factor 
in  the  success  of  the  method. 

Novocaine,  the  anaesthetic  of  choice,  should  be 
freshly  prepared  as  part  of  its  anaesthetic  property 
is  lost  when  it  is  boiled  repeatedly.  Novocaine 
hydrochloride  in  powder  can  be  sterilized  by  auto- 
claving;  its  melting  point  is  153  degrees  C.  Fresh 
solutions,  prepared  by  dissolving  sterile  novocaine 
in  cold  sterile  normal  salt  solution,  are  more  active. 
Since  Goetsch's  adrenalin  sensitization  test  for 
goiter  with  exophthalmic  symptoms  first  appeared, 
the  author  has  used  pure  novocaine  solutions  for 
paravertebral  injections  preparatory  to  thyroidec- 
tomy in  cases  of  exophthalmic  goiter. 

In  1913,  Kappis  determined  from  extensive 
experiments  on  dogs  that  all  organs  below  the 
cscum  are  supplied  by  lumbar  sacral  nerves  and 


that  sectioning  of  the  splanchnic  nerves  produces 
anaesthesia  of  the  stomach,  the  spleen,  and  the 
upper  part  of  the  small  intestine.  In  191 9,  he  con- 
cluded further  that  the  first  three  lumbar  nerves 
send  rami  communicantes  to  the  retroperitoneal 
ganglion  and  therefore  take  part  in  the  transmission 
of  pain  from  the  upper  abdominal  organs  below 
the  sigmoid  colon  whose  sensor>-  innervation  goes 
through  the  hypogastric  plexus  to  the  rectum  and 
the  urogenital  apparatus.  On  the  basis  of  these 
findings  anaesthesia  of  the  splanchnic  nerves  of  the 
rami  communicantes  was  attempted  by  a  posterior 
route  of  approach,  a  method  which,  in  the  hands 
of  Kappis,  Naegili,  Hoffman,  and  the  author,  has 
given  satisfactor\'  residts. 

The  author's  technique  for  inducing  spinal 
anaesthesia  is  briefly  as  follows: 

The  patient  is  seated  upright  and  the  puncture 
made  at  any  level  between  the  twelfth  dorsal  and 
the  fifth  lumbar  vertebrae,  dep)ending  on  the  height 
of  the  anaesthesia  desired.  The  first  few  drops  of 
cerebrospinal  fluid  are  allowed  to  flow  out  in  order 
to  obtain  a  clear  fluid.  The  clear  fluid  is  allowed 
to  fall  into  a  special  ampule  containing  the  anaesthetic 
drug.  Between  10  and  25  c.cm.  of  fluid  are 
withdrawn,  depending  on  the  condition  of  the  intra- 
spinal pressure,  and  the  solution  is  aspirated  into  a 
syringe.  The  syringe  is  attached  to  the  spinal  punc- 
ture needle  and  an  amount  of  new  fluid  equal  to 
that  it  already  contains  is  brought  into  it.  Half  of 
this  is  injected  very  slowly,  more  new  fluid  is 
aspirated,  the  syringe  is  discharged  in  the  same 
way,  leaving  less  and  less  fluid  in  it.  and  at  the  end 
of  four  or  five  injections  it  is  emptied.  The  patient 
is  then  placed  in  a  recumbent  position  while  the 
operative  field  is  prepared.  No  post-anaesthetic 
headache,  nausea,  or  vomiting  has  been  observed 
in  more  than  100  cases  of  spinal  anaesthesia  in  the 
Mayo  Clinic.  A.  C.  Johxsox,  M.D. 

Santy,  P.,  and  Bizot,  D.:  Regional  Anaesthesia 
in  Operations  on  the  Thyroid  (L'anesthesie  re- 
gionale  dans  les  operations  sur  le  corps  thjioide). 
Rev.  de  chir..  Par..  1921,  xi,  546. 

The  authors  state  that  the  thyroid  region  lends 
itself  admirably  to  the  technique  of  local  anaes- 
thesia because  the  spinal  nerves  can  be  reached  at 
their  origin  easily  and  the  underlying  tissues  of  the 
region  are  only  weakly  sensitive  after  the  skin  has 
been  incised. 

The  method  used  by  the  authors  is  very  simple 
and  rapid.  The  p)atient  is  put  in  horizontal  decubi- 
tus and  the  operator  stands  at  his  head  facing  in 
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the  direction  of  the  vertebral  axis.  Bilateral  anaes- 
thesia is  essential.  The  anterior  cervical  masses  on  one 
side  are  kept  pushed  back  by  the  fingers  of  the  left 
hand  until  the  projection  of  the  vertebral  transverse 
process  in  clearly  outlined.  The  finger  will  easily  feel 
the  pulsation  of  the  carotid  artery.  Anaesthesia  of 
the  skin  is  induced  by  injecting  a  few  drops  of  solu- 
tion about  I  cm.  beneath  the  mastoid  apex  on  the 
line  formed  by,  the  crests  of  the  transverse  processes. 
For  the  deep  anaesthesia  an  8-cm.  needle  is  insert- 
ed at  the  same  point,  perp>endicularly  to  the  axis  of 
the  neck,  and  then  pushed  in  front  of  the  mass  of 
the  apophyses  so  that  it  reaches  a  point  in  front  of 
the  second  cervical  vertebra.  When  it  comes  in 
contract  with  this  process  it  is  withdrawn  for  2  cm. 
and  embedded  again,  its  point  being  directed 
toward  the  anterior  surface  of  the  transverse  pro- 
cess of  the  first  cervical  vertebra.  Four  or  five  cubic 
centimeters  of  novocaine-adrenalin  solution  are 
then  injected,  the  degree  of  penetration  of  the 
needle  being  constantly  varied  to  extend  the  zone 
of   infiltration.     The    first    injection    having   been 


completed,  the  zones  of  the  second,  third,  and  fourth 
transverse  processes  are  also  anaesthetized.  The 
same  procedure  is  repeated  on  the  other  side,  about 
30  or  40  c.cm.  of  solution  being  used. 

All  four  transverse  processes  can  be  anaesthetized 
without  withdrawing  the  needle  from  its  first  in- 
sertion if  it  is  partly  withdrawn  and  its  direction 
and  depth  of  insertion  are  changed.  If  the  needle 
passes  behind  the  brachial  plexus  there  is  no  danger. 
The  authors  have  used  this  procedure  for  anaes- 
thesia of  the  anterior  part  of  the  neck  in  a  large 
number  of  cases  with  complete  success. 

An  illustrative  case  cited  was  that  of  a  woman  72 
years  of  age  who  had  a  large  goiter  on  the  right  side 
which  had  caused  pressure  necrosis  of  the  trachea 
and  crises  of  dyspnoea.  In  another  case  regional 
anaesthesia  of  the  brachial  plexus  and  of  the  cervical 
plexus  on  both  sides  was  induced  to  allow  approach 
to  the  oesophagus  at  its  entrance  into  the  thorax 
and  exploration  of  the  recurrent  nerve.  The  whole 
region  between  the  lower  maxilla  and  the  clavicles 
was  anesthetized.  W.  A.  Brknnan. 
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Alatnartine,  H.:    Early  Decompressive  Trephina- 
tion and  Closed  Cranio-Encephalic  Injuries 

(TrC'panation  decompressive  pr^coce  et  traumatismes 
cranio-enc(;phaliques  fermds.;  Lyon  chirurg.,  192 1, 
xviii,  606. 

Alamartine  discusses  the  views  expressed  at  a 
recent  meeting  of  the  Soci^te  de  Chirurgie  at  Paris 
regarding  Cushing's  early  decompressive  trephina- 
tion in  cases  of  closed  cranial  injuries  with  serious 
complications. 

He  states  that  lumbar  puncture  does  not  always 
cause  cerebral  decompression  when  there  is  intra- 
cranial hypertension,  and  that  in  cases  of  hypoten- 
sion it  may  have  just  the  opposite  effect.  .As  a 
decompressive  operation  it  is  far  less  efficacious  than 
Cushing's  procedure. 

Cushing's  operation  is  essentially  a  decompression 
operation.  It  is  not  indicated  by  the  fracture  but 
by  the  intracranial  lesions.  However,  on  certain 
intracranial  lesions — notably,  extensive  areas  of 
superficial  and  deep  contusion  of  the  brain,  bulbo- 
protuberantial  hemorrhages  and,  very  probably, 
meningeal  infections — it  has  no  effect. 

While  we  may  reject  Cushing's  suggestion  to 
perform  a  decompressive  trephination  in  all  cases 
of  fracture  of  the  base  of  the  skull,  it  is  indicated 
whenever  there  is  a  clear  syndrome  of  intracranial 
hypertension  and  lumbar  puncture  demonstrates 
the  presence  of  blood  in  the  cerebrospinal  fluid. 
All  surgeons  who  have  performed  it  recommend  it. 
In  many  cases  it  has  disclosed  lesions  which  the 
clinical  examination  did  not  suggest. 

Of  nineteen  cases  of  injuries  of  the  skull  and  brain 
nine  were  treated  by  ordinary  methods  such  as  the 


application  of  ice  to  the  head,  aseptic  treatment  of 
the  wound,  and  lumbar  puncture.  Two  of  the 
patients  arrived  at  the  hospital  in  a  dying  condition 
and  died  after  a  few  hours  without  any  operation. 
Six  patients  were  operated  up>on.  Two  of  these  died 
and  four  recovered.  In  one  case  death  was  caused 
by  extensive  bulbo-protuberantial  hemorrhage  and 
in  the  other  by  meningitis  due  to  an  ethmoidal 
fissure,  conditions  which  could  not  be  relieved  by 
the  operation.  In  the  four  cases  ending  in  recovery 
lumbar  puncture  showed  blood  in  the  cerebrospinal 
fluid  and  there  were  intracranial  lesions  of  a  tyi>e 
known  to  be  affected  favorably  by  decompressive 
trephination.  W.  .A.  Brennan. 

I^normant,  C:  Considerations  Rej^ardinti  Epi- 
lepsy Following  Injuries  of  the  Skull  and  Its 
Treatment  (Quelques  considerations  sur  I'epilepsie 
consecutive  aux  traumatismes  du  cr4ne,  et  son 
traitemenl).    J .  de  chir.,  192 1,  xviii,  577. 

The  enormous  number  and  the  severity  of  cranial 
wounds  which  occurred  during  the  world  war  have 
given  the  subject  of  traumatic  epilepsy  a  new  in- 
terest. 

The  considerable  divergence  of  statistics  quoted 
to  show  the  percentage  of  cases  of  epilepsy  following 
skull  wounds  is  due  to  the  source  of  the  cases,  the 
time  of  observation  following  the  injury,  and  the 
thoroughness  with  which  cases  were  followed  after 
the  first  examination.  The  statistics  gathered  from  ^m 
the  service  of  Marie  rose  from  5  per  cent  in  1916  to  ^M 
1 2. 1  per  cent  in  1919. 

The  anatomical  location  of  the  lesion  exerts  a 
certain  influence  upon  the  frequency  of  epilepsy. 
While  this  complication  follows  injuries  in  the 
parietal  region  more  commonly,  the  author  has  had 
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numerous  cases  in  which  it  developed  after  injuries 
in  the  frontal  or  occipital  areas  over  the  so-called 
"silent"  zones.  The  severity  and  extent  of  the 
lesion  have  no  direct  relation  to  the  frequency  or 
gravity  of  the  seizures.  In  fact,  large  destructive 
lesions  of  the  brain  are  more  often  associated  with 
paralytic  phenomena   than  with   convulsions. 

The  most  important  factor  in  the  prophylaxis  of 
traumatic  epilepsy  is  the  complete  and  eflScient 
primary  treatment  of  the  craniocerebral  wound. 
It  is  the  constant  presence  of  definite  anatomical 
and  physiological  lesions  which  indicates  the  surgical 
treatment  of  traumatic  epilepsy.  These  lesions 
involve  the  bone,  meninges,  and  cerebral  cortex. 
Injuries  of  the  bony  covering  of  the  brain  may 
cause  depressions  of  one  or  both  tables  of  the  skull, 
the  presence  of  free  splinters  of  bone  in  the  cranial 
cavity,  a  complete  loss  of  bony  substance,  or  a 
fistula  due  to  cranial  osteomyelitis. 

Following  infected  wounds  of  the  head  the 
meninges  may  become  very  thick  and  fibrous  and 
the  meningeal  cicatrix  may  exert  compression  or 
traction  upon  the  underlying  cerebral  cortex.  Cal- 
careous deposits  in  this  scar  may  result  in  a  true 
pachymeningitis  ossificans.  Frequently  cysts  de- 
velop from  the  meninges,  which  contain  a  clear, 
yellowish,  and  at  times  sero-haemorrhagic  fluid. 
The  cavities  of  these  cysts  do  not  communicate 
with  the  subarachnoid  space.  Not  infrequently  a 
localized  arachnoid  oedema  causes  pressure  upon  the 
pial  vessels  and  the  underlying  cerebral  cortex. 

Cysts  of  the  cerebral  cortex  are  somewhat  less 
common  than  meningeal  cysts.  When  they  follow 
closed  cranial  fractures  or  occur  in  infants  they  are 
extraordinarily  large  and  may  communicate  with 
a  lateral  ventricle.  As  a  rule  they  contain  dis- 
integrated cerebral  tissue  and  cerebral  fluid  mixed 
with  blood.  On  the  other  hand,  small  encysted 
haemorrhages  surrounded  by  an  area  of  softening 
may  be  present  and  may  give  rise  to  a  latent 
cerebral  abscess.  The  p>ossibility  of  cerebral  injury 
by  contre-coup  and  the  occurrence  of  epileptic 
seizures  upon  the  same  side  as  the  cranial  lesion 
must  not  be  overlooked.  In  many  cases  of  traumatic 
epilepsy  no  macroscopic  lesions  may  be  found  but 
histologic  examination  of  the  brain  shows  diffuse 
microscopic  alterations  in  the  white  and  gray 
cortical  substance.  The  latter  may  be  neuroglial 
scleroses,  small  disseminated  haemorrhages,  and 
chromatolysis  of  the  pyramidal  cells.  In  these 
instances  search  for  the  epileptic  center  is  futile  and 
a  decompression  to  reduce  cranial  hypertension  is 
all  that  can  be  accomplished.  Persistent  epileptic 
crises  constitute  a  direct  indication  for  surgical 
treatment  and  operation  should  not  be  delayed 
until  the  epileptic  state,  a  relative  contra-indication, 
develops. 

The  site  of  cranial  exposure  will  be  determined  by 
the  visible  traces  of  the  causal  traumatism.  These 
are  particularly  significant  when  the  condition 
occurs  after  injury  over  "silent"  areas.  However, 
in  many  instances  no  traces  of  the  original  injury 


are  left  and  reliance  must  be  placed  entirely  on  the 
character  and  location  of  the  seizures. 

After  exposure  of  the  area  the  bony  spicules 
should  be  curetted  away,  the  irregular  edges  of  the 
bone  smoothed  off,  or  the  depressed  fragment 
raised.  Search  for  free  bony  splinters  shovdd  always 
be  done  very  delicately.  Superficial  or  deep  foreign 
bodies  located  by  the  X-ray  should  be  sought  for 
with  an  equally  delicate  technique.  Deep  particles 
should  usually  be  left  alone  as  they  rarely  produce 
epileptic  crises  and  their  removal  entails  the 
destruction  of  considerable  brain  tissue.  Meningeal 
cicatrices  must  be  separated  carefvdly.  Small 
meningeal  cysts  should  be  completely  removed. 
More  difficulty  is  experienced  in  the  total  extirpation 
of  intracerebral  cysts  as  usually  they  are  intimately 
adherent  to  the  surrounding  cortex.  In  such  cases 
the  possibility  that  the  cyst  may  communicate  with 
a  lateral  ventricle  must  be  borne  in  mind.  Abscess 
cavities  may  be  opened  and  drained  successfully. 
Scarification  of  the  pial  vessels  and  of  the  cortex 
has  been  attempted  when  the  only  pathology 
demonstrable  was  an  oedema  of  the  arachnoid. 

Excision  of  the  epileptic  center  after  cortical 
stimulation  and  recognition  of  the  involved  area  is 
usually  followed  by  the  cessation  of  the  convulsions. 
Transitory  paralysis  may  follow  but  usually  dis- 
appears in  time.  Section  of  the  subcortical  connec- 
tions of  the  epileptic  center,  while  entirely  successful 
in  animals,  has  not  been  of  the  same  value  in  man. 
This  is  true  also  of  massage  of  the  involved  cortical 
area. 

The  various  and  diverse  procedures  directed 
toward  the  repair  of  dural  defects  in  these  cases 
have  not  isolated  the  brain  and  meninges  effectively 
or  prevented  the  reproduction  of  cicatricial  tissue. 
Materials  used  for  this  purp>ose  have  included 
periosteum,  muscle,  hernial  sac,  fascia,  fat,  and 
dermal  transplants.  Repair  of  the  skull  defect  in 
cranial  wounds  followed  by  epileptic  seizures  is 
absolutely  contra-indicated,  but  several  cases  have 
been  reported  in  which  improvement  followed  active 
cerebral  radiotherapy.  In  the  author's  opinion 
favorable  results  are  obtained  by  surgical  treatment 
of  traumatic  epilepsy  in  60  j)er  cent  of  the  cases. 

LoY.\L  E.  Davis,  M.D. 

Adson,  A.  W.:   The  Treatment  of  Brain  Tumors. 

Surg.  Clin.  N.  Am.,  1921,  i,  1343. 

The  author  makes  a  special  appeal  for  the  early 
diagnosis  of  brain  tumors,  fewer  palliative  opera- 
tions, and  more  radical  surgery.  A  brief  review  is 
given  of  the  pathology  of  brain  tumors  and  attention 
is  directed  to  the  operable  lesions. 

The  groups  of  symptoms  for  the  various  locations 
of  tumors  are  not  outlined,  but  the  importance  of 
those  produced  by  intracranial  pressure,  headache, 
choked  disk,  and  projectile  vomiting  is  emphasized. 
When  these  three  symptoms,  or  any  two  of  them,  are 
present,  or  only  choked  disk  is  noted,  the  patient 
should  be  given  the  benefit  of  a  thorough  neurologi- 
cal examination  and  should  not  be  treated  as  for  a 


1 86 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


gastric  complaint  or  as  an  individual  with  ordinary 
refractive  disturbance.  If  evidence  of  intracranial 
pressure  is  demonstrable,  a  differential  diagnosis  is 
necessary  to  determine  whether  the  lesion  is  of  in- 
flammatory or  neoplastic  origin.  For  this  purpose 
the  services  of  a  competent  neurologist  are  necessary, 
and  if  a  diagnosis  of  brain  tumor  is  made,  every 
means  possible  must  be  employed  to  determine  the 
location  and  consistency  of  the  growth.  If  the 
tumor  is  operable,  it  should  be  removed  radically; 
if  inoperable,  such  as  a  diffuse  infiltrating  glioma  of 
rapid  onset,  the  advisability  of  surgical  interference 
is  questionable. 

Although  radium  has  a  destructive  action  on 
brain  tumors,  its  exact  effect  has  not  been  deter- 
mined. It  is  probable  that  it  will  be  a  valuable 
adjunct  in  the  treatment  of  inoperable  tumors,  in 
the  prevention  of  recurrence  of  tumors  after  intra- 
capsular removal,  and  in  the  retardation  of  the 
growth  of  partially  removed  tumors.  Apparently 
better  results  are  obtained  by  the  use  of  radium  in 
the  destruction  of  endothelial  growths  than  of 
gliomatous  growths.  A  definite  statement  with 
regard  to  the  dosage  cannot  be  made  at  present,  but 
the  author  believes  that  large  doses,  more  than  i.ooo 
mg.-hrs.  at  a  time,  are  indicated,  and  that  the  im- 
plantation of  radium  is  more  effective  than  its 
external  application.  However,  in  some  cases  re- 
peated external  applications  at  intervals  of  two  to 
three  months  arc  beneficial. 

In  mild  cases  of  intracranial  pressure  due  to  tu- 
mor decompressions  give  relief  from  the  headache 
within  a  few  days,  but  in  severe  cases  the  relief  is 
less  complete.  The  patient  with  mild  symptoms 
will  be  relieved  for  from  six  to  eighteen  months. 

Following  the  successful  removal  of  a  brain  tumor 
relief  is  soon  obtained  from  symptoms  of  headache, 
choked  disk,  and  vomiting;  usually  the  patient  is 
very  comfortable  within  two  or  three  weeks.  Im- 
provement in  motor  paralysis  is  early  and  continues 
for  from  six  to  ten  months,  when  recovery  will  be 
either  complete  or  the  condition  will  remain  station- 
ary. During  the  convalescence,  massage  and  passive 
motion  should  always  be  employed.  If  there  have 
been  symptoms  of  grand-mal  epilepsy  an  amelioration 
of  the  seventy  of  the  attacks  with  a  decrease  in 
their  frequency  may  be  expected  for  the  first  two 
years;  if  by  that  time  there  is  no  relief,  hope  for 
complete  freedom  from  the  convulsive  attacks  should 
not  be  entertained.  In  cases  of  this  typ>e  it  is  advis- 
able to  prescribe  bromides  postoperatively.  The 
dosage  should  vary  according  to  the  case,  but  for 
adults  range  from  30  to  60  gr.  a  day.  Sphenobar- 
batil  tablets,  i}4  to  3  gr.  a  day,  may  also  be  used. 

Decompressions  are  indicated  for  patients  suffer- 
ing from  intracranial  pressure,  but  are  of  no  value 
for  those  with  migraine,  cerebral  diplegia,  or  idio- 
pathic grand-mal  epilepsy,  or  for  those  who  have 
developed  complete  optic  atrophy  without  localizing 
signs. 

Exploration  of  the  brain  with  an  attempt  at 
radical   removal  of  the  lesion  is  indicated  for  all 


patients  suffering  from  localized  brain  tumors,  and 
should  be  performed  in  preference  to  simple  decom- 
pression. 

Doubtless  radium  will  be  a  valuable  adjunct  in 
the  treatment  of  inoperable  and  partially  removed 
brain  tumors. 

Fischer,  J.:  Brain  Tumor  and  the  Ear  (Hirntumor 
und  Gehoerorgan).  Monalsschr.  }.  Ohrcnh..  1921, 
Iv,  371,  531- 

In  a  great  number  of  cases  the  diagnosis  of  brain 
tumor  has  been  based  on  the  ear  findings.  In  cases 
of  tumor  of  the  cerebrum  these  findings  gave  a  cor- 
rect indication  in  47.5  p)er  cent  of  cases,  but  in  11 
per  cent  they  led  to  an  erroneous  diagnosis.  When 
the  growth  involved  the  acusticus  its  site  was  cor- 
rectly determined  in  go  per  cent.  The  diagnosis  of 
tumor  of  the  cerebellum  was  correct  in  56  per 
cent  and  incorrect  in  ig  per  cent. 

No  conclusions  as  to  the  nature  of  the  tumor  can 
be  drawn  from  ear  findings. 

Like  choked  disc,  the  ear  findings  are  of  great 
importance  in  the  early  diagnosis  and  localization 
of  tumors  of  the  anterior  and  middle  cranial  fossa;. 
For  acusticus  tumors  they  have  the  significance  of 
a  localized  symptom.  A  choked  disc  of  the  acusticus 
is  analogous  to  the  choked  disc  of  the  opticus.  If 
the  ear  findings  are  progressive,  they  always  con- 
stitute an  indication  for  trephination  to  prevent 
deafness  by  removing  pressure.  Creite  (Z). 

Linke,  W.:    Spontaneous  Fractures  of  the  Lower 

Jaw  (Ucbcr  S|><)ntanfrakturen  des  Untcrkicfcrs). 
Deutsche ZahuacrzU .  Wchns'.hr.,  1921,  xxiv,  362,  373. 
38s.  397. 

The  causes  of  sjwntancous  fractures  of  the  lower 
jaw  include  inflammatory  diseases  of  the  mandible, 
such  as  osteomyelitis,  tuberculosis,  actinomycosis, 
and  luetic  processes.  Osteomyelitis  of  the  jaw  may 
develop  from  the  teeth,  being  secondary  to  diseases 
of  the  dental  periosteum  and  its  surroundings,  or 
may  be  of  haimatogenous  origin.  Cysts  of  the  root 
of  a  tooth  seldom  lead  to  fracture  of  the  jaw  as  they 
destroy  chiefly  the  marrow  space  of  the  bone,  having 
less  effect  on  the  spongiosa  and  compacta. 

Spontaneous  fractures  are  often  caused  by  tuber- 
culosis; they  may  be  double  or  multiple.  Fractures 
of  the  jaw  secondary  to  actinomycosis  are  rare. 
Osteitis  syphilitica  appears  in  two  forms,  circum- 
scribed and  diffuse.  The  destructive  processes  of 
the  latter  are  the  more  severe.  Spontaneous  frac- 
tures due  to  tabes  occupy  a  place  by  themselves. 
In  such  cases  the  brittleness  of  the  bones  is  caused 
by  trophic  disturbances,  osteoporosis,  and  the  for- 
rnation  of  necrotic  areas.  Other  causes  of  fracture 
are  mercury  and  phosphorus  poisoning.  Arsenic 
poisoning  is  less  frequently  responsible.  By  causing 
a  loss  of  substance  in  the  bone,  tumors  also  may  lead 
to  spontaneous  fracture;  this  is  particularly  true 
of  carcinomata  and  sarcomata,  but  benign  tumors, 
cystomata,  adamantinomata,  odontomata,  and  fol- 
licular  cysts   may   have   this  effect.     Spontaneous 
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fractures  of  the  lower  jaw  due  to  rickets  and  osteo- 
malacia have  not  been  observed.  The  anatomical 
character  of  spontaneous  fractures  is  determined 
by  the  pathologic  process  preceding  them.  They 
are  mostly  defect  fractures  with  swelling,  breaking 
down,  carious  softening,  and  necrosis  of  the  bone 
tissue;  sometimes  there  is  simultaneous  new  bone 
formation  at  the  site  of  the  break. 

The  site  of  spontaneous  fractures  is  often  typical. 
Dental  osteomyelitis  frequently  begins  in  the  wis- 
dom tooth,  while  the  haematogenous  type  usually 
involves  the  ascending  ramus  of  the  mandible. 
Tertiary  syphilitic  processes  are  most  apt  to  attack 
the  angle  of  the  jaw. 

The  symptoms  of  a  spontaneous  fracture  are 
dependent  on  both  its  position  and  the  pathologic 
process  responsible  for  it.  The  diagnosis  presents 
difficulties  only  when  the  break  occurs  in  the  angle 
of  the  jaw  or  the  ascending  ramus. 

The  prognosis  as  to  bony  union  depends  on  the 
regenerative  processes  accompanying  the  pathologic 
process.  It  is  unfavorable  in  cases  of  tumors,  tabes, 
tuberculosis,  chemical  necrosis,  osteomyelitis,  and 
luetic  osteitis.  The  treatment  will  be  determined  by 
the  etiology.  Malignant  tumors  demand  extensive 
resection,  the  consequent  defects  being  overcome  by 
means  of  a  prosthesis.  A  later  osteoplastic  opera- 
tion can  be  done  only  in  cases  of  benign  tumors.  In 
necrosis  caused  by  osteomyelitis,  actinomycosis,  or 
phosphorus  p>oisoning,  sequestrectomy  is  to  be 
undertaken  only  after  extensive  periosteal  new  bone 
formation.  In  lues,  antiluetic  treatment  is  indicated. 
Bone  suture  is  impossible  in  any  case  of  spontaneous 
fracture.  After  manual  replacement  of  the  frag- 
ments, fixation  splints  should  be  applied  as  in  cases 
of  traumatic  fracture,  but  on  account  of  the  long 
continuance  of  the  immobilization  they  must  be  of 
a  more  stable  type  —  wire  splints,  slanting  planes, 
or  Schroeder's  sliding  splint.  The  last  is  preferable 
and  is  sometimes  combined  with  the  use  of  inter- 
maxillary rubber  bands.  When  the  lower  jaw  is 
toothless,  fixation  may  be  obtained  with  the  aid  of 
an  artificial  denture. 

Case  histories  are  given.  Loeffler  (Z). 

NECK 

De  Gaetano,  L.:  Deformities  of  the  Neck  Due  to 
Embryonic  Malformations;  Congenital  Cysts 
and  Fistulas  (Deformita  del  coUo  per  malformaz- 
ioni  embrionali;  cisti  e  fistole  congenita).  Arch.  Hal. 
di  chir.,  1921,  iv,  265. 

The  author  classifies  congenital  cysts  and  fistulx 
of  the  neck  as  follows: 

I.  ANATOMICO-CLIXICAL  CLASSIFICATION" 

1.  Suprahyoid,  or  arising  from  the  floor  of  the 
mouth.  These  have  their  origin  in  the  space  between 
the  hyoid  bone  and  the  floor  of  the  mouth. 

2.  Thyrohyoid  (subhyoid  and  suprathyroid). 
These  arise  in  the  space  between  the  thyroid  and 
the  hyoid  bone. 


3.  Thyroid.  These  have  their  origin  at  the  level 
of  the  thyroid. 

4.  Subthyroid  (suprasternal  or  jugular).  These 
develop  from  the  thyroid  and  sternum. 

2.  AXATOinCO-HISTOLOGIC  CLASSIFICATION' 

1.  Branchial  (lateral):  rarely  median  with  a  ten- 
dency toward  lateral  deviation. 

a.  With  ectodermic  epithelium  (dermoid  cysts). 
Such  cysts,  like  all  dermoids,  may  develop  from 
invaginated  ectoderm  and  do  not  necessarily  have 
a  branchial  origin. 

b.  With  endodermic  epithelium  (mucoid  cysts) 
rich  in  lymphatic  tissue:  cylindrical  epithelium 
(embryonic  pharvngeal  type);  polystratified  epi- 
thelium (adult  pharyngeal  typ)e). 

c.  W'ith  mixed  ectodermic  and  endodermic 
cylindrical  or  polystratified  epithelium. 

2.  From  the  thyroglossal  tract  (median):  with 
cylindrical  epithelium  or  vibratile  cylinders  and 
thyroid  nests  at  the  periphery  (from  the  median  lobe 
of  the  thyroid). 

3.  From  the  thyrophar\^ngeal  duct  (lateral  and 
median). 

a.  Thyroid,  with  embr\-onic  or  adult  thyroid 
epithelium  (from  lateral  lobes  of  thyroid). 

b.  Parathyroid  (from  the  parathyroids,  rare). 
The  article  gives  the  detailed  clinical  histories  of 

twelve  cases  of  cyst  and  eight  cases  of  primar>'  or 
secondar>'  fifitulae  studied  histologically. 

With  regard  to  the  origin  of  these  conditions  De 
Gaetano  states  that,  with  the  exception  of  the  thy- 
mus and  thyroid,  branchial  ectodermic  or  endoder- 
mic formations  are  no  longer  present  in  the  human 
embryo  of  21  mm.  Embryologically,  all  branchial 
malformations  are  lateral  since  the  branchial  sulci 
do  not  reach  the  median  line;  even  the  precervical 
sinus  is  lateral.  However,  in  later  embr>'ological 
development  these  lateral  formations,  in  their  super- 
ficial portions  at  least,  are  pushed  frontward  by  the 
development  of  the  sternocleidomastoid  muscle. 
Thus,  according  to  their  depth,  the  branchial  rests 
vary  in  their  relation  to  the  median  line. 

On  the  basis  of  clinical  and  histopathologic  find- 
ings De  Gaetano  has  come  to  the  conclusion  that  the 
incidence  of  cysts  has  little  relation  to  sex.  The 
influence  of  age  is  more  manifest.  Cysts  develop 
between  the  ninth  and  the  fiftieth  years;  fistulae,  be- 
tween the  sixth  and  twenty-seventh  years.  Mucoid 
endodermic  branchial  cysts  usually  develop  late. 
Median  fistulse  having  their  origin  in  the  th\TO- 
glossal  tract  are  almost  always  secondar>^  to  median 
cysts  which  have  opened  spontaneously  because  of 
suppuration  or  have  been  op>ened  by  operation. 

Dermoid  cysts  are  most  frequently  on  the  median 
line,  rarely  being  lateral.  If  they  were  of  branchial 
origin  they  would  be  lateral  and  probably  above  the 
thyroid.  If  they  originate  from  invaginated  epi- 
thelium of  the  floor  of  the  mouth,  they  may  be  con- 
sidered perhaps  of  ectodermic  origin.  The  cysts  of 
endodermic  origin  have  polystratified  epithelium; 
hence  buccophar>'ngeal  epithelium  of  adult  type. 
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Operation  on  such  cysts  should  always  be  radical. 
Not  only  the  cyst  itself,  but  all  the  surrounding  tis- 
sues should  be  removed  as  microscopic  examination 
of  the  latter  often  reveals  other  embryonic  cells  of 
the  same  type.  Similarly  in  the  author's  cases  of 
fistula  the  surgical  removal  included  both  the  whole 
fistulous  tract  and  all  the  surrounding  tissues.  In 
none  of  the  cases  so  treated  was  there  any  recurrence. 

The  case  histories  are  very  complete  and  nearly 
all  of  them  arc  illustrated.  W.  \.  FiRENNAX. 

Detzel,  L.:  Congenital  Fistulse  of  the  Neck  (Uebcr 
Fistula  colli  congenita).  Murnchcn.  mcd.  Wchuschr., 
1Q2I,  Ixiii,  1227. 

Acherson,  in  1878,  was  the  first  to  give  a  correct 
interpretation  of  the  disease  picture  of  congenital 
fistula;  of  the  neck.  A  distinction  is  made  between 
median  and  lateral  fistulx.  The  median  correspond 
to  the  thyroglossal  duct.  The  inner  opening  of  a 
lateral  fistula  is  in  the  lateral  wall  of  the  pharynx 
or  the  tonsillar  region,  while  its  outer  opening  fre- 
quently lies  in  the  median  line.  Therefore  its  course 
can  be  determined  only  by  .sounding.  The  lateral 
passage  penetrates  the  platysma  muscle  and 
superficial  fascia,  runs  parallel  to  the  sternocleido- 
mastoid over  the  deep  fascia  above  the  sternohyoid 
and  sternothyroid  muscles  to  the  great  cornu  of  the 
hyoid  bone,  and  continues  between  the  external  and 
internal  carotids  under  the  digastric  to  the  lateral 
wall  of  the  pharynx;  the  glossopharyngeal  and 
hypoglossal  nerves  run  under  it.  It  is  lined  with 
pavement  and  columnar  epithelium,  mucous  glands, 
and  lymphoid  elements. 

The  author  reports  a  case  which  appeared  to  be 
a  congenital  lateral  fistula,  but  presented  histologic 
p>eculiarities.  The  patient  was  an  18-year-old  girl 
from  whose  neck  was  exci.sed  a  passage  the  thick- 
ness of  a  pencil,  6  cm.  long,  which  terminated  in 
a  blind  end  in  the  region  of  the  styloid  process. 
The  outer  end  was  surrounded  by  a  cartilaginous 
plate  for  a  distance  of  2  cm.  Histologic  exarnination 
showed  a  stratified  basement  epithelium  with 
sudoriparous  and  sebaceous  glands,  and  on  the  out- 
side a  ring  of  hyaline  cartilage. 

The  large  amount  of  cartilage  is  a  variation  from 
the  usual  picture.  The  passage  must  be  considered 
as  a  dermoid  cyst  with  secondary  perforation,  and 
the  cartilage  as  a  heteroplastic  tissue  formation,  the 
independent  development  of  an  anlage  intended  for 
the  styloid  process  or  the  hyoid  bone  (second 
branchial  arch).  Fischer  (Z). 

Sistrunk,  W.  E.:   Cysts  of  the  Thyroglossal  Tract. 

Surg.  Clin.  N.  Am.,  1921,  i,  1509. 

Cysts  of  the  thyroglossal  tract  develop  through 
failure  in  the  complete  obliteration  of  the-epithelium 
carried  down  by  the  descent  of  the  thyroid  early 
in  foetal  life.  If  the  epithelium  fails  to  disappear, 
isolated  areas  of  thyroid  tissue  (aberrant  thyroid) 
or  cysts  may  arise  along  the  course  of  the  duct. 
The  diagnosis  is  made  by  the  finding  of  a  firm,  cystic 
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tumor  in  the  median  line  of  the  neck,  usually  near 
the  hyoid  bone  or  the  thyroid  cartilage.  The  duct 
running  from  the  cyst  to  the  hyoid  bone  can  usually 
be  palpated. 

Cure  of  the  condition  requires  complete  excision 
of  the  epithelium-lined  tract  as  recurrences  often 
develop  if  the  removal  is  not  complete.  Operation 
is  carried  out  through  a  transverse  incision  5  cm. 
long  made  across  the  neck  at  the  level  of  the  hyoid 
bone.  The  duct  is  removed  with  the  tissues  sur- 
rounding it  for  a  distance  of  0.3  cm.  on  all  sides  and 
with  a  portion  of  the  hyoid  bone,  a  portion  of  the 
raphe  joining  the  mylohyoid  muscles,  portions  of 
the  gcniohyoglossus  muscles,  and  the  foramen 
CKCum  (see  Fig.).  The  opening  in  the  mouth  is 
closed,  the  geniohyoglossus  muscles  are  approxi- 
mated with  catgut  sutures,  and  the  cut  ends  of  the 
hyoid  bone  are  brought  together  with  chromic 
catgut  sutures.  As  far  as  is  known,  no  recurrences 
have  taken  place  when  this  type  of  operation  was 
used.  G.  H.  Jackson,  Jr.,  M.D. 

Slesinger,   E.   G.:     Non-Thyrotoxic  Goiter.     Prac- 
titioner, 1921,  cvii,  355. 

Slesinger  offers  the   following  general   classifica- 
tion of  goiters  as  the  basis  of  his  discussion : 
Innocent  goiter: 

1.  Parenchymatous  goiter:  physiological,  toxic, 
congenital,  acquired. 

2.  Colloid  goiter:  adenoma;  diffuse;  diffuse  ade- 
nomatous (cystic,  fibrous,  calcareous,  osseous). 

3.  Foetal  adenoma. 

4.  Hyperplastic  thyrotoxic  goiter  (Graves'  dis- 
ease). 

Malignant  goiter: 

1.  Epithelial  tumors:  carcinoma,  malignant  ade- 
noma, metastatic  colloid  goiter,  parastruma, 
postbranchial  goiter,  papilloma,  cancroid. 

2.  Connective-tissue  tumors:  sarcoma,  endothe- 
lioma, perithelioma. 
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Following  a  general  description  of  the  gross  and 
histologic  pictures  presented  by  each  of  the  types  of 
innocent  goiter,  the  author  considers  their  symptoms 
and  the  indications  for  surgical  treatment,  placing 
prime  importance  up)on  compression  of  the  trachea 
and  interference  with  the  recurrent  laryngeal  nerve. 
The  latter  is  stated  to  be  far  more  common  on  the 
left  than  on  the  right  side,  even  in  cases  of  right- 
sided  goiter,  and  occurs  three  times  more  often  in 
men  than  in  women. 

Interference  with  the  sympathetic  nerve  causes 
unilateral  symptoms.  The  author  distinguishes 
between  the  "goiter-heart"  which  sometimes  de- 
velops in  old  cases  and  the  thyrotoxic  heart.  The 
symptoms  of  the  former  are  breathlessness  followed 
later  by  vertigo,  congestion  of  the  face,  epistaxis, 
palpitation,  and  ultimately  oedema  and  anasarca. 
The  author  suggests  that  this  is  due  partly  to  the 
"goiter  stenosis  interfering  with  the  pulmonary 
compensation  during  the  expansion  of  the  thorax 
in  respiration." 

The  necessity  of  determining  the  presence  of 
hypo-  or  hyj)er-thyroidism  is  emphasized. 

From  these  premises  Slesinger  concludes  that 
surgical  intervention  is  indicated  in  the  presence 
of  any  pressure  symptoms,  especially  in  cases  of 
adenomata  because  of  their  tendency  to  increase  in 
size  and  undergo  malignant  change.  Whether  or 
not  the  question  of  deformity  should  influence  the 
treatment  must  be  determined  by  the  circumstances 
in  the  particular  case.  As  further  evidence  in  support 
of  the  advisability  of  surgical  treatment  are  cited 
the  dangers  of  sudden  death  to  which  the  goiter 
patient  is  exposed. 

In  the  discussion  of  malignant  goiters  it  is  stated 
that  in  90  per  cent  the  malignancy  developed  in  a 
pre-existing  goiter  and  that  more  than  40  per  cent 
of  the  patients  are  over  40  years  of  age. 

In  malignant  cases  the  invasion  of  neighboring 
structures  occurs  early,  a  fact  which  contributes  to 
the  difficulty  of  satisfactory  treatment.  Even 
tracheotomy  when  called  for  is  a  difl&cult  and  danger- 
ous procedure  on  account  of  the  vascularity  of  the 
growth  and  the  invasion  of  the  surrounding  parts, 
and  even  if  it  can  be  performed,  death  from  broncho- 
pneumonia usually  follows. 

The  author's  general  conclusion  is  that  goiters 
other  than  the  small  parenchymatous  or  colloid 
varieties  which  have  been  present  for  some  time 
and  have  any  of  the  symptoms  which  we  have  taken 
as  surgical  indications  should  be  operated  on,  and 
that  in  advising  operation  we  should  bear  in  mind 
the  additional  fwint  that  we  are  removing  a  poten- 
tial, if  remote,  danger  of  malignant  trouble. 

W.  O.  Hartsock,  M.D. 

Wilson,  L.  B.:  Illustrative  Cases  of  Malignant 
Tumors  of  the  Thyroid.  Surg.  Clin.  N.Am.,  192 1, 
i,  1291. 

Malignant  tumors  of  the  thyroid  are  relatively 
niore  frequent  than  is  generally  supposed,  but  their 
diagnosis  is  often  missed  because  in  the  early  stages 


Proliferating  foetal  adenoma;  "Wucherende  Struma," 
Langhans  (xioo), 

they  resemble  other  conditions,  and  because  we 
fail  to  follow  the  cases  to  their  final  outcome  to 
check  the  diagnosis. 

The  more  common  tumors  of  the  thyroid  are  slow 
to  develop;  the  period  of  growth  may  extend  over 
many  years.  Three  cases  are  described  which 
illustrate  this  protracted  course.  In  the  case  of  a 
man,  aged  45  years,  a  diagnosis  of  adenocarcinoma 
was  made.  There  had  been  some  enlargement  on 
the  right  side  of  the  thyroid  for  three  years.  Death 
resulted  from  lung  metastases  three  years  and  ten 
months  after  operation.  The  second  case  described 
was  that  of  a  woman,  aged  28,  who  had  had  a  goiter 
since  childhood.  Sections  of  the  growth  showed 
both  "foetal  adenoma"  and  an  actively  growing 
papilloma.  At  a  subsequent  operation  five  and  one- 
half  years  later  an  adjacent  lymph  node  showed 
metastatic  carcinoma.  The  patient  died  in  two 
weeks  and  at  autopsy  metastases  were  found  in  the 
lung.  In  a  third  case  of  this  slow-growing  type  nine 
years  elapsed  before  the  return  of  the  tumor  forced 
the  patient  to  consult  a  physician.  The  type  of  pro- 
liferating "foetal  adenoma"  found  at  the  first  opera- 
tion is  shown  in  the  illustration.  From  his  study  of 
thyroid  tumors  Wilson  is  led  to  conclude  that  all 
are  derivable  from  this  source.  He  believes  that  in 
a  slow-growing,  nodular  tumor  showing  proliferative 
adenomatous  tissue  the  prognosis  should  be  guarded 
and  may  be  given  with  more  certainty  as  a  prepon- 
derance of  regenerative  or  degenerative  changes  is 
noted.  A  patient  having  such  a  tumor  should  be 
kept  under  observation  for  at  least  ten  years. 

Two  cases  are  described  showing  tumors  of  rapid 
growth,  one  a  sarcoma,  the  other  an  adenocarcinoma. 
Loss  of  weight  is  marked  in  all  these  cases  and  the 
presence  of  goiter  over  a  long  period  is  a  prominent 
feature.  Wilson  estimates  that  of  290  patients  with 
malignant  tumors  of  the  thyroid  examined  in  the 
Mayo  Clinic  from  January  i,  1901,  to  January  i, 
1 92 1,  158  had  definitely  developed  goiter  before 
they  were  30  years  of  age.  Only  sixty-one  had  not 
noticed  enlargement  of  the  thyroid  previous  to  one 
year  before  the  diagnosis  of  malignancv  was  made. 

J.  W.  Ross,  M.D. 
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Lcnormant:  Decortication  of  the  Lung  in  Chronic 
Purulent  Pleurisies  (Sur  la  H^corlication  du 
poumon  dans  Ics  pleurisies  purulentes  chroniqucs). 
Bull,  el  mem.  Soc.  dc  chir.  dc  Par.,  192 1,  xlvii, 
1160.  • 

Cases  of  chronic  fistulous  purulent  pleurisy  are 
becoming  less  frequent  since  the  methods  of  treating 
the  acute  condition  have  been  improved.  Lcnor- 
mant has  seen  only  ten  cases.  These  were  treated 
by  thoracotomy.  During  the  same  period  he  per- 
formed forty-eight  thoracotomies  for  acute  purulent 
pleurisy  or  suppurative  ha;mothorax.  Twelve  of 
these  patients  died  later  and  six  of  the  remaining 
thirty-six  had  a  fistula  which  necessitated  a  second 
operation.  Thus  about  16  per  cent  of  the  acute 
cases  became  chronic.  Most  of  them  were  due  to 
influenza. 

Of  ten  cases  of  pleural  fistula  five  were  treated  by 
extensive  thoracotomy,  one  by  thoracotomy  and 
pneumopcxy,  and  four  by  decortication  and  freeing 
of  adhesions.  The  first  of  the  latter  four  cases  was 
a  case  of  purulent  pleurisy  on  the  right  side  following 
typhoid  fever;  the  second  was  a  case  of  suppurative 
haimothorax  due  to  a  pulmonary  contusion;  the 
third,  a  case  of  septic  pleurisy;  and  the  fourth,  a  case 
of  doubtful  pathology  in  which  bronchopulmonary 
complications  and  pleurisy  followed  appendicitis. 
The  results  in  all  four  cases  were  quite  satisfac- 
tory. 

Lcnormant  states  that,  when  it  is  possible,  decor- 
tication is  preferable  to  thoracotomy  and  thoraco- 
l)lasty  in  the  treatment  of  chronic  empyema  as  it 
tends  to  re-establish  the  function  of  the  lung  by 
freeing  it.  The  operations  on  the  chest  wall  are 
more  mutilating  and  the  diseased  lung  is  immobilized 
by  newly  formed  membranes.  Duvergey  reported 
a  series  of  forty-eight  cases  of  chronic  purulent 
pleurisy  treated  by  thoracoplasty  and  decortication 
in  which  there  were  forty-seven  recoveries  and  only 
one  death.  This  and  other  reports  and  Lenormant's 
own  experience  demonstrate  that  pulmonary  de- 
cortication is  possible  in  the  majority  of  cases.  The 
surgeon  must  know  how  to  make  a  good  cleavage 
plane  between  the  parietal  pleura  and  the  false 
membrane.  With  careful  operative  technique  there 
need  be  little  haemorrhage.  The  operation  must  be 
performed  as  soon  as  it  is  certain  that  the  pleural 
cavity  will  not  become  cured  sf>ontaneously.  In  the 
four  cases  reported  in  this  article  it  was  done  three 
weeks  and  one,  two,  and  one-half  months  respec- 
tively after  the  preliminary  thoracotomy.  Lcnor- 
mant decorticates  the  visceral  pleura  alone  without 
touching  the  parietal  pleura,  but  states  that,  as 
reported  by  Roux-Bcrger  and  Donati,  there  are 
cases  which  require  total  decortication.  With  these 
surgeons  he  agrees  also  that  a  pneumopexy  will 
often  be  necessary.  W.  A.  Brenn.\n. 


Butler,  E.  F.:    Chronic  Empyema.     Mil.  Surgeon, 
1921,  xlix,  544. 

Every  chronic  empyema  has  its  origin  in  an  acute 
empyema.  The  factors  which  predispose  to  chronic- 
ity  are  three-fold:  infection  by  such  organisms  as 
the  tubercle  bacillus  which  gives  rise  to  chronic  in- 
flammatory processes;  low  resistance  on  the  part 
of  the  patient;  and  poor  care  in  the  early  stages  of 
the  condition.  The  immediate  causes  of  chronicity 
are  infection  by  the  tubercle  bacillus  or  a  similar 
organism;  faulty  mechanics  of  drainage;  foreign 
bodies  in  the  cavities  or  sinus;  osteomyelitis  of  the 
ribs  adjacent  to  the  drainage  wound;  pleuropul- 
monary  communications;  and  residual  foci  of  infec- 
tion in  the  walls  of  the  cavity. 

Unless  a  cavity  empties  readily  and  completely 
when  the  patient  is  in  the  upright  position  there  is  a 
mechanical  fault  in  the  drainage.  For  perfect 
drainage  the  drainage  wound  must  lead  to  the  lowest 
portion  of  the  cavity  and  must  be  large  enough  to 
permit  free  egress  of  the  secretions  so  that  there 
will  be  no  diverticula  or  undrained  pockets.  Neither 
sterility  nor  obliteration  of  the  cavity  can  be  secured 
in  the  presence  of  foreign  bodies.  Clean  elimination 
by  rongeur  of  all  portions  of  the  rib  stumps  that 
have  been  denuded  of  their  p)eriosteum  will  go  far 
to  prevent  osteomyelitis  and  the  formation  of 
foreign  bodies  due  to  sequestra  thrown  off  from 
infected  ribs. 

In  an  appreciable  percentage  of  cases  there  are 
communications  between  the  air  passages  of  the 
lung  and  the  empyema  cavity,  and  >vith  every 
respiratory  effort  infected  material  is  forced  out  of 
the  bronchioles  into  the  cavity.  With  the  patient 
in  a  position  in  which  the  cavity  can  readily  be 
emptied,  gentle  irrigation  with  small  amounts  of 
Dakin's  solution  should  be  tried,  and  if  coughing 
results  there  is  presumptive  evidence  of  a  bronchial 
fistula.  If  the  patient  can  taste  the  solution  the 
condition  is  practically  proven.  In  a  large  group 
of  cases  of  chronic  empyema  which  resist  all  efforts 
to  sterilize  the  cavity  there  is  residual  infection  of 
the  scar  tissue  lining  the  cavity. 

X-ray  study  is  extremely  important.  When  it 
is  known  that  there  are  no  large  bronchial  fistula?, 
stereoscopic  X-ray  plates  of  the  injected  cavities 
may  be  made.  In  this  work  the  bismuth-cotton- 
seed-oil susp>ension  described  by  Stevens  has  proved 
satisfactory. 

To  determine  whether  the  cavity  has  been  steri- 
lized sufficiently  to  permit  its  closure,  reliance  should 
be  placed  upon  the  culture  method  rather  than 
smears. 

From  a  theoretical  standpoint  cure  depends  on 
four  factors:  the  elimination  of  the  cause,  the  im- 
provement of  the  patient's  general  physical  con- 
dition, sterilization  of  the  cavity,  and  obliteration 
of  the  cavity.     Bronchial  fistula;  are  not  easy  to 
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eliminate.  Unless  they  are  situated  close  to  the 
wound  in  the  chest  wall  it  will  be  necessary  to  make 
a  free  opening  to  expose  them.  If  they  are  small 
they  may  be  treated  directly  with  the  actual  cau- 
tery. If  they  are  large  they  must  first  be  dissected 
free  from  the  fibrous  lung  tissue  surrounding  them 
before  they  are  cauterized. 

The  improvement  in  the  patient's  general  health  is 
of  extreme  importance.  A  diet  fairly  high  in  calories 
is  usually  necessary.  Outdoor  sleeping,  whenever 
practical,  is  to  be  urged.  The  use  of  blow-bottles 
and  similar  means  to  expand  the  lung  will  not  be 
as  effective  in  chronic  as  in  acute  empyema.  Rou- 
tine calisthenics  are  better. 

The  direct  method  of  sterilizing  the  cavit)-  is  by 
vigorous  antiseptic  treatment.  Dakin's  solution 
has  apparently  given  the  best  results  and  may  be 
considered  the  antiseptic  of  choice.  As  the  amount 
of  exudate  decreases  the  amount  of  Dakin's  solution 
should  be  decreased.  If  bleeding  occurs,  a  rest  of 
twenty-four  hours  is  usually  sufficient  to  control  all 
capillary  oozing.  After  this,  dakinization  of  the 
cavity  can  be  begun  again.  About  50  per  cent  of 
the  chronic  emp)-ema  cavities  can  be  sterilized  by 
intensive  treatment  with  Dakin's  solution. 

Obliteration  of  the  cavity  is  the  final  step  in  the 
cure  of  any  given  case.  Surgical  obliteration  of  the 
cavity  by  thorocoplastic  operation  is  a  serious  pro- 
cedure and  should  be  undertaken  only  after  all  con- 
servative measures  have  been  attempted.  Decorti- 
cation through  a  wide  intercostal  incision  is  the 
most  conservative  operation.  If  this  is  not  success- 
ful, an  operation  to  eliminate  the  greatest  amount  of 
bacteria-bearing  tissue  is  indicated. 

R.\LPH  B.  Bettman,  M.D. 

Fitzwilliams,  D.  C.  L.:   The  Site  of  Operation  for 
Empyema.    Brit.  M.  J.,  1921.  ii,  550. 

The  author  has  seen  but  two  cases  of  empyema 
necessitatis.  Both  were  those  of  children,  and  in 
both  perforation  occurred  between  the  second  and 
third  ribs  in  front. 

In  large  abscess  cavities  the  drainage  must  be  so 
arranged  as  to  allow  the  lung  to  come  up  to  the  other 
walls  gradually  and  evenly  and  obliterate  the  cav- 
ities. Opening  at  the  most  dependent  part,  too  far 
back,  or  too  far  forward  defeats  this  object.  The 
lowest  and  highest  jx)ints  will  be  where  the  expand- 
ing lung  first  touches  the  chest  wall,  and  thus  drain- 
age from  these  points  will  be  obstructed.  The 
opening  should  be  opposite  the  deepest  point  of  the 
cavity  which  will  be  closed  last. 

To  maintain  a  level  established  by  resection  of 
the  seventh  rib  at  the  posterior  axillary  line  there 
is  no  objection  to  resection  of  the  sixth,  fifth,  or 
even  the  fourth  rib  as  one  comes  forward  to  the 
anterior  axillary  line.  Resection  of  the  ninth  rib 
for  empyema  has  a  limited  field.  The  ninth  rib  lies 
wholly  below  the  normal  lung  level  in  front  of  the 
posterior  axillary  line,  while  the  eighth  rib  is.  below 
that  level  in  front  of  the  anterior  axillary  line.  Only 
near  the  erector  spinae  would  it  be  of  any  use  to 


resect  this  rib,  and  then  the  expanding  lung  would 
soon  render  the  opening  useless.  Moreover,  when 
the  pouch  of  pleura  between  the  chest  waU  and 
diaphragm  becomes  obliterated  below  the  lung 
level,  resection  of  the  ninth  rib  may  lead  to  open- 
ing of  the  diaphragm  under  the  impression  that  it 
is  thickened  pleura. 

Poor  drainage  is  the  most  frequent  cause  of  large 
unhealed  cavities  within  the  chest  wall.  The  most 
common  condition  found  is  a  narrow  passage  into 
the  cavity.  It  is  these  cases,  often  long  continuous, 
which  require  decortication.  The  vast  majority 
of  those  in  which  more  extensive  rib  resection  is 
necessarA,'  to  allow  the  chest  wall  to  obliterate  the 
cavity  by  falling  in  up>on  the  stationar>'  lung  the 
openings  were  situated  too  low  down  for  good  drain- 
age. J.  E.  Struthzrs,  M.D. 

Riedel,  G. :  A  Life-Saving  Operation  for  Preverte- 
bral Tuberculous  Abscess  in  the  Posterior 
Mediastinum.  (Lebensrettender  operativer  Ein- 
griflf  bei  praevertebralem  tuberkuloesem  Abscess  im 
Mediastinum  posticum).  Muenchen.  med.  Wchnsckr., 
1921,  Ixviii,  1 190. 

Of  late  years  operative  treatment  for  so-called 
"surgical  tuberculosis"  has  been  somewhat  out  of 
favor.  The  followers  of  Bier  take  an  extreme  stand 
on  this  question,  limiting  themselves  to  puncture  of 
superficial  cold  abscesses.  Ever>'  other  operative 
procedure  they  condemn,  even  puncture  of  deep 
abscesses,  as  they  believe  the  latter  undergo  absorp- 
tion. Riedel  does  not  agree  with  this  extremely  con- 
servative view  and  cites  a  case  to  show  that  under 
certain  circumstances  operation  is  necessary  to  save 
life. 

The  patient  was  a  boy  6  years  old  who  had  a 
familial  history  of  tuberculosis  and  suffered  from 
caries  of  the  third  and  fourth  thoracic  vertebrae 
which  was  revealed  clinically  by  a  gibbus  and  in  the 
roentgen  picture  by  destruction  of  the  bodies  of  the 
third  and  fourth  vertebrae  and  an  abscess  shadow. 
After  confinement  to  bed  for  a  considerable  time  he 
suddenly  experienced  several  severe  attacks  of  dys- 
pnoea. At  first  these  were  eased  by  the  upright  pos- 
ition but  later  no  relief  could  be  found  and  trache- 
otomy was  considered.  Tracheoscopy,  however, 
revealed  a  normal  condition  of  the  larv'nx  and  tra- 
chea, the  difficulty  being  due  to  the  abscess  origin- 
ating in  the  vertebrae.  Therefore,  in  order  to  save 
the  patient  from  asphyxiation,  evacuation  of  the 
abscess  was  necessary. 

The  third,  fourth,  and  fifth  ribs  were  resected 
close  to  the  spinal  column,  and  the  pus  found  by  the 
syringe  was  drawn  off  by  a  rubber  drain.  Imme- 
diately after  the  operation  breathing  became  much 
easier,  and  after  several  months  in  bed  the  patient 
was  cured. 

The  abscess  in  this  case  had  its  origin  in  the  third 
and  fourth  vertebrae  and  extended  into  the  posterior 
mediastinum.  The  trachea  was  compressed  by  it  at 
about  the  level  of  the  bifurcation.  It  is  surprising 
that  there  was  no  dysphagia. 
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In  such  a  case  of  caries  of  the  lower  cervical  and 
upper  thoracic  spine  it  would  be  a  mistake  to  apply 
a  plaster-of-Paris  jacket  as  the  forced  lordosis  would 
cause  earlier  compression  of  the  trachea.  A  number 
of  such  instances  are  reported  in  the  literature.  In 
the  majority,  a  tracheotomy  was  {performed,  but  of 
course  with  a  negative  result.  While  tracheoscopy  is 
unable  to  give  the  necessary  information  in  this 
condition,  the  diagnosis  can  always  be  made  easily 
with  the  aid  of  the  roentgen  ray.  To  refrain  from 
operating  in  such  a  case  would  be  to  give  the  patient 
up  to  speedy  death  by  asphyxiation.       Gangl  (Z) 

Bloodgood,  J,  C, :  The  Patholojiy  of  Chronic  Cystic 
Mastitis  of  the  Female  Breast:  With  Special 
Consideration  of  the  Blue-Domed  Cyst.  Arch. 
Surg.,  1921,  iii,  445. 

Bloodgood  subdivides  chronic  cystic  mastitis  into 
the  following  types:  chronic  cystic  mastitis  with 
single  or  multiple  cysts;  chronic  cystic  mastitis 
without  large  cysts;  the  blue-domed  cyst;  the  cyst 
of  the  galactocelc  type;  multiple  blue-domed  cysts 
in  one  or  both  breasts  (diffuse  cystic  disease  of  the 
breast);  non-encapsulated  adenomatous  area;  the 
non-encapsulated  area  of  chronic  cystic  mastitis 
containing  one  or  more  minute  cysts  or  one  or  more 
dilated  ducts  or  both;  diffuse  dilatation  of  the  ducts, 
chiefly  in  the  nipple  zone,  and  rarely  in  the  breast 
outside  this  zone;  the  non-encapsulated  cystic 
adenoma;  and  the  diffuse  non-encapsulated  cystic 
adenoma  known  in  the  literature  as  Schimmcl- 
busch's  or  Reclus'  disease. 

In  the  blue-domed  cyst  the  characteristic  gross 
feature  is  a  distinct  blue  dome.  In  the  majority  of 
cases  this  is  exposed  after  division  of  the  sub- 
cutaneous fat.  In  a  certain  percentage  of  cases  the 
cyst  is  buried  in  the  breast  tissue  and  division  of  a 
zone  of  breast  is  necessary  to  expose  it.  As  a  rule 
the  cyst  wall  is  thin;  in  less  than  10  per  cent  of  the 
cases  it  has  been  found  thicker  than  2  to  3  mm.  The 
contents  of  the  cyst  have  never  been  hemorrhagic; 
they  are  either  clear  or  cloudy.  The  inner  wall  of 
the  cyst  is  smooth,  without  papilloma,  and  there 
may  be  partial  partitions  or  septa. 

The  cyst  of  the  galactocele  type  differs  from  the 
blue-domed  cyst  in  that  the  dome  of  the  former  is 
white  or  gray  and  as  a  rule  the  wall  is  a  little  thicker. 
The  contents  not  only  resemble  milk  in  appearance, 
but  also  are  coagulated  by  formalin,  while  the  con- 
tents of  the  blue-domed  cyst  are  not. 

Most  multiple  cysts  in  one  or  both  breasts  (diffuse 
cystic  disease  of  the  breast)  are  of  the  blue-domed 
type,  but  a  few  may  be  of  the  galactocele  type.  The 
breast  or  breasts  are  riddled  with  cysts  of  various 
sizes.  The  character  of  the  wall  and  the  contents 
are  identical  with  those  of  the  blue-domed  typ)e. 
The  frequency  of  this  multiple  cystic  disease  is  about 
13  per  cent. 

The  non-encapsulated  adenomatous  area  occurs  as 
an  area  of  breast  tissue  in  which  the  elevated  pink 
and  gray  dots  representing  the  adenomatous  lobules 
are  more  numerous  than  in  the  surrounding  breast. 


This  area  resembles  somewhat  the  fibro-adenoma, 
but  has  less  stroma.  When  the  condition  presents 
itself  clinically  as  multiple,  somewhat  indefinite 
nodules  in  one  or  both  breasts,  each  nodule  is  prac- 
tically identical  in  the  gross  and  microscopic  pic- 
ture. The  author  is  inclined  to  the  conclusion  that, 
when  multiple,  the  disease  corresponds  to  that  de- 
scribed by  VV'arren  as  the  "cobble-stone  breast,"  and 
that  when  it  is  f)ossible  to  make  out  multiple,  indefi- 
nite nodules  in  both  breasts  operation  is  not  indi- 
cated.    A  definite  tumor  should  be  explored. 

A  non-encapsulated  area  of  chronic  cystic  masti- 
tis containing  one  or  more  minute  cysts  or  dilated 
ducts  or  both  should  be  explored  if  it  occurs  clini- 
cally as  a  single  tumor. 

Diffuse  dilatation  of  the  ducts  chiefly  in  the  nipple 
zone  suggests  on  palpation  a  doughy,  worm-like 
mass  beneath  the  nipple.  On  exploration,  large  and 
small  dilated  ducts  with  distinct  walls  containing 
brown,  green,  milky,  or  cream-like  material  of 
various  degrees  of  viscosity  and  consistency  arc 
found.  When  it  occurs  in  a  zone  of  the  breast  out- 
side the  nipple  area  it  feels  like  diffuse  mastitis,  but 
has  not  the  distinct  edge  or  border  of  the  diffuse 
non-encapsulated  cystic  adenoma.  If  it  is  possible 
to  diagnose  this  lesion  by  palpation,  operation  is  not 
indicated. 

Non-encapsulated  cystic  adenoma  does  not  differ 
from  encapsulated  cystic  adenoma  except  in  regard 
to  the  capsule. 

In  Schimmelbusch's  disease  palpation  discloses  a 
zone  of  mastitis  containing  many  small  shot-like 
masses.  The  edge  of  the  involved  breast  is  distinctly 
palpable.  The  disease  may  involve  a  quadrant,  a 
hemisphere,  or  both  breasts.  In  a  few  cases  it  is 
associated  with  intermittent  retraction  of  the  nipple, 
and  if  operation  is  delayed  the  retraction  becomes 
permanent. 

The  breast  surrounding  these  tumors  or  cysts 
shows  evidence  of  chronic  cystic  mastitis  or  normal 
or  senile  breast  tissue.  In  the  author's  opinion, 
chronic  cystic  mastitis  is  not  a  lesion  of  the  breast 
which  at  the  present  time  may  be  considered  pre- 
cancerous, and  its  presence  does  not  demand  either 
the  complete  excision  of  the  breast  or  the  complete 
operation  for  cancer.  Among  350  cases  of  chronic 
cystic  mastitis  of  the  various  types  described,  222 
cases  of  involvement  of  the  whole  breast  were 
studied  but  no  evidence  of  gross  or  microscopic  can- 
cer was  found.  The  presence  of  one  distinct  tumor 
in  each  breast  or  more  than  one  tumor  in  one  or  both 
breasts  still  clinically  benign  practically  makes  the 
diagnosis  of  a  benign  lesion. 

If  there  is  a  single  tumor  in  one  breast  and  the 
remaining  portion  of  this  and  the  other  breast  is 
normal  and  the  patient  is  over  25  years  of  age,  im- 
mediate operation  is  indicated. 

In  exploratory  incision  the  patient  is  always  pre- 
pared for  the  complete  operation  for  cancer  and  for 
general  anaesthesia. 

The  incision  should  be  made  directly  over  the 
lump.    The  moment  the  operator  exposes  the  tumor 
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and  concludes  that  it  is  malignant  the  exposed  area 
should  be  swabbed  with  pure  phenol  followed  by 
alcohol  and  the  wound  packed  with  a  piece  of  gauze 
saturated  with  zinc  chloricfe  solution  and  closed. 
The  complete  operation  for  cancer  should  then  be 
done. 

This  article  has  numerous  illustrations  showing 
the  different  varieties  of  mastitis  described,  and 
the  author  gives  and  analyzes  many  case  histories. 

H.  A.  McKxiGHT,  M.D. 

TRACHEA  AND  LUNGS 

Lloyd,  S.:   Observations  upon  the  Surgery  of  the 
Lung.    Ann.  Surg.,  1921,  Ixxiv,  557. 

Lloyd  summarizes  the  present  indications  for 
operations  on  the  lung  as  follows: 

1 .  Cases  of  tuberculous  cavities  in  which  collapse 
of  the  lung  by  gas  injections  into  the  pleural  cavity 
is  impossible  either  because  of  too  rapid  absorption 
of  the  gas  or  because  of  the  presence  of  adhesions. 
In  such  cases  extrapleural  thoracotomy  should  be 
performed.  This  may  be  done  in  one  operation  or 
in  stages,  dejjending  upon  the  patient's  condition. 

2.  Bronchiectasis.  Extrapleural  thoracotomy 
may  be  performed,  although  incision  and  drainage 
or  lobectomy  offer  a  better  chance  of  radical  cure. 

3.  Foreign  bodies  which  cannot  be  removed  bj' 
bronchoscopy.  In  such  cases  thoracotomy  with 
direct  removal  by  incision  through  the  lung  is  the 
method  of  choice. 

4.  Haemorrhage  with  increasing  haemothorax, 
compression  of  the  lung,  and  displacement  of  the 
heart  and  mediastinum.  Thoracotomy  with  suture 
of  the  bleeding  jx)int  is  indicated. 

5.  Abscess.  The  best  results  will  be  obtained  by 
thoracotomy  and  drainage  of  the  abscess  effected 
by  attaching  the  pulmonary  pleura  about  the  open- 
ing of  the  lung  to  the  parietal  pleura. 

6.  Tumors  of  the  chest  wall,  including  the  ribs 
and  pleurae.  Complete  removal  and  the  use  of  a 
pedunculated  skin  flap  from  the  abdomen  has  been 
successful. 

7.  Tumors  of  the  lung.  Thoracotomy  and  direct 
excision  by  partial  or  complete  lobectomy  offer  the 
only  chance  of  cure. 

8.  Empyema.  Early  and  frequent  aspiration 
followed,  if  necessary,  by  intercostal  incision  and 
drainage  is  indicated. 

If  these  methods  are  not  efficacious,  one  of  the  rad- 
ical operations  should  be  performed.  The  author  dis- 
cusses methods  of  preventing  untoward  results  from 
pneumothorax.  Frederick  Christopher,  M.D. 

HEART  AND  VASCULAR  SYSTEM 

Hedblom,  C.  A. :   Primary  Tuberculous  Pericardi- 
tis.   Surg.  Clin.  N.  Am.,  1921,  i,  1411. 

Tuberculous  pericarditis  is  usually  secondary  to 
a  lesion  elsewhere  in  the  body.  In  the  order  named, 
the  most  common  foci  are  the  mediastinal  or 
tracheobronchial  lymph  glands,  the  lungs,  and  the 


pleurae.  In  some  cases  the  i)ericardial  process  is 
part  of  a  general  polyserositis  or  a  general  miliary 
tuberculosis.  It  is  probable  that  most  cases  of 
pericarditis  that  cannot  be  proved  pyogenic  are 
tuberculous. 

Thym  reports  five  of  ninety-four  cases  in  which 
the  condition  was  probably  primary  in  the  pericar- 
dium. Osier  found  the  pericardium  involved  in 
seven  of  275  cases.  WiUgk  found  eleven  cases  in 
1,317  autopsies.  Wells  discovered  pericardial  ad- 
hesions in  128  of  1,048  autopsies.  In  all  these 
autopsy  cases  the  process  was  acute  in  seventy-one 
and  chronic  in  fifty-seven,  and  of  the  acute  cases 
eight  were  proved  to  be  tuberculous.  Metcalf  noted 
that  the  pericardium  was  involved  in  5  per  cent  of 
cases  of  active  tuberculosis. 

McPhedran  believes  the  lymph  glands  are  always 
the  seat  of  primary  infection,  the  various  organs  and 
tissues  subsequently  infected  being  invaded  by  way 
of  their  lymphatic  tissues.  On  this  basis  may  be 
considered  all  cases  of  tuberculous  pericarditis 
associated  only  with  involvement  of  the  mediastinal 
or  tracheobronchial  lymph  glands. 

The  author  reports  the  case  of  a  man,  aged  36 
years,  whose  trouble  began  eleven  months  prexaous 
to  examination,  May,  1921,  with  a  sore  throat,  fever, 
and  loss  of  weight  and  strength.  Finally  there  was 
bilateral  phlebitis  in  the  legs  associated  with  night 
sweats,  pain  at  the  costal  margins,  and  cough 
without  sputum.  Later  dyspnoea  and  cyanosis 
developed.  In  three  pericardial  aspirations  2,500 
c.  cm.  of  fluid  were  withdrawn.  The  first  two 
aspirations  were  clear  but  the  third  had  the  ap- 
pearance of  pea  soup. 

Examination  revealed  limitation  of  movement  in 
the  lower  chest,  slight  respirator)'  retraction  at  the 
apex  with  obliteration  of  the  cardiohepatic  angle, 
and  distant  and  rapid  heart  sounds.  No  murmur  or 
arhythmia  was  noted.  When  the  patient  assumed 
the  recumbent  position  the  veins  of  the  neck  were 
engorged  and  his  face  became  cyanosed.  The  blood 
pressure  was  108  systolic  and  88  diastolic.  The 
pulse  rate  was  no. 

Roentgen  examination  showed  the  heart  to  be 
enlarged  to  26  by  16  by  10  cm.  The  electrocardiogram 
showed  evidence  of  myocardial  degeneration. 

A  tentative  diagnosis  of  tuberculous  pericarditis 
with  effusion  was  made  and  p)ericardiotomy  advised. 

Exploration  of  the  pericardium  revealed  no 
trabeculated  cavities;  2,000  c.  cm.  of  seropurulent 
fluid  were  aspirated  and  the  wound  closed  without 
drainage.  The  specimen  revealed  tuberculosis. 
Guinea-pig  inoculation  of  the  exudate  gave  r 
negative  result. 

The  patient  returned  two  months  later  with 
thrombophlebitis  of  the  legs.  He  had  gained  in 
weight,  but  was  still  dyspnoeic.  .\  roentgenogram 
showed  a  large  cardiac  shadow.  Pericardiotomy 
was  p>erformed  and  2,000  c.  cm.  of  seropurulent 
fluid  were  aspirated.  The  intrapericardial  pressure 
was  found  to  fluctuate  with  respiration  between  4 
and  12  cm.  of  water  pressure. 
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The  parietal  pericardium  was  covered  with  a 
whitish  fibrinous  membrane  about  8  mm.  thick. 
The  pericardium  itself  was  about  4  mm.  thick. 
Repeated  examinations  during  evacuation  of  the 
fluid  showed  no  change  in  the  blood  pressure.  The 
wound  in  the  subcutaneous  tissues  and  skin  was 
completely  closed  by  suture,  but  the  pericardial 
incision,  2.5  cm.  long,  was  left  open  for  drainage. 

A  seropurulent  discharge  from  the  wound  became 
purulent,  and  t'bree  weeks  after  the  operation  there 
was  a  serous  pleural  effusion  on  the  left  side.  A 
roentgenogram  revealed  collapse  of  the  left  lung. 
Thrombophlebitis  of  the  left  jugular  and  subclavian 
veins,  and  oedema  of  the  right  hand  and  arm, 
the  upper  chest  wall,  the  abdominal  wall,  and  the 
legs  developed.  Dyspncca  and  cyanosis  were  present. 
By  thoracentesis  twenty-nine  days  later  700  c.  cm. 
of  clear,  serous  effusion  were  evacuated.  No  ap- 
parent increase  in  pericardial  effusion  was  revealed 
by  the  roentgen  ray.  The  patient  left  the  hospital 
September,  192 1,  with  a  poor  outlook  for  recovery. 

The  diagnosis  was  based  on  the  chronicity,  the 
recurrence  of  effusion  after  three  aspirations,  and 
the  history  of  recent  exposure  to  tuberculous  infec- 
tion. The  presence  of  a  relatively  large  sterile 
effusion  was  also  suggestive. 

J.  E.  Stkuthers,  M.D. 

PHARYNX  AND  (ESOPHAGUS 

Von  Masseri,  C:  The  Removal  of  Deep  Forei(tn 
Bodies  from  the  (Esophagus  Through  the 
Opened  Stomach  (Zur  Kntfernung  von  ticfsitzen- 
dcn  Frcmdkocrpcrn  dcr  Spciscrochre  vom  crocffnctcn 
Magen  aus).    Zcnlralhl.  /.  Chir.,  1921,  xlviii,  1077. 

Von  Masseri  reports  a  case  in  which  an  unsuc- 
cessful attempt  was  made  to  remove  through  the 
opened  stomach  a  plum  stone  lodged  in  the  crsoph- 
agus  33  cm.  behind  the  teeth.  The  patient  was  a 
young  girl.  The  stone  had  become  firmly  wedged 
into  the  mucous  membrane  and  lay  parallel  to  the 
longitudinal  axis  of  the  oesophagus.  All  attempts 
to  mobilize  it  by  retrograde  dilation  with  a  bougie 
or  to  grasp  it  with  instruments  inserted  through 
the  stomach  were  of  no  avail.  The  patient  died 
sixteen  hours  after  the  operation. 

Von  Masseri  believes  that  stenosis  had  already 
developed  at  the  point  of  encarccration.  The  pa- 
tient had  been  in  the  habit  of  swallowing  the  stones 
with  the  plums,  and  in  the  author's  opinion  this 
was  probably  responsible  for  repeated  small  injur- 
ies leading  to  the  formation  of  the  stenosis. 

Dencke  (Z). 

Lang,  F.  J.:    Carcinosarcoma  of  the  (Esophagus 

(Zur  Kenntnis  der  Carcinosarkome  des  Oesophagus). 
Arch.  f.  path.  Anat.,  1921,  ccxxxiv,  485. 

To  the  five  cases  of  carcinosarcoma  previously 
observed  Lang  is  able  to  add  two  others. 

By  the  term  "carcinosarcoma"  is  meant  a  can- 
cerous tumor  with  a  sarcomatous  stroma.  Herx- 
heimer,  who  made  a  careful  study  of  these  neo- 


plasms, gives  the   theories  as   to   their   origin   as 
follows: 

1.  Carcinoma  and  sarcoma  arise  simultaneously 
from  the  same  cause,  but  affect  different  tissues. 

2.  On  the  basis  of  an  existing  sarcoma  an  atypical 
growth  of  the  epithelial  cells  arises  which  leads  to 
the  formation  of  carcinoma  in  the  midst  of  the 
sarcoma. 

3.  The  stroma  which  is  always  present  in  a  car- 
cinoma develops  into  a  sarcoma. 

The  first  of  the  two  cases  reported  by  Lang  in  this 
article  was  that  of  a  man  67  years  old  who  showed 
evidences  of  oesophageal  stenosis  and  died  of  cardiac 
weakness.  Autopsy  demonstrated  the  immediate 
cause  of  death  to  have  been  lobar  pneumonia  on  the 
left  side.  In  the  oesophagus,  at  the  level  of  the  bi- 
furcation, was  a  tumor  which  constricted  the  oeso- 
phageal lumen  to  the  thickness  of  a  lead  pencil  but 
involved  only  the  anterior  wall  and  did  not  spread 
beyond.  The  neighlwring  lymph  nodes  were  not 
affected,  but  in  both  lobes  of  the  liver  there  were 
numerous  metastatic  nodular  growths. 

On  histologic  examination  it  was  found  that  the 
upper  portions  of  the  tumor  showed  a  round- and 
polymorphonuclear-celled  sarcoma  with  occasional 
giant  cells,  whereas  in  the  lower  portions  there  was, 
in  addition,  a  carcinoma  penetrating  from  the  sur- 
face to  the  depth.  There  were  also  small  and  large 
epithelial  cell  nests  either  close  together  or  isolated 
in  the  middle  of  the  sarcomatous  tissue.  The  out- 
line of  some  of  these  epithelial  masses  was  ill  defined 
while  that  of  others  was  sharply  defined,  suggesting 
a  connective  tissue  capsule.  The  metastases  in  the 
liver  proved  to  be  purely  sarcomatous. 

The  second  case  reported  was  that  of  a  man  52 
years  old  who  had  suffered  with  dysphagia  for  two 
years.  Later  there  were  associated  attacks  of  severe 
dyspn(ra,  the  cause  of  which  was  believed  to  be  a 
large  goiter  on  the  right  side.  Removal  of  the  goiter 
did  not  decrease  the  dyspnoea  and  the  patient  soon 
died  from  pneumonia. 

At  autopsy  a  segmented,  hard,  white  tumor  was 
found  in  the  oesophagus,  beginning  in  the  cavity  of 
the  larynx  and  extending  to  the  bifurcation.  This 
growth  involved  the  whole  oesophageal  wall  and 
narrowed  the  lumen  to  the  thickness  of  a  lead  pen- 
cil. Projecting  into  the  lumen  2  cm.  further  down 
was  a  cylindrical  pedunculated  neoplasm.  The  lymph 
nodes  in  the  vicinity  were  not  involved.  Micro- 
scopic examination  showed  the  circular  tumor  to  be 
a  carcinoma  and  the  conical  tumor  to  be  a  spindle 
and  giant-cell  sarcoma  infiltrated  by  a  basal-cell 
carcinoma.   No  metastases  were  found. 

G.\NGL  (Z) 

Bidgood,  C.  Y.:  A  Study  of  Methods  of  Procedure 
in  Resection  of  the  (Esophagus.  Ann.  Surg., 
1921,  l.\.\iv,  546. 

Because  of  the  situation  and  structure  of  the 
oesophagus  its  surgical  treatment  is  difficult.  In 
its  cervical  portion  it  is  easily  mobilized,  but  in  its 
thoracic  portion  it  lies  deep  in  the  mediastinum  in 
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juxtaposition  to  such  delicate  and  important  struct- 
ures as  the  pericardium,  trachea,  pleura,  the  vagi, 
left  recurrent  laryngeal,  and  sympathetic  nerves, 
the  thoracic  duct,  the  aorta,  the  left  subclavian 
artery,  and  the  azygos  vein.  Mobilization  here  is 
therefore  extremely  difficult.  From  the  standpoint 
of  microscopic  anatomy  it  is  seen  that  there  is  no 
definite  coat,  such  as  the  submucous  layer  in  the 
intestine,  which  is  sufficiently  strong  to  hold  the 
suture  in  place.  This  makes  it  difficult  to  procure  a 
line  of  suture  which  will  withstand  tension,  and  as 
the  oesophagus  is  fixed  at  its  upper  and  lower  ends, 
each  descent  of  the  diaphragm  during  inspiration 
causes  a  strain  on  the  line  of  union  and  favors 
leakage. 

Other  factors  adding  to  the  difficulty  and  danger 
of  oesophageal  resection  are:  (i)  the  impossibility  of 
stretching  the  oesophagus  to  approximate  the  two 
ends  after  the  excision  of  a  portion.  (2)  the  absence 
of  a  serous  coat  and  the  consequent  failure  of  ad- 
hesions to  form  around  the  line  of  union  and  pre- 
vent leakage,  (3)  the  low  resistance  to  infection 
of  the  loose  connective  tissue  of  the  mediastinum; 
and  (4)  the  constant  presence  of  bacteria  in  the 
oesophageal  lumen. 

The  author  discusses  the  history  of  operations 
upon  the  oesophagus,  analyzing  and  describing 
twenty-five  cases  collected  from  the  literature. 
According  to  the  statistics,  the  skin  tube  procedure 
is  the  method  which  has  been  used  with  the  best 
results  during  the  last  ten  years  and  should  be  the 
method  employed  in  cases  of  carcinoma  and  strict- 
ure of  the  oesophagus  when  cure  by  dilatation  with 
bougies  is  impossible. 

Frederick  Christopher,  M.D. 

Fonio,  A. :  A  Case  of  Antethoracic  CEsophagoplasty 

(Ein    Fall   von   antethorakaler    Oesophagoplastik). 
Schweiz.  med.  Wchnschr.,  1921,  11,  865. 

The  author  reports  a  case  of  successful  oesophago- 
plasty  with  drawings,  roentgen  pictures,  and  sche- 
matic sketches  of  the  operation.  Following  injury 
to  the  oesophagus  the  permanent  bougie  should  be 
used  according  to  the  method  of  Roux  as  early  as 
possible.  In  late  cases  sounding  may  be  tried;  in 
some  instances  the  retrograde  method  may  be  found 
best.  If  this  is  unsuccessful,  a  gastric  fistula  should 
be  established.  However,  as  fistula-life  is  depressing 
to  the  patient,  the  formation  of  an  artificial  oeso- 
phagus is  to  be  considered. 

The  case  reported  was  an  impenetrable  oesophag- 
eal stricture  at  the  level  of  the  jugular  vein  due  to 
a  burn  by  potassium  permanganate  and  treated  for 
years  until  a  mediastinitis  with  empyema  devel- 
oped. An  antethoracic  oesophagoplasty  was  car- 
ried out  in  the  following  steps  and  completed  in  a 
year  and  five  months: 

1 .  A  cylinder  of  skin  was  formed  which  extended 
from  the  manubrium  to  the  ensiform  process  of 
the  sternum. 

2.  One  month  later,  the  distal  end  of  an  excised 
segment  of  the  transverse  colon,  15  cm.  long  and 


connected  with  the  median  colic  artery,  was  trans- 
planted into  the  stomach  and  its  oral  end  trans- 
planted into  the  freely  prepared  lower  end  of  the 
skin  cylinder  by  means  of  a  double  suture  after  the 
border  of  the  skin  cylinder  had  been  split  into  two 
parts.  The  anastomosis  was  effected  by  a  muco- 
epidermic  and  sero-subcutaneous  suture  similar  to 
Lembert's  mucosa-mucosa  and  serosa-serosa  sutures 
for  end-to-end  anastomosis.  Over  this  a  second 
serosa-subcutaneous  suture  was  inserted  to  obtain 
invagination.  Primary  healing  followed,  which  the 
author  ascribes  to  the  technique  of  the  intestinal 
skin  suture. 

At  several  later  operations  it  was  necessary  to 
lengthen  the  skin  tube  above  as  it  had  shrunk  con- 
siderably in  length,  and  to  perform  several  opera- 
tions to  close  a  fistula  which  developed  between  the 
two  parts  of  the  skin  tube.  A  year  and  five  months 
later,  in  order  to  guard  against  inflammatory  com- 
plications, the  oesophagus  was  removed  after  prep- 
aration lasting  over  several  days,  and  washed  with 
bismuth  subnitrate.  The  upp>er  end  of  the  skin 
tube  was  then  joined  end-to-end  to  the  oesophagus. 
The  left  lobe  of  the  thyroid  gland  and  the  left 
inferior  thyroid  artery  were  resected  in  order  to 
prevent  haemorrhage  from  the  inferior  laryngeal 
artery,  and  the  sternomastoid  and  sternothyroid 
muscles,  which  had  been  divided  at  their  insertion, 
were  sutured  on  both  sides  to  the  upper  lip  of  the 
skin  wound. 

The  patient  now  takes  nourishment  through  the 
newly  formed  oesophagus.  The  function  of  a  valve 
is  performed  by  a  deeply  retracted  cutaneous  scar 
in  conjunction  with  the  muscles  sutured  to  it. 

The  author  emphasizes  the  following  pwints:  If 
the  danger  of  fatal  intestinal  gangrene  is  to  be 
avoided,  the  skin  tube  must  be  made  as  long  as  pos- 
sible (at  least  37  cm.,  or  from  5  cm.  above  the  jug- 
ular vein  to  the  umbilicus)  and  the  piece  of  intestine 
extending  from  the  skin  tube  to  the  stomach  must 
be  as  short  as  possible.  The  skin  cylinder  or  tube 
should  be  made  first,  and  only  after  its  complete 
healing  should  the  surgeon  undertake  the  section  of 
the  intestine  and  the  joining  of  the  short  intestinal 
loop  to  the  stomach  and  skin  tube.  The  joining  of 
the  two  ends  of  the  intestinal  loop  should  be  per- 
formed at  one  time.  The  danger  of  the  method 
would  be  still  less  if  it  were  possible  to  do  without 
the  intestinal  loop  connecting  the  stomach  and  skin 
tube. 

Fonio  reviews  the  historical  development  of 
oesophagoplasty,  twenty-two  successful  cases,  and 
six  cases  in  which  the  final  results  could  not  be 
ascertained.  He  holds  that  antethoracic  oesophago- 
plasty is  indicated  in  cases  of  impenetrable  benign 
stricture  of  the  oesophagus  which  defy  all  attempts 
at  the  introduction  of  a  bougie,  but  is  not  indicated 
for  patients  with  carcinoma  who  either  do  not  sur- 
vive the  operation  or  do  not  live  to  obtain  the 
final  result.  The  article  is  supplemented  with  a 
bibliography  of  twenty-nine  references. 
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INTERNATIONAL  ABSTRACT  OF  SURGERY 


MISCELLANEOUS 

Lemon,  W.  S.,  and  Barnes,  A.  R.:  Clinical  and 
Surgical  Experience  in  Diseases  of  the  Chest, 
with    Special    Reference    to    Pneumothorax. 

Med.  Clin.  N.  Am.,  1921,  v,  295. 

Since  Emerson's  work  in  1903,  the  conceptions  of 
pneumothorax  and  the  methods  of  treating  it  have 
been  greatly  influenced  by  four  factors: 

1.  Roentgenology.  The  X-ray  has  become  an  in- 
valuable diagnostic  aid,  especially  in  cases  of  small 
encapsulated  hydropneumothorax,  small  collections 
in  the  presence  of  much  fluid,  large  collections  with 
adhesions  preventing  collapse,  and  cases  which  do 
not  present  clinical  signs. 

2.  Local  anaisthesia.  The  use  of  local  anaesthesia 
allows  the  co-operation  of  a  conscious  patient  with 
the  surgeon.  Danger  signs  can  be  recognized  im- 
mediately and  several-stage  operations  can  be 
performed  with  less  danger  than  under  general  an- 
aesthesia. 

3.  The  world  war. 

4.  The  influenza  epidemic.  This  provided  much 
material  for  the  practice  of  thoracic  surgery  and 
stimulated  research. 

Work  by  many  observers  correlated  by  the  Em- 
pyema Commission  led  to  a  much  clearer  conception 
of  the  best  methods  of  treatment.  The  experimental 
work  of  Graham  and  Bell  was  most  valuable, 
though  clinical  experience  seems  to  indicate  that 
the  mathematical  limit  as  to  the  size  of  an  open- 
ing does  not  influence  surgical  risk  and  that  there 
is  no  necessity  for  a  difl^erential  pressure  appa- 
ratus. 

The  author  presents  the  results  of  operations  per- 
formed at  the  Mayo  Clinic  on  300  patients  with 
thoracic  diseases.  Empyema  occurred  in  136  cases, 
pleurisy  with  effusion  in  107,  lung  abscesses  in  27. 
and  twelve  other  conditions  in  a  smaller  number  of 
cases.  Local  aniesthesia  was  used  253  times,  ether 
in  198  cases,  and  combined  anaesthesia  in  21.  The 
operations  were  as  follows:  aspirations,  244;  rib 
resections,  130;  exploratory  operations,  30;  drain- 
age incisions,  26;  plastic  operations,  20;  and  several 
other  operations  in  fewer  instances. 

Immediate  complications  consisted  of  a  curious 
disturbance  of  the  nervous  system  of  unknown 
origin  in  twelve  cases,  dyspnoea  or  cyanosis  and 
cough  in  ten  cases  each,  and  open  pneumothorax 
in  three  cases.  In  the  cases  of  open  pneumothorax 
the  air  was  allowed  to  enter  slowly  at  first  until 
accommodation  was  obtained,  the  operation  then 
being  completed  with  as  large  an  opening  as  desired. 
The  surgeon  should  always  be  ready  to  convert  an 
open  pneumothorax  into  a  closed  pneumothorax 
if  necessary.  The  behavior  of  the  lung  under  such 
conditions  is  uncertain. 

Aspiration  is  indicated  in  hydropneumothorax 
only  for  diagnostic  purposes  or  to  relieve  serious 
dyspnoea.  It  should  always  be  done  by  a  most  rigid 
aseptic  technique  as  conversion  to  pyopneumothorax 
is  very  apt  to  occur.  Merle  R.  Hoon,  M.D. 


Lockwood,  A.  L.:  The  Developments  and  Possi- 
bilities of  Thoracic  Surgery.  Surg.  Clin.  X.  A  in . , 
1921,  i,  1425. 

The  author  gives  a  resume  of  the  treatment  of 
thoracic  wounds  from  the  time  of  Hippocrates  up  to, 
and  including,  the  world  war.  From  August,  1Q14, 
to  late  in  iqi6  thousands  of  young  men  died  un- 
necessarily because  surgery  of  the  chest  had  not 
advanced  to  the  same  degree  as  the  surgery  of  other 
parts  of  the  body.  In  the  autumn  of  1916  came  the 
realization  that  approximately  73  per  cent  of 
patients  suffering  from  what  were  considered  neces- 
sarily fatal  wounds  of  the  chest  could  be  saved  and 
restored  to  health  and  in  most  cases  to  more  com- 
plete usefulness  with  less  permanent  disability  than 
those  suffering  from  wounds  of  other  parts  of  the 
body. 

The  author  ref>orts  the  case  of  a  man,  aged  34 
years,  who  was  admitted  to  an  advance  surgical 
unit  eight  hours  after  he  had  received  a  bilateral 
gunshot  wound  of  the  chest.  The  missile  had  lodged 
in  the  liver.  Examination  revealed  laceration  of  the 
diaphragm  on  both  sides.  Under  paravertebral 
anaesthesia  the  left  chest  was  opened  and  the  wound 
in  the  diaphragm  excised  and  sutured.  The  tract 
and  bed  of  the  missile  were  excised  en  masse  and 
the  incision  in  the  lung  closed  by  suture  without 
drainage.  One  and  one-half  hours  later  the  same 
procedure  was  followed  on  the  right  side.  The  liver 
was  exposed  and  the  missile  removed  from  its  sub- 
stance at  a  depth  of  5  cm.  Before  the  wounds  were 
closed  without  drainage  they  were  swabbed  out 
with  saline  solution  and  ether.  The  postoperative 
treatment  consisted  of  keeping  the  patient  in  a 
sitting  position  in  bed,  the  administration  of  oxygen, 
and  the  administration  of  glucose  by  rectum  and  of 
sodium  bicarbonate  intravenously.  The  patient 
made  an  uninterrupted  and  easy  recovery. 

The  second  case  reported  was  that  of  a  man,  aged 
30  years,  with  a  penetrating  chest  wound,  extensive 
haemothorax,  laceration  of  the  diaphragm,  liver, 
and  kidney,  and  hernia  of  the  colon.  He  was  oper- 
ated on  six  hours  after  his  admission  to  the  hospital 
following  the  intravenous  injection  of  600  c.cm.  of 
sodium  bicarbonate  and  a  blood  transfusion  of  600 
c.cm.  The  operation  was  performed  almost  entirely 
under  local  anaesthesia  without  gas  or  oxygen.  At  its 
conclusion  500  c.cm.  of  sodium  bicarbonate  were 
given.  Recovery  was  complete  and  uneventful. 
Forty-eight  hours  after  the  operation  the  lung  was 
almost  in  complete  expansion. 

Repeated  aspirations,  or  if  advisable,  the  use  of 
the  trocar  and  cannula,  and  when  necessary,  inter- 
costal thoracotomy  will  reduce  the  death  rate  of 
acute  empyema  to  practically  zero.  If  acute  em- 
pyema is  properly  handled,  chronic  empyema  rarely 
develops. 

In  the  majority  of  cases  lung  abscess  will  clear 
up  entirely  if  the  patient  is  put  to  bed  at  once  in  the 
open  air  with  postural  drainage  and  is  given  alkalies 
to  offset  acidosis,  glucose  to  maintain  the  glycogenic 
function,  and  forced  feeding  to  maintain  strength. 
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Only  after  such  treatment  has  been  given  a  thorough 
trial  should  surgical  measures  be  attempted.  Opera- 
tion should  be  as  conservative  as  possible  and  yet 
sufficiently  extensive  to  allow  evacuation,  proper 
drainage,  and  obliteration  of  the  cavity. 

Bronchiectasis  should  be  treated  along  the  lines 
suggested  for  lung  abscess.  In  certain  unilateral 
cases  partial  pneumectomy  or  artificial  pneumo- 
thorax is  indicated.  In  bilateral  cases  partial  rather 
than  complete  collapse  of  the  more  severely  affected 
lung  gives  the  best  results. 

Foreign  bodies,  wherever  located,  should  usually 
be  removed.  In  traumatic  lesions  in  which  the 
chest  is  crushed  surgical  interference  is  advisable. 

Removal  of  comminuted  bone  and  sharp  spicules 
often  prevents  death  from  shock  and  exhaustion. 

With  regard  to  cases  of  subdiaphragmatic  abscess, 
hernia  of  the  diaphragm,  and  carcinoma  of  the  cardia 
the  author  gives  briefly  what  he  considers  to  be  the 
best  approach.  In  cases  of  intrathoracic  malig- 
nancy a  limited  resection  of  the  chest  wall  should  be 
performed  if  it  will  clear  the  growth,  and  if  necessary 
may  be  done  in  two  or  three  stages.  If  the  deep 
supraclavicular  glands  show  metastasis,  if  there  is 
fluid  in  the  thorax,  or  if  the  mediastinal  glands  show 
metastasis  when  the  thorax  is  op)ened,  further  sur- 
gery is  contra-indicated  except  for  the  relief  of 
symptoms.  In  only  one  case  has  the  author  done 
more  than  explore  or  remove  sp>ecimens  for  diagno- 
sis. In  only  seven  patients  operated  on  or  explored 
was  the  mediastinum,  diaphragm,  or  pericardium 
free  from  extension.  Because  of  the  favorable  effects 
of  radium  on  lymphosarcoma  elsewhere  in  the  body, 
its  use  in  lymphosarcoma  of  the  thorax  is  strongly 
advocated.  Roentgen-ray  or  radium  treatment, 
however,  should  follow,  not  precede  exploration. 
In  the  case  reported,  harm  probably  resulted  from 
roentgen-ray  treatment  preceding  exploration. 


In  certain  cases  in  which  excision  of  the  mass  is  not 
feasible  a  palliative  operation  is  advisable.  Instances 
of  deep  precordial  pain  or  vomiting  due  to  extension 
to  the  pericardium  or  diaphragm  are  cited.  In  these 
cases  the  mass  was  stripp)ed  from  the  pericardium  or 
diaphragm  and,  if  possible,  the  healthy  lung  was 
turned  over  the  raw  exposed  area  and  sutured.  If 
this  could  not  be  done,  the  adjacent  portion  of  the 
lung  was  usually  collapsed  so  that  it  no  longer  came 
into  contact  with  the  raw  area  of  the  diaphragm  or 
{pericardium.  All  patients  operated  on  in  this  man- 
ner were  remarkably  relieved. 

Great  stress  is  laid  on  the  value  of  the  roentgen 
ray  and  the  necessity  for  repeated  examinations  dur- 
ing the  progress  of  a  case. 

The  author  believes  that  until  some  simple  means 
of  maintaining  anaesthesia  is  found,  paravertebral 
anaesthesia  should  be  employed  and,  if  necessary,  a 
small  amount  of  gas  and  oxygen  should  be  given  dur- 
ing the  manipulation  within  the  chest.  Ether  and 
chloroform  are  contra-indicated  in  surgery'  of  the 
chest  unless  the  lung  on  the  affected  side  is  in  expan- 
sion and  adherent  to  the  chest  wall. 

Xo  alarming  sequelae  ever  follow  a  wide  incision 
in  the  chest  but  respiratory  distress  frequently  fol- 
lows a  small  incision.  Complete  collapse  of  the  lung 
is  rare ;  one-half  collapse  is  usually  the  limit.  On 
the  other  hand,  the  lung  frequently  expands  almost 
as  if  to  force  its  way  through  the  incision.  In 
nearly  3,000  cases  operated  on  for  lesions  of  the 
chest  there  were  only  two  deaths  on  the  table. 

The  technique  of  paravertebral  anaesthesia  is 
given  in  detail  with  an  illustration  showing  the 
fKjints  of  paravertebral  injection. 

The  operative  technique  and  postoperative  treat- 
ment emploj'ed  by  the  author  are  fully  described 
and  some  of  the  instruments  used  are  pictured. 

J.  E.  Struthers,  M.D. 


SURGERY  OF  THE  ABDOMEN 


ABDOMINAL  WALL  AND  PERITONEUM 

Reschke,  C:  Experiments  To  Determine  the  In- 
fluence of  Hypertonic  Solutions  on  Peritoneal 
Absorption,  with  the  Object  of  Using  Such 
Solutions  in  Peritonitis  (Versuche  ueber  die 
Beeinflussung  der  peritonealen  Resorption  dutch 
hypertonische  Loesungen  zwecks  Anwendung  sol- 
cher  Loesungen  bei  der  Peritonitis).  Arch.  f.  klin. 
Chir.,  192 1,  cxvi,  466. 

Numerous  earlier  investigations  demonstrated 
that,  at  least  in  animal  experiments,  there  is  a  con- 
siderable absorption  of  bacteria  which  have  been 
introduced  into  the  peritoneal  cavity.  This,  how- 
ever, cannot  be  regarded  as  a  factor  in  healing,  for 
if  the  virulence  and  number  of  the  infecting  bacteria 
are  great  enough,  death  results.  As  the  abdominal 
cavity  is  able  to  tolerate  a  much  greater  number  of 
bacteria  than  the  blood  stream,  a  large  number  of 
bacteria  must  be  rendered  harmless  in  the  peritoneal 
space.    The  same  is  true  of  the  toxins  which  are 


given  out  by  the  bacterial  bodies,  arise  through  their 
destruction,  or  are  formed  in  the  abdominal  cavity 
by  fermentation. 

The  defense  of  the  abdominal  cavity  itself  against 
bacteria  and  their  toxins  is  provided  in  part  by  the 
cells  of  the  serosa  and  in  part  by  the  exudate 
brought  out  by  the  irritation.  In  the  exudate, 
which  is  rich  in  leucocytes,  chemical  decomposition, 
especially  of  albuminous  substances,  takes  place  in 
addition  to  biological  processes.  These  chemical 
changes  constitute  the  body's  chief  defense  against 
the  infecting  bacteria  which  have  obtained  entrance. 
We  must  therefore  seek  to  stimulate  the  exudation 
and  to  check  the  harmful  absorption. 

The  injection  of  chemically  irritating  substances — 
oil  of  turpentine  or  camphorated  oil — causes  exuda- 
tion, and  oil  injections  retard  absorption.  A  con- 
siderable transudation  into  the  abdominal  cavity 
can  be  obtained  also  by  osmosis  if  a  solution  of  an 
otherwise  indifferent  substance  with  a  higher  con- 
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centration  than  the  blood  serum  and  the  body  fluid 
is  injected  into  the  peritoneal  cavity. 

The  author  shows  by  exj)eriments  and  figures  that 
the  intra-abdominal  introduction  of  salt  or  sugar  in 
substance  instead  of  in  hypertonic  solution  increases 
transudation  and  diminishes  the  absorption  of 
bacteria.  The  arrest  of  absorption,  however,  lasts 
only  until  a  balance  is  reached.  The  transudate  does 
not  f)ossess  the  marked  bactericidal  p)ower  of  the 
exudate  which  the  peritoneum  yields  to  bacterial 
irritation  but  it  influences  the  bacterial  flora  of  the 
abdominal  cavity  in  a  different  way.  The  decompo- 
sition of  sugar  forms  many  more  harmless  metabolic 
products  than  the  breaking  up  of  albumin,  and  the 
toxins  and  ferments  which  decompose  albumin  can 
be  rendered  harmless  by  the  acids  present.  Coagu- 
lation of  the  blood  and  the  formation  of  fibrin  are 
thereby  checked. 

On  the  basis  of  his  animal  experiments,  the  author 
believes  that  it  is  possible  to  use  hypertonic  solu- 
tions as  an  adjunct  in  the  treatment  of  clinical 
cases.  From  i  to  i  >^  liters  of  a  20  per  cent  sugar 
solution  should  be  distributed  over  the  inflamed 
portion  of  the  p)eritoneum  and  from  100  to  200 
c.  cm.  of  a  50  per  cent  solution  introduced  into  the 
cul-de-sac  of  Douglas  after  the  abdominal  cavity 
has  been  sponged  or  washed  out.  The  peritoneum 
should  then  be  tightly  sutured  around  a  drain 
introduced  into  the  Douglas  cul-de-sac  and  the 
drain  itself  closed  for  a  few  hours.  After  some 
hours  the  solution  should  be  drained  and  replaced 
by;  another  supply.  Immediately  before  the  sugar 
solution  is  used,  2  liters  or  more  of  common  salt 
solution  should  be  injected  intravenously  to  render 
the  concentration  of  the  sugar  solution  less  harmful 
and  at  the  same  time  to  supply  the  material  for  the 
transudation.  Raeschke  (Z). 

Palier,  E.:    Peritonitis  Acuta  Circumscripta  Ca- 
tarrhalis.    Med.  Rec,  192 1,  c,  943. 

Peritonitis  acuta  circumscripta  catarrhalis  is 
characterized  by  a  small  localized  area,  several 
inches  in  diameter,  of  slight  dull  abdominal  pain 
which  is  aggravated  by  deep  pressure,  walking,  or 
exercise,  and  relieved  when  the  patient  lies  down. 
There  may  be  some  nausea,  and  there  is  constipa- 
tion which  is  not  relieved  by  laxatives.  Stool  exam- 
ination is  negative. 

The  localized  area  of  pain  may  be  in  the  left  iliac 
region  or  some  other  locality.  There  is  slight  eleva- 
tion of  temperature.  The  ailment  may  begin  with 
a  cold.  It  lasts  from  a  few  days  to  several  weeks 
and  seems  to  clear  up  rapidly  under  the  use  of 
salicylates,  preferably  strontium  salicylate.  As  no 
postmortem  examinations  have  been  made,  the 
exact  pathology  and  etiology  are  not  known,  and 
consequently  the  name  given  the  disease  is  as  yet 
more  or  less  vague. 

Palier  gives  the  history  of  the  condition  as  it 
occurred  in  himself  and  in  three  other  cases.  He 
has  been  unable  to  find  any  previous  account  of  it. 
Walter  C.  Burket,  M.D. 


GASTRO-INTESTINAL  TRACT 

Balfour,  D.  C. :  The  Use  of  the  Actual  Cautery  in 
Treating  Benign  Lesions  of  the  Stomach  and 
Duodenum.   Surg.  Clin.  N.  Am.,  1921,  i,  1233. 

For  centuries  the  cautery  has  been  used  as  a 
haemostatic,  sterilizer,  and  counter-irritant,  and  it 
is  one  of  the  few  therapeutic  agents  of  antiquity 
that  has  endured  to  modern  times.  Heat  not  only 
destroys  malignant  cells,  but  does  so  without  de- 
vitalizing healthy  tissue. 

In  the  Mayo  Clinic  the  cautery  has  been  used 
routinely  in  many  conditions.  It  is  applied  to  the 
edges  of  the  stomach  and  intestine  after  removal  of 
malignant  growths;  to  malignant  neoplasms  of  the 
bladder;  in  the  treatment  of  the  mouth,  tongue,  and 
jaws;  and  to  epitheliomata  of  the  skin.  In  non-mal- 
ignant inflammatory  conditions  and  in  intractable 
infections  of  the  skin  cauterization  may  bring  about 
healing  when  all  other  methods  have  failed. 

Cauterization  has  become  the  most  frequently 
employed  procedure  in  the  Clinic  in  the  surgical 
management  of  gastric  ulcer  and  certain  types  of 
duodenal  ulcer.  In  a  series  of  437  gastric  ulcers 
treated  with  the  cautery  the  mortality  rate  was  less 
than  half  the  average  rate  of  all  other  types  of 
operations  for  gastric  ulcer  in  the  Clinic.  At  least 
80  per  cent  of  the  patients  have  been  afforded  relief 
from  symptoms,  and  the  subsequent  death  rate  has 
been  considerably  lower  than  the  average  death  rate 
following  all  other  operations.  This  is  especially 
significant  since  it  is  due,  at  least  to  some  extent,  to 
the  specific  destructive  action  of  heat  on  the  cancer 
cell.  The  outstanding  facts  in  cautery  excision  and 
gastro-enterostomy  for  ulcer  of  the  stomach  are 
the  low  operative  mortality,  the  absence  of  post- 
operative morbidity,  the  high  pjercentage  of  satis- 
factory symptomatic  results,  and  the  low  incidence 
of  late  sequela;.  The  cautery  is  particularly  effective 
in  destroying  the  bleeding  typie  of  ulcer,  both  gastric 
and  duodenal,  and  decreasing  the  frequency  of  sub- 
sequent gastric  haemorrhage. 

It  is  most  applicable  to  the  small  ulcer  involving 
the  lesser  curvature.  In  ulcers  of  the  posterior  wall 
of  the  stomach  the  cautery  is  used  for  a  transgastric 
excision  or  for  cauterization  of  the  edges  of  the  open- 
ing in  the  stomach  after  it  has  been  separated  from 
the  pancreas. 

The  technique  consists  essentially  in  thorough 
cauterization  of  the  actual  ulcer  after  opening  the 
stomach  over  it  with  the  cautery.  The  surrounding 
tissue  may  be  heated  without  increasing  the  size  of 
the  opening,  and  the  selective  action  of  heat  utilized 
on  any  actual  or  potential  cancer  cell.  Since  the 
vulnerability  of  the  cancer  cell  to  heat  is  five  times 
as  great  as  that  of  the  normal  cell,  this  method  p)os- 
sesses  distinct  advantages  in  the  treatment  of  the 
few  ulcers  in  which  early  malignant  degeneration 
has  taken  place.  The  opening  of  the  cautery  excision 
is  considerably  smaller  than  that  of  knife  excision 
of  the  entire  indurated  area.  The  induration  disap- 
pears when  the  central  p>oint  of  infection  is  destroyed. 
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There  is  no  active  haemorrhage  when  cauterization 
is  carried  out  slowly.  The  op)ening  is  closed  with 
interrupted  chromic  catgut,  a  flap  of  gastrohepatic 
omentum  is  sutured  to  the  wall  of  the  stomach  to 
protect  the  site  of  the  closure,  and  a  gastro-enteros- 
tomy  is  done. 

In  duodenal  ulcers  only  a  puncture  is  necessary 
because  the  actual  lesion  is  clearly  in  view  and  the 
ulcer  crater  usually  small.  So  far,  the  cautery  has 
been  used  chiefly  for  the  bleeding  type  of  ulcer  of 
the  duodenum;  that  is,  the  ulcer  with  a  history  of 
gastric  or  gastro-intestinal  haemorrhages.  The  per- 
foration of  such  an  ulcer  with  the  cauter>'  in  addi- 
tion to  the  routine  gastro-enterostomy  has  apparent- 
ly prevented  the  danger  of  subsequent  haemorrhage. 

O.  S.  Proctor,  M.D. 

Bruett,  H. :  Radical  or  Conservative  Operation  For 
Freely  Perforating  Gastric  and  Duodenal  Ulcer? 

(Radikale  oder  konservative  Operation  des  frei 
perforierten  Magen-  und  Duodenalgeschwuers?) 
Zenlralbl.  f.  Chir.,  1921,  xlviii,  1378. 

In  recent  years  the  treatment  of  acute  perforating 
ulcers  and  the  chronic  forms  has  become  more  radi- 
cal. Von  Haberer  in  19 19  was  the  first  to  report  two 
cases  of  perforation  treated  by  resection.  The  per- 
foration had  occurred  seven  and  twenty-four  hours 
previously.   The  patients  recovered. 

Bruett  states  that  he  does  not  use  the  radical 
method  for  all  forms  of  ulcer.  In  cases  of  duodenal 
or  pyloric  ulcer  gastro-enterostomy  with  exclusion  of 
the  pylorus  remains  the  method  of  choice.  In  cases 
of  acute  perforation  the  results  were  not  quite  so 
satisfactory.  Until  a  short  time  ago,  over-and-over 
suturing  of  the  perforation  opening  followed  by  a 
posterior  gastro-enterostomy  was  the  usual  proced- 
ure. The  abdominal  cavity  was  then  washed  out 
and  the  wound  closed  by  primary  suture  without 
drainage.  In  140  cases  treated  in  this  manner  the 
operative  mortality  was  40  per  cent.  Fifty-eight  of 
the  patients  who  lived  were  examined  later;  47  per 
cent  were  entirely  free  from  symptoms.  In  12  per 
cent  of  the  cases  recurrence  developed,  and  in  five 
of  these  severe  haemorrhage  occurred.  Evidently 
gastric  or  gastrojejunal  ulcers  had  been  over- 
looked. 

The  frequent  recurrence  of  ulcers  led  to  the 
adoption  of  a  more  radical  procedure  whenever  the 
patient's  condition  permitted.  In  order  to  justify 
the  radical  procedure  in  these  cases  it  must  of  course 
be  proved  that  the  operative  mortality  is  not  much 
greater  than  that  of  conservative  methods,  and  that 
the  end-results  are  better.  Regarding  the  first  point 
the  author  reports  on  twelve  resections  in  cases  of 
perforation.  With  regard  to  the  second  point  he  is 
still  unable  to  give  a  decision. 

In  ten  cases  there  was  an  ulcer  at  the  pylorus  or 
in  the  duodenum.  In  most  instances  the  perforation 
had  occurred  more  than  twelve  hours  previously. 
In  eight  cases  there  was  beginning  diffuse  periton- 
itis. The  author  emphasizes  particularly  the  fact 
that  the  abdomen  was  closed  primarily  in  every  in- 


stance.     The    method    of    resection    was    almost 
always  the  Billroth  II  method. 

Of  ten  patients  operated  on  by  this  method,  only 
one  died  following  the  operation.  The  pulse  was 
rapid  and  haemolytic  streptococci  were  in  the  exudate. 
In  this  connection  the  author  refers  to  the  bacteriol- 
ogy of  perforated  ulcers.  The  variety  of  bacterium 
in  the  exudate  is  decisive  as  regards  the  prognosis. 

In  general,  these  cases  of  resection  run  a  surpris- 
ingly smooth  course.  The  method  should  be  tried 
out  in  the  larger  clinics  in  order  that  it  may  be  de- 
termined whether  it  gives  as  good  or  better  results 
than  the  old  method  of  over-and-over  suturing. 

Koch  (Z) 

Hartmann:  The  Functioning  of  the  Gastro- Enter- 
ostomy When   the   Pylorus  Is  Permeable   (.\ 

propos  du  fonctionnement  de  la  gastrc-enterostomie 
en  cas  de  permeabilite  du  pylore).  Bull,  ei  mem. 
Soc.  de  chir.  de  Par.,  1921,  xlvii,  1078. 

Experimental  work  previously  carried  out  by 
Hartmann  demonstrated  that  the  contents  of  the 
stomach  were  evacuated  principally  by  the  anas- 
tomotic opening  when  the  latter  was  in  the  pyloric 
antrum,  but  by  the  pylorus  when  the  anastomotic 
opening  was  in  the  cardiac  portion  of  the  stomach. 
The  general  opinion  that  in  animals  exi)erimented 
upon  the  gastro-enterostomy  orifice  does  not  function 
when  the  pylorus  is  permeable  is  explained  by  the 
fact  that  in  the  dog  the  portion  of  the  stomach  pre- 
sented when  the  abdomen  is  opened  is  the  cardiac 
portion  and  hence  almost  always  the  orifice  is  made 
far  from  the  pylorus.  When  the  motility  of  the 
stomach  is  suppressed  by  section  of  the  gastric 
nerves,  evacuation  occurs  through  the  gastrojejunal 
orifice  instead  of  through  the  normal  pylorus,  there 
being  no  longer  any  rhythmical  contraction  of  the 
pyloric  portion. 

Hartmann  urges  surgeons  making  a  study  of  the 
function  of  the  gastro-enterostomy  orifice  in  cases  of 
permeable  pylorus  to  indicate  the  situation  of  the 
new  orifice  exactly.  The  differences  in  the  results 
obtained  would  then  be  explained. 

In  nineteen  cases  of  gastro-enterostomy  p)erfonned 
by  Hartmann  in  which  the  pylorus  was  permeable 
it  was  found  on  re-examination  from  one  to  eleven 
years  later  that  in  one  case  complete  evacuation 
occurred  through  the  pylorus,  in  sixteen  cases  the 
gastric  contents  passed  by  the  neostomy,  and  in  two 
cases  the  stomach  was  emptied  through  both  the 
pylorus  and  the  neostomy.  The  difference  was  due 
to  the  different  p>ositions  of  the  neostomy.  When  it 
is  desired  to  obtain  physiological  exclusion  of  the 
pylorus  and  duodenum  the  neostomy  should  be 
placed  in  the  pyloric  antrum.  W.  A.  Brenn.\n. 

Rankin,  F.  W.,  and  Mayo,  C.  H. :  Gastrojejunocolic 
Fistulse  Following  Gastro-Enterostomy.  Surg. 
Clin.   N.  Am.,  1921,  i,  1241. 

The  seven  cases  of  gastrojejunocolic  fistulse 
reported  were  observed  among  loi  gastrojejunal 
ulcers  at  the  Mayo  clinic. 
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Gastrojejunocolic  fistuIaE  have  a  definite  syndrome 
and  their  presence  can  be  revealed  by  the  roentgen 
ray  in  practically  all  cases.  The  symptoms  may 
begin  from  five  weeks  to  nine  and  one-half  years 
after  a  gastro-enterostomy.  Usually  they  develop 
within  six  months  or  a  year.  The  fistula  may  be 
intermittently  patent  and  closed.  The  pain  is  not 
of  a  definite  character,  but  is  usually  lower  than 
that  associated  with  duodenal  ulcer.  Often  a 
palpable  mase  is  produced  by  the  scar  tissue  in 
the  area  involved.  Diarrhcca,  wasting,  and  faecal 
vomiting  are  prominent  signs. 

The  cause  of  the  condition  is  obscure.  According 
to  Moynihan,  failures  after  gastro-enterostomy  are 
due  to  three  factors:  (i)  absence  of  a  primary 
lesion,  (2)  a  residual  focus,  and  (3)  a  technical  fault. 
Postoperative  gastrojejunal  ulcer  occurs  in  from 
I  to  3  per  cent  of  cases  of  gastro-enterostomy,  while 
in  about  10  per  cent  of  the  cases  of  such  ulcer  a 
colonic  fistula  develops.  Thirty-four  cases  have 
been  reported  previously  in  the  literature.  No 
definite  etiological  role  can  be  assigned  to  trauma 
or  mechanical  factors.  Non-absorbable  sutures  may 
be  of  some  etiological  importance,  but  jejunal  ulcers 
sometimes  follow  the  use  of  absorbable  sutures. 
If  infection  is  a  factor,  a  nearby  ulcer  may  be 
responsible,  but  infection  may  also  come  from  a 
distant  focus  such  as  one  in  the  teeth  or  appendix. 
The  action  of  the  acid  gastric  secretion  on  the 
jejunal  mucosa  and  the  suturing  of  the  rent  in  the 
transverse  mesocolon  to  the  line  of  anastomosis  aie 
other  fKjssible  causes. 

Separation  of  the  colon  from  the  stomach  with 
closure  of  the  fistula  and  protection  of  the  sutured 
areas  by  placing  omentum  between  may  be  the  only 
treatment  necessary.  It  may  be  advisable  to  release 
the  gastro-enterostomy  and  perform  a  Finney 
operation  on  the  pylorus  or  to  re-establish  the 
gastro-enterostomy.  In  the  thirty-one  cases  of 
fistula  reported  by  Bolton  and  Trotter  the  mortality 
was  not  high  considering  the  seriousness  of  the 
condition;  of  twenty-seven  patients  operated  on 
twenty-one  recovered.  There  was  no  operative 
death  in  the  series  of  seven  cases  reviewed  in  this 
article.  J.  W.  Ross.  M.l). 

Mayo,  W,  J.:  Gastro-Intestinal  Union  Following 
Gastrectomy  for  Cancer.  Surg.,  Gynec.  6*  Obst., 
1921,  x.xxiii,  578. 

When  Pean,  in  1879,  performed  the  first  resection 
of  the  stomach  for  cancer,  he  was  suddenly  con- 
fronted with  a  surgical  situation  which  he  met 
brilliantly,  but  did  not  follow.  Rydygier,  in  1880, 
performed  the  second  operation  and  apparently 
understood  the  principles  involved.  To  Billroth 
belongs  the  credit  for  the  performance  of  the  first 
successful  radical  operation  for  cancer  of  the  stom- 
ach. In  his  first  method  of  resecting  the  stomach 
the  continuity  of  the  gastro-intestinal  tract  was 
restored  by  direct  union  of  the  duodenum  with  the 
amputated  end  of  the  stomach.  The  scope  of  this 
op>eration  was  limited  because,  if  there  was  a  con- 


siderable gap  between  the  end  of  the  duodenum  and 
the  stump  of  the  stomach,  the  tension  was  dangerous 
and  frequently  leaking  would  occur  at  the  angle 
where  the  amputated  end  of  the  stomach  was  re- 
duced to  the  size  of  the  duodenum.  In  Billroth's 
second  method  these  technical  defects  were  over- 
come by  a  separate  gastrojejunostomy  after  com- 
plete closure  of  the  duodenum  and  the  end  of  the 
stomach. 

Kocher  modified  Billroth's  first  method  by  clos- 
ing the  end  of  the  stomach  completely  and  im- 
planting the  end  of  the  duodenum  into  the  posterior 
gastric  wall.  He  tried  to  overcome  the  element  of 
tension  by  mobilizing  the  upper  duodenum,  but 
his  procedure  proved  to  be  oi>en  to  the  same  objec- 
tions as  Billroth's  first  method  and  could  be  used 
only  in  cases  in  which  the  growth  was  small  and 
close  to  the  pylorus.  The  same  objections  applied 
to  resection  of  the  stomach  in  continuity  for  cancer. 
P61ya  successfully  modified  the  operation  by  closing 
the  end  of  the  duodenum,  implanting  the  amputated 
end  of  the  stomach  into  the  side  wall  of  the  upper 
jejunum,  and  bringing  the  gastrojejunal  anastomo- 
sis behind  the  colon  through  an  opening  in  the 
transverse  mesocolon.  Neither  the  P61ya  method 
nor  Billroth's  second  method  permitted  attack  on 
the  more  extensive  growth  of  the  stomach  in  which, 
after  removal  of  the  diseased  portion,  there  was  not 
sufficient  room  on  the  posterior  wall  for  the  inde- 
pendent gastro-enterostomy  of  Billroth's  second 
method  or  sufficient  length  to  bring  the  end-to-end 
anastomosis  of  P61ya  below  the  transverse  meso- 
colon. Balfour  modified  the  P61ya  operation  by 
bringing  the  jejunum  anterior  to  the  colon,  a>change 
which  permits  the  formation  of  a  satisfactory  anas- 
tomosis however  small  the  portion  of  stomach  re- 
maining. 

Moynihan  has  recently  described  a  new  operation 
in  which  the  upper  jejunum  is  divided,  the  distal 
end  turned  in,  and  the  stump  of  the  stomach 
applied  end-to-end  as  in  the  P61ya  method.  The 
proximal  jejunal  end  is  then  anastomosed  to  the 
lateral  wall  of  the  attached  jejunum  below  the  level 
of  the  transverse  mesocolon. 

Crile  and  Lilienthal  advocate  the  two-stage  opera- 
tion: gastro-enterostomy  first  and  removal  of  the 
diseased  portion  of  the  stomach  some  days  later. 
A  disadvantage  of  this  procedure  is  that  it  necessi- 
tates the  handling  of  the  carcinoma  of  the  stomach 
twice  and  therefore  increases  the  danger  of  detach- 
ing cancer  cells  which  may  graft  on  the  p>eritoneum, 
ruptured  ovarian  follicles,  or  lower  sigmoid.  Second- 
ary resection  does  not  always  permit  as  careful 
removal  of  the  glands  as  the  primary  operation. 
Mayo's  experience  with  the  two-stage  op)eration 
has  been  very  favorable  regarding  mortality,  since 
practically  all  patients  who  survived  the  gastro- 
enterostomy and  gained  sufficiently  to  undergo 
resection  recovered  from  the  radical  operation. 

Peck  has  suggested  that  the  gastro-enterostomy 
be  made  first  in  the  cases  of  debilitated  patients  and 
that  it  should  be  followed  by  resection  done  imme- 
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diately  if  the  patient's  condition  warrants  it  or  per- 
formed at  a  second  stage. 

The  roentgen  ray  and  improved  methods  of  clini- 
cal diagnosis  are  greatly  increasing  the  number 
of  patients  with  cancer  of  the  stomach  who  come 
to  the  surgeon  in  a  curable  condition.  Much  of  the 
success  of  the  operation  dejiends  on  the  method  of 
restoring  the  gastro-intestinal  tract. 

George  H.  Jackson,  Jr.,  M.D. 

Bacon,  D.  K.,  Anslow,  R.  E.,  and  Eppler,  H.  H.: 

Intestinal  Obstruction.     Arch.  Surg.,  192 1,  iii, 
641. 

The  authors  review  the  theories  to  explain  the 
fundamental  pathologic  changes  induced  by  intes- 
tinal obstruction.  The  theory  of  splanchnic  paraly- 
sis and  circulatory  shock  concedes  a  place  of  primarj'^ 
importance  to  the  distension  and  consequent  cir- 
culatory disturbance  in  the  bowel  and  their  effect 
on  the  sympathetic  nervous  system  through  the 
nerve  endings  in  the  wall  of  the  intestine.  According 
to  another  theory,  water  loss  from  drainage  of  the 
body  fluid  into  the  intestinal  lumen  above  the 
obstruction  is  the  cause  of  the  systemic  symptoms 
and  eventual  death.  The  latest,  and  at  present  the 
most  widely  accepted,  theory  attributes  the  symp- 
toms to  toxaemia  of  duodenal  origin.  Recent  obser- 
vations have  led  to  the  discover}^  that  intestinal 
obstruction  is  frequently  accompanied  by  remark- 
able changes  in  the  concentration  of  the  non-protein 
nitrogen  of  the  blood. 

The  authors  have  undertaken  experimental  work 
on  dogs  to  determine  the  influence,  if  any,  of  the 
water  balance  of  the  body  on  the  progress  of  the 
condition  and  on  the  concentration  and  excretion 
of  non-protein  blood  nitrogen.  The  findings  of 
these  investigations  seemed  to  indicate  that  water 
deprivation  is  the  most  imjxjrtant,  if  not  the 
sole,  factor  in  the  production  of  the  pseudo-uraemia 
of  intestinal  obstruction.  The  conclusions  drawn 
are  as  follows: 

1 .  The  rise  of  concentration  in  non-protein  blood 
nitrogen  observed  in  intestinal  obstruction  is  due, 
not  to  that  condition  per  se,  but  to  the  associated 
water  loss. 

2.  An  increase  in  blood  nitrogen  in  intestinal 
obstruction  may  be  prevented  by  the  administration 
of  sufficient  water. 

3.  An  increase  of  blood  nitrogen  may  be  pro- 
duced experimentally  in  the  absence  of  intestinal 
obstruction  or  a  pre-existing  nephritis  by  the 
adoption  of  any  measure  which  will  produce  se- 
vere thirst. 

4.  In  the  absence  of  complications,  death  from 
intestinal  obstruction  is  due  to  toxaemia  from  the 
protein  disintegration  which  occurs  after  severe 
water  loss.  This  is  the  most  common  clinical 
example  of  death  from  thirst. 

5.  The  toxic  nitrogenous  residue  is  excreted  by 
the  intestinal  mucosa  from  the  blood  stream  into 
the  intestine  where  it  may  exist  in  higher  concentra- 
tion than  in  the  blood.    If  not  drained  out  on  relief 


of  the  obstruction,  the  material  may  be  re-absorbed 
by  the  lower  bowel  and  colon  and  cause  an  increase 
of  the  already  present  toxaemia. 

6.  Fever  in  cases  of  intestinal  obstruction  may  be 
of  aseptic  origin  and  indicate  nothing  more  than 
the  protein  disintegration  occurring  in  severe  de- 
hydration. 

7.  An  increase  in  the  non-coagulable  blood  nitro- 
gen in  various  conditions  such  as  heat  stroke,  peri- 
tonitis, pneumonia,  and  the  atrophy  of  infancy 
dep)ends  on  a  low  water  reserve,  and  in  the  absence  of 
nephritis  may  be  used  as  a  reliable  guide  for  the 
administration  of  water. 

8.  The  two  chief  theories  of  fever,  the  protein 
theory  of  Vaughan  and  the  dehydration  theory  of 
Balcar,  Sansum,  and  Woodyatt,  may  be  unified  by 
showing  that  the  latter  def>ends  on  the  former. 

Frederick  Christopher,  M.D. 

Stone,  J.  S.:  Intussusception — ^The  Clinical  Mani- 
festations.   Boston  ^f.  &*5.  /.,  1921,  clxxxv,  562. 

The  symptoms  of  intussusception  are  characteris- 
tic. The  first  is  invariably  parox>'smal  and  griping 
pain  which  occurs  only  during  the  periods  of  peri- 
staltic action.  Between  the  periods  of  contraction 
of  the  muscular  wall  of  the  bowel  the  child  may 
often  quietly  drop  off  to  sleep,  but  when  the  spas- 
modic peristaltic  action  comes  on,  definite  signs  of 
shock  are  produced  b)'  the  violent  contraction  and 
pulling  and  squeezing  of  the  bowel.  Pallor,  cold 
sweat,  and  often  reflex  vomiting  occur  during  such 
periods. 

The  next  symptom  is  the  appearance  of  mucus  in 
the  stools.  This  usually  occurs  fairly  promptly 
because  of  the  active  peristalsis  and  the  fact  that 
as  a  rule  the  trouble  is  located  in  the  large  intestine. 
It  appears,  however,  only  after  the  discharge  of 
faeces  and  may  come  at  the  end  of  an  otherwise 
normal  faecal  movement.  The  mucus  then  is  blood- 
stained. As  the  passive  congestion  increases,  prac- 
tically pure  blood  is  poured  out  from  the  lower  bowel. 

The  vomiting  due  to  the  intestinal  obstruction  is 
not  the  reflex  vomiting  noted  at  first  and  soon  be- 
comes faecal  in  character. 

The  toxaemia  due  to  absorption  is  the  next  symp- 
tom, and  in  infants  often  comes  on  with  appalling 
rapidity  and  severity. 

Distention  may  or  may  not  be  present.  Often  it  is 
slight  because  of  the  amount  of  vomiting,  but  at 
times  it  is  considerable. 

The  diagnosis  can  be  made  from  these  symptoms 
alone.  The  finding  of  the  tumor  on  examination 
of  the  abdomen  confirms  the  diagnosis,  .^s  a  rule 
the  tumor  can  be  felt  with  the  greatest  ease,  but  oc- 
casionally it  is  concealed  behind  distended  loops  of 
small  bowel.  Usually  the  condition  begins  at  the 
iliocaecal  valve.  Therefore,  at  the  onset  the  tumor 
is  in  the  right  iliac  fossa.  Ver>'  soon,  however, 
the  advancing  mass  is  under  the  liver  at  the  hepatic 
flexure  of  the  colon,  from  which  point  it  moves  over 
toward  the  spleen  and  finally  to  the  lower  f)art  of 
the  abdomen  on  the  left  side. 
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In  no  condition  are  the  symptoms  more  definite, 
and  in  none  is  the  need  of  instant  surgical  interven- 
tion more  plain. 

No  other  than  operative  treatment  is  to  be  con- 
sidered. However  far  to  the  left  side  the  tumor  may 
be  felt,  the  incision  must  never  be  made  to  the  left 
of  the  midline  and  usually  may  be  well  to  the  right 
because  the  greatest  difficulty  in  reduction  is  usually 
met  in  the  region  of  the  caecum.  Reduction  as  far 
as  possible  by  taxis  is  the  first  step. 

If  the  bowel  is  gangrenous  or  if  reduction  cannot 
be  effected,  immediate  resection  is  indicated. 

After  resection,  anastomosis  is  necessarily  a  time- 
consuming  procedure.  In  the  cases  of  babies,  enter- 
ostomy should  be  avoided  if  possible. 

The  appendix,  the  ileocaical  valve,  and  the  various 
folds  of  serous  membrane  in  this  region  are  prac- 
tically always  involved  in  the  intussusception.  The 
temptation  to  remove  the  appendix  is  often  strong. 
Surgical  refinements  should  be  left  until  later. 

H.  A.  Mcknight.  M.D. 

Hussey,  F.  V.:  Acute  Intussusception:  Surjiical 
Treatment  and  Report  of  Case.  Boston  M.  &• 
.S".  J.,  1921,  clxxxv,  564. 

There  is  no  medical  treatment  for  intussuscep- 
tion. Inflation  with  air  and  distension  with  water 
are  unscientific  as  they  do  not  effect  a  positive 
reduction. 

The  surgical  measures  to  be  employed  must  be 
governed  by  the  condition.  Seventy  per  cent  of  all 
cases  occur  during  the  first  year  of  Hfc.  In  a  series 
of  198  cases  reported  by  Holt  the  mortality  ranged 
from  37  per  cent  in  those  operated  upon  the  first 
day  to  75  per  cent  in  those  operated  upon  the  sixth 
day. 

As  soon  as  the  diagnosis  is  made,  laparotomy  is 
indicated.  It  should  be  borne  in  mind  that  when 
anything  more  than  simple  reduction  of  the  intus- 
susception is  demanded,  the  risk  is  greatly  increased. 
In  a  series  of  374  cases  treated  at  St.  Thomas'  Hos- 
pital 82.2  per  cent  of  the  invaginations  were  reduc- 
ible. When  the  tumor  is  reducible  a  large  part  of 
the  reduction  can  be  accomplished  within  the  ab- 
domen. By  gentle  pressure  at  the  apex  and  gentle 
stroking  of  the  outer  walls  of  the  intussusception 
toward  the  apex  the  invagination  is  usually  reduced 
easily  except  at  the  last  portion.  After  complete 
reduction  has  been  effected  a  search  should  be  made 
for  any  abnormality,  such  as  polypi,  Meckel's 
diverticulum,  or  tumor  of  the  wall  of  the  intestine 
which  may  have  been  the  cause  of  the  trouble. 

In  a  few  cases  the  author  has  fastened  the  upper 
border  of  the  terminal  portion  of  the  ileum  to  the 
inner  margin  of  the  ascending  colon  by  a  single 
suture  of  plain  catgut  or  linen,  making  the  two 
segments  parallel. 

The  unreducible  variety  of  intussusception  pre- 
sents a  very  different  problem.  In  such  cases  resec- 
tion is  necessary.  This  may  be  done  at  a  primary 
operation  or  delayed  until  the  patient's  condition 
has  improved,   the   mass  in   the  meantime  being 


anchored  to  the  abdominal  wall  and  the  bowel 
drained  proximally.  Very  few  successful  resections 
in  children  under  one  year  of  age  have  been  reported, 
the  mortality  in  such  cases  being  nearly  100  per  cent. 
Resection  en  masse  is  preferable  to  the  Maunsell- 
Barker  operation  as  the  former  involves  less  expo- 
sure of  the  f)eritoneum  to  infection,  it  is  an  easier 
operation  to  perform,  and  it  deals  with  more  normal 
tissue.  H.  A.  McKnight,  M.D. 

Gallart  Mon^,  F. :  Primary  Cancer  of  the  Ampulla 
of  Vater  (Cdnccr  primitive  da  la  ampoUa  de  Vater). 
Arch,  e^paa.  de  enfcrm.  d.  apar.  digest.,  192 1,  iv,  659. 

The  author  reports  the  case  of  a  man  50  years  of 
age  whose  principal  symptoms  were  pronounced 
emaciation,  an  intense  icterus  without  itching,  an 
increase  in  the  size  of  the  abdomen,  free  ascites,  and 
oedema  of  the  lower  extremities.  Between  15  and 
20  liters  of  yellowish  alkaline  fluid  were  withdrawn 
by  paracentesis.  Below  the  floating  ribs  on  the  right 
side  an  indurated  zone  could  be  felt  which  suggested 
a  neoplasm  of  the  head  of  the  pancreas.  The  Weber 
reaction  was  positive.  There  was  entire  absence  of 
bile  pigments  and  of  amylolytic  action.  The  Wohl- 
gemuth test  was  positive.  The  diagnosis  was  pri- 
mary cancer  of  the  ampulla  of  Vater  with  probable 
invasion  of  the  organs  in  the  vicinity  but  no  inter- 
ference with  the  evacuation  of  pancreatic  secretion. 

\t  operation  the  common  duct  was  found  to  be 
greatly  dilated  and  full  of  a  milky  fluid.  The  gall- 
bladder was  small.  The  cystic  duct  contained  a 
nodule.  The  head  of  the  pancreas  was  slightly  en- 
larged and  indurated. 

The  patient  died  twenty-four  hours  later.  Autop- 
sy showed  a  hard  neoformation  in  the  upper  part 
of  the  head  of  the  pancreas  at  the  point  of  entrance 
of  the  common  duct.  Incision  demonstrated  the 
permeability  of  Wirsung's  canal  and  the  presence 
of  small  pancreatic  cysts.  Histologic  examination 
.showed  cylindrical-celled  epithelioma  primary  in  the 
intestine  with  secondary  invasion  of  the  common 
duct  and  a  tendency  to  invade  the  pancreas.  A 
superficial  histologic  examination  would  have  led 
to  the  erroneous  diagnosis  of  a  neoplasm  primary 
in  the  head  of  the  pancreas.  W.  A.  Brennan. 

Biggs,  M.  H.:  Intussusception  of  the  Ileum  in 
Adults  Due  to  Benign  Tumors.  Surg.,  Gynec.  &• 
Obst.,  192 1,  xxxiii,  499. 

One-third  of  all  cases  of  intestinal  obstruction  are 
due  to  intussusception.  The  causes  of  intussus- 
ception, as  reported  in  the  literature,  are  diarrhoea, 
intestinal  ulceration,  benign  and  malignant  growths, 
Meckel's  diverticulum,  intestinal  parasites,  heavy 
lifting,  trauma,  and  purgatives.  Treves  states  that 
polyps  are  present  in  5  p>er  cent  of  the  cases.  The 
benign  tumors  include  the  polypus,  lipoma,  myx- 
adenoma,  fibroma,  myxofibroma,  myofibroma,  myx- 
oma, cyst  of  the  ileocaecal  valve,  and  papilloma. 
Malignant  growths  are  represented  by  carcinoma, 
sarcoma,  myosarcoma,  melanotic  sarcoma,  and 
epithelioma. 
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In  the  intestinal  tract  as  a  whole  malignant 
growths  cause  one-seventh  of  the  cases  of  intussus- 
ception, and  benign  tumors,  one-fifth.  In  the  large 
bowel  the  proportion  is  about  equal,  while  in  the 
small  intestine  the  relation  is  two  benign  tumors  to 
one  malignant  growth.  Benign  tumors  do  not  alter 
the  intestinal  wall,  but  malignant  growths  render 
the  bowel  thicker,  firmer,  and  less  liable  to  infolding. 
Growths  that  project  into  the  gut  lumen  are  more 
apt  to  cause  intussusception.  Tumors  in  nearly  any 
part  of  the  intestines  may  be  associated  with  intus- 
susception: for  example,  a  polypus  at  the  pylorus 
and  a  tumor  of  the  large  bowel  protruding  from 
the  anus.  Ever>-  benign  growth  favors  intussuscep- 
tion. 

The  course  and  s3'mptoms  of  benign  tumors  are 
slight  obturation,  chronic  stenosis,  f>erhaps  recurring 
intussusception  (borne  out  by  the  history  over  a 
prolonged  period  and,  at  times,  by  the  appearance 
of  the  bowel  at  op)eration),  and  finally  complete 
obstruction.  Early  symptoms  may  be  slight  or 
absent.  The  onset  may  be  sudden.  The  higher  the 
tumor  in  the  small  bowel  the  later  the  symptoms 
develop  because  of  the  greater  fluidity  of  the  bowel 
contents.  Recurrent  invagination  is  characterized 
by  colic-like  pain  and  nausea  followed  by  sudden 
relief. 

Biggs  reports  the  recover>-  of  a  man,  49  years  of 
age,  who  had  complete  obstruction  from  intussus- 
ception of  the  ileum  due  to  a  myxoma.  The  intus- 
susception was  reduced.  The  broad  base  of  the 
tumor  necessitated  enterectomy  and  intestinal 
anastomosis. 

After  reviewing  the  literature  Biggs  gives  his 
conclusions  as  follows: 

1 .  While  intussusception  is  essentially  a  condition 
of  childhood,  it  occurs  in  adults  with  sufficient  fre- 
quency to  mate  it  of  surgical  importance. 

2.  Intussusception  in  childhood  is  usually  spon- 
taneous, but  in  adults  a  demonstrable  lesion  can 
usually  be  found. 

3.  The  most  common  cause  of  intussusception  in 
the  small  intestine  in  adults  is  a  benign  tumor. 

4.  A  benign  tumor  can  often  be  diagnosed  before 
obstruction  develops. 

5.  Recurrent  invagination  frequently  occurs  pre- 
vious to  obstruction. 

6.  After  surgical  reduction  of  intussusception  a 
tumor  must  be  sought  for  and,  if  present,  must  be 
removed  if  recurrence  is  to  be  prevented. 

Walter  C.  Burket,  M.D. 

Joest,  E. :  The  Pathogenesis  of  Intestinal  Emphy- 
sema:   Cystoid  Pneumatosis  of  the  Intestine 

(Einige  Bemerkungen  zur  Pathogenese  des  Intestinal- 
emphysems:  Pneumatosis  cystoidesintestini).  Arch. 
/.  pathol.  Anal.,  1921,  ccxx.xiv.  524. 

The  pathogenesis  of  intestinal  emphysema  is  not 
the  same  in  man  and  the  pig,  as  in  man  the  pneuma- 
tosis of  the  intestinal  wall  may  affect  the  colon  as 
well  as  the  small  intestine,  which  is  never  the  case 
in  the  pig.     Moreover,  the  position  of  the  visible 


gas  bubbles  is  also  different  as  in  man  they  occur 
only  in  the  region  of  the  mesenteric  insertion. 

The  gas  content  of  the  cysts  is  not  derived  from 
the  intestinal  lumen,  but  must  be  attributed  to  the 
activity  of  the  bacillus  coli  communis  which  is 
found  in  ever>-  intestine.  The  presence  of  inflamma- 
tion of  the  intestinal  mucosa  or  some  other  intes- 
tinal lesion  and  an  abundant  supply  of  carbohy- 
drates are  the  main  causes  of  this  disease. 

VOLLHARDT  (Z). 

Hayes,  J.  M.:    The  Involvement  of  the  Lymph 
Glands  in  Carcinoma  of  the  Large  Intestine. 

Minnesota  Med.,  1921,  iv,  653. 

A  careful  review  of  the  literature  is  given  with 
regard  to  the  relative  frequency  of  carcinoma  of  the 
large  intestine,  its  origin  and  type,  the  frequency  of 
metastasis,  and  the  manner  in  which  the  malignant 
cells  are  disseminated. 

One  hundred  preserved  sjjecimens  which  had  been 
removed  at  operation  in  the  Mayo  Clinic  were 
studied.  Macroscopic  and  microscopic  examinations 
were  made  of  the  primary  growth  and  of  the  lymph 
glands,  which  were  dissected  out  carefully.  Sp)ecial 
attention  was  paid  to  the  location  of  the  glands. 
Fourteen  hundred  and  six  glands  were  obtained  from 
the  100  specimens.  In  63  p)er  cent  there  was  no 
metastasis;  in  37  per  cent  one  or  more  glands  were 
involved.  The  cases  were  divided  into  three  groups, 
Group  I  including  cases  without  metastatic  involve- 
ment of  the  regional  lymph  glands,  and  Group  2 
being  made  up  of  cases  with  metastatic  involvement 
of  one  or  more  regional.  Ij'mph  glands.  The  third 
group  was  made  of  the  cases  of  colloid  carcinoma 
and  divided  into  subgroups  according  to  the  pres- 
ence or  absence  of  glandular  involvement. 

Tables  give  the  patients'  sex,  and  age,  the  dura- 
tion of  the  symptoms,  the  number  of  glands  found, 
the  number  involved,  etc.  The  data  are  briefly  sum- 
marized as  follows: 

Carcinoma  of  the  large  intestine  develops  most 
frequently  in  the  sixth  decade  of  life,  but  is  rather 
common  after  the  third  decade.  It  occurs  with 
equal  frequency  in  both  sexes.  Metastases  are 
formed  less  often  in  carcinoma  of  the  large  intestine 
than  in  carcinoma  of  any  other  part  of  the  gastro- 
intestinal tract.  In  the  series  of  cases  reviewed, 
metastasis  was  found  most  often  in  the  sigmoid  flex- 
ure. The  other  parts  of  the  large  intestine  were 
involved  secondarily  in  the  following  order:  descend- 
ing colon,  transverse  colon,  hepatic  flexure,  splenic 
flexure,  and  ascending  colon.  Carcinomata  without 
local  metastasi§  usually  protrude  into  the  intestinal 
lumen  while  those  with  local  metastasis  penetrate 
the  walls  of  the  intestine.  Metastasis  may  occur  in 
the  liver  without  local  metastasis. 

Annular  carcinoma  is  present  in  nearly  25  p)er  cent 
of  the  cases.  Annular  constrictions  due  to  degen- 
eration and  resulting  scar  tissue  often  have  the  ap- 
pearance of  annular  carcinoma.  Adenocarcinoma  is 
present  in  ever)'  carcinoma  which  originates  in  the 
large  intestine. 
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Colloid  carcinoma  occurs  in  i6  per  cent  of  the 
cases  and  is  of  two  types,  viz.,  those  with  long  dura- 
tion of  symptoms  (the  mildly  malignant  type),  and 
those  with  short  duration  of  symptoms  (the  highly 
malignant  type).  Colloid  carcinoma  metastasizes 
and  is  frequently  present  in  the  most  highly  malig- 
nant cases.  It  is  very  difficult  to  control  after 
metastasis  has  occurred.  The  highest  p)ercentage  of 
recurrences  is  found  in  the  highly  malignant  type, 
in  which  local  glands  often  show  metastases. 

Carcinoma  of  the  large  intestine  frequently  exhib- 
its marked  cell  differentiation  with  a  tendency  to 
self  limitation.  Cases  with  little  cell  differentiation 
in  the  locally  involved  glands  are  clinically  most 
malignant.  The  lymph  glands  may  be  palpable  and 
plainly  visible  to  the  naked  eye  though  normal  in 
consistency.  Lymph  glands  which  are  only  in- 
flamed may  have  such  marked  cellular  infiltration 
and  lymphoedema  that  they  resemble  large  carcino- 
matous glands  in  size  and  consistency.  Carcinoma 
usually  enters  the  lymph  glands  at  the  periphery 
through  the  lymph  sinuses.  The  lower  cut-oflf  ends 
of  the  glands  in  the  intestinal  wall  may  be  mistaken 
for  highly  malignant  cells.  Very  small  non-palpable 
glands  may  be  carcinomatous.  The  involved  local 
glands  are  usually  at  the  point  of  greatest  extension 
of  the  growth. 

Very  few  carcinomatous  growths  involve  more  than 
two  or  three  glands  in  metastasis,  but  there  may  be 
many  large  inflamed  glands  in  the  same  specimen. 
When  a  large  number  of  local  glands  arc  involved  the 
carcinoma  is  usually  highly  malignant.  The  size  of 
the  primary  growth  is  no  criterion  of  the  presence  or 
absence  of  metastasis.  It  is  possible  to  rule  out 
local  metastasis  in  carcinoma  of  the  large  intestine 
only  by  a  systematic  microscopic  examination. 

Merle  R.  HooN.  M.D. 

Mayo,  W.  J.:    Diverticulitis  of  the  Sigmoid.     Vir- 
ginia St.  Month..  IQ2I,  xlviii,  4^7. 

Every  medical  practitioner  has  seen  a  case  of 
diverticulitis  of  the  sigmoid.  This  condition  more 
often  occurs  in  middle  or  later  life  and  as  a  rule,  but 
not  always,  in  obese  persons.  In  the  active  stage 
there  is  usually  a  painful,  indefinite  swelling  on  the 
left  side  of  the  abdomen.  The  symptoms  are  often 
subacute  and  accompanied  by  a  moderate  rise  in 
the  temperature,  seldom  above  102  degrees.  In  a 
few  days,  the  pain,  tenderness,  and  swelling  sub- 
side, and  in  two  or  three  weeks  the  patient  recovers. 
However,  not  all  cases  have  such  a  fortunate  end- 
ing. Abscess  formation  may  develop  with  spon- 
taneous rupture,  most  frequently  through  the  blad- 
der. This  may  result  in  a  permanent  fistula  between 
the  sigmoid  and  bladder.  In  some  cases  distress  in 
the  bladder  is  extreme,  due  to  the  discharge  of  gas 
and  faeces  with  resulting  infection. 

Acute  intestinal  obstruction  may  be  produced  by 
adhesions  caused  by  diverticulitis.  When  general 
peritonitis  occurs  as  a  sequel,  the  Ochsner  treatment 
is  carried  out  until  the  acute  condition  subsides  to  a 
chronic  state. 


Fistulae  between  two  portions  of  the  intestine  may 
occur  and  rarely  heal  sp>ontaneously.  Occasionally 
they  lead  to  the  formation  of  other  abscesses  which 
may  rupture  sp>ontaneously  with  the  formation  of 
multiple  fistulae.  The  author  has  of)erated  in  his 
Clinic  on  a  patient  with  as  many  as  six  intercom- 
municating intestinal  fistulae  with  one  or  more  open- 
ings into  the  bladder. 

A  paper  by  Mayo,  Wilson,  and  Giffin  in  1Q07,  with 
repwrts  of  clinical,  operative,  and  pathologic  findings 
in  five  cases  of  diverticulitis  of  the  sigmoid,  gave 
conclusive  proof  of  the  existence  of  this  condition. 
Valuable  contributions  to  the  acute  phases  of  the 
condition  have  been  presented  in  the  literature. 

The  author  discusses  only  the  acquired  type  of 
diverticulitis;  that  is,  the  type  in  which  the  mucous 
membrane  pouts  through  defects  in  the  submucous 
and  muscular  coats  of  the  intestinal  wall  and  is 
covered  only  by  p)eritoneum.  Congenital  or  true  di- 
verticula are  covered  by  all  the  layers  of  intestinal 
wall.  In  the  former  the  neck  of  the  sac  is  smaller 
than  the  lumen,  and  as  a  result  of  infection  and 
(rdema  the  opening  into  the  sigmoid  becomes  closed. 
The  infectious  process  continues  and  localized  peri- 
tonitis or  abscess  results. 

Acute  diverticulitis  frequently  simulates  acute 
appendicitis.  As  a  rule  only  one  diverticulum  is 
involved  at  the  beginning,  others  being  affected 
later  through  contiguity. 

The  X-ray  has  aided  in  the  diagnosis  of  this  con- 
dition and  the  demonstration  of  its  frequency. 
Diverticulitis  is  not  always  confined  to  the  sigmoid, 
although  it  is  most  frequently  found  in  that  portion 
of  the  intestine.  Perirectal  fistula;  may  have  their 
origin  in  an  acute  infection  of  a  rectal  diverticulum, 
as  pointed  out  by  C.  H.  Mayo.  Diverticula  may 
occur  in  any  or  all  parts  of  the  large  intestine.  Parts 
of  the  colon  have  been  resected  for  diverticulitis  in 
seventy-eight  cases  at  the  Mayo  Clinic.  In  sixty- 
four  of  these  cases  the  condition  occurred  in  the 
sigmoid. 

Chronic  induration  of  a  part  of  the  sigmoid  may 
follow  the  course  of  acute  or  subacute  diverticulitis. 
This  may  produce  partial  or  complete  obstruction 
of  the  colon.  It  must  be  determined  whether  the 
tumor  is  chronic  diverticulitis,  carcinoma,  or  carci- 
noma developing  on  diverticulitis.  Wilson,  in  igii, 
called  attention  to  the  relationship  between  these 
conditions.  Carcinoma  occurred  in  four  of  the  fif- 
teen cases  he  reported. 

The  treatment  of  diverticulitis  of  the  sigmoid 
depjends  on  many  factors.  If  the  patient  is  a  f)oor 
surgical  risk  it  should  be  tentative.  If  an  abscess 
forms  we  should  not  wait  for  it  to  rupture  spon- 
taneously but  should  evacuate  it.  Colostomy  or 
caecostomy  may  be  necessary  to  relieve  acute  ob- 
struction. The  repair  of  an  intestinal  fistula  result- 
ing from  diverticulitis  is  a  serious  problem  calling  for 
good  surgical  judgment  and  technique.  In  cases  of 
chronic  stenosis,  resection  and  end-to-end  anastomo- 
sis in  one  or  two  stages  is  indicated.  The  Balfour 
tube  method  is  best  for  resection  of  the  pelvic  sig- 


GENERAL  SURGERY  —  SURGERY  OF  THE  ABDOMEN 


205 


moid.  The  Mikulicz  and  Braun  two-stage  operations 
are  often  the  safest  methods  of  resection.  Nearly 
one-third  of  the  cancers  of  the  sigmoid  have  origi- 
nated in  diverticulitis.  Resection,  therefore,  should 
be  done  in  the  chronic  tumor-forming  type  of  diver- 
ticulitis. The  mortality  rate  of  this  procedure  is 
about  the  same  as  in  cases  of  cancer  of  the  rectum. 
Radical  operation  is  to  be  considered  seriously  be- 
fore it  is  advised.  Merle  R.  Moox,  M.D. 

Buie,  L,  A. :  A  Safe  Method  of  Removing  Sigmoidal 
Polyps  and  High  Rectal  Polyps.  Med.  Clin.  X. 
Am.,  1921,  V,  419. 

Polyps  in  the  sigmoid  and  rectum  are  to  be  con- 
sidered potentially  malignant;  therefore  their  re- 
moval becomes  a  matter  of  expediency.  Small 
polyps  and  those  with  thin  and  relatively  vascular 
pedicles  can  easily  be  removed  through  the  proc- 
toscope or  sigmoidoscope  by  torsion,  the  snare,  or 
the  cautery.  When  the  poh-p  is  large  and  has  a 
stout  pedicle,  hsemostasis  must  be  secured.  For 
obvious  reasons  this  has  not  been  practicable 
through  the  proctoscope  when  the  |x>lyp  ^'^s  situ- 
ated high.  These  cases  usually  demand  laparotomy 
and  sigmoidotomy  with  their  attendant  risk  and 
discomfort. 

The  author  describes  an  instrument  constructed 
by  Little  of  the  Mayo  Clinic  which  can  be  op)erated 
through  the  proctoscope  for  the  successful  removal 
of  p)olyp>s  from  the  sigmoid  and  rectum.  This  in- 
strument, which  is  about  35  cm.  in  length,  is  com- 
posed of  two  crushing  jaws  operated  by  screw 
appliances  on  the  end  of  a  narrow  tubular  shaft. 
.\fter  thorough  cleansing  of  the  rectum,  the  patient 
is  placed  in  the  knee-chest  posture,  the  proctoscope 
is  inserted,  and  the  polyp  located.  The  clamp  is 
then  p>assed  in  with  the  jaws  open,  and  with  the 
aid  of  a  special  hook  and  fork,  the  pedicle  of  the 
p)olyp  is  drawn  into  the  jaws  of  the  clamp.  By  turn- 
ing the  screws  on  the  end  of  the  instrument  the  jaws 
are  approximated  and  the  pedicle  crushed.  The 
proctoscope  is  then  removed^and  the  clamp  allowed 
to  remain  in  position  for  twenty-four  hours.  During 
this  time  the  patient  must  be  kept  in  bed  and  not 
permitted  to  change  his  position  without  assistance 
as  the  handle  of  the  clamp  projects  for  a  short  dis- 
tance from  the  anus  and  might  easily  be  dislodged 
or  damage  the  bowel.  When  the  clamp  is  to  be 
removed  the  screws  are  loosened  to  the  limit,  thus 
opening  the  jaws.  Proctoscopic  examination  should 
then  be  made  in  order  to  ascertain  the  condition 
of  the  polyp.  It  will  slough  off  in  two  or  three 
days.  During  this  time  the  patient  should  remain 
in  bed. 

The  disadvantage  of  the  instrument  is  that  the 
handle  projects  from  the  anus;  this  has  been  over- 
come by  a  recent  modification  which  permits  the 
clamping  end  to  be  detached  and  remain  in  the 
rectum.  The  handle  can  be  reapplied  for  its  re- 
moval. The  author  reports  three  successful  cases 
treated  by  the  technique  described. 

V.  G.  Burden,  M.D. 


Pochhammer,  C. :  Sigmoid  Anastomosis  (Zur  Frag 
der  Sigmoideoanastomose) .  Zenlraibl.  /.  Chir.  ,1921 
xlviii,  1343. 

In  this  short  article  Pochhammer  again  advocates 
the  method  of  sigmoid  anastomosis  in  voUnilus  of 
the  sigmoid  flexure  which  he  has  previously  urged. 
Neudoerfer's  description  of  sigmoid  anastomosis  as  a 
p>oor  procedure  for  the  treatment  of  volvulus  of  the 
flexure  meets  with  his  especial  condemnation,  par- 
ticidarly  in  view  of  the  fact  that  Neudoerfer  had 
operated  by  this  method  successfully  in  three  cases. 

Various  failures  with  the  procedure  which  have 
been  reported  in  the  literature  seem  to  the  author 
not  sufficiently  well  proved  to  demonstrate  its 
inadequacy  or  impracticability.  He  believes  they 
are  ascribable  partly  to  the  technique  rather  than 
to  the  method  itself.  He  states  that  it  is  not  a 
matter  of  inconsequence  how  the  anastomosis  of  the 
stretched  ends  of  the  flexure  is  established.  It  is 
most  important  that  they  have  the  greatest  possible 
extent  and  width  in  order  that  the  contents  may 
pass  through  unhindered.  A  considerable  narrowing 
of  the  anastomosis  must  be  reckoned  with  on 
account  of  the  excessive  stretching  of  the  abdominal 
wall.  It  is  of  importance  also  to  make  the  anasto- 
motic opening  in  the  region  of  the  taenia  opposite 
the  insertion  of  the  mesentery. 

Primar>-  resection  in  the  treatment  of  volvulus 
Pochhammer  believes  is  too  dangerous,  but  he 
has  recommended  it  as  a  secondary  operation  to 
patients  who  have  first  been  given  palliative  treat- 
ment by  anastomosis.  Almost  without  exception, 
however,  they  have  refused  the  recommended  resec- 
tion as  unnecessary  because  they  were  free  from 
symptoms.  Dexcks  (Z). 

LIVER,  GALL-BLADDER,  PANCREAS, 
AND  SPLEEN 

Mayo,  W.  J. :  The  Surgical  Significance  of  Hepatic 
Incompetency.  Surg.Mynec.  brObst.,  1921,  xxxiii, 
463- 
The  liver  has  long  been  recognized  as  a  buffer 
between  the  general  circulatory  system  and  the 
gastro-intestinal  tract,  and  between  the  general 
circulation  and  the  spleen  which  filters  from  the 
blood  micro-organisms  and  toxins  it  is  unable  to 
destroy  and  sends  them  through  the  portal  circula- 
tion to  the  liver  for  destruction  and  detoxication. 
Little  is  known  regarding  the  functions  or  the  early 
pathologic  changes  of  the  liver;  its  concealed  situa- 
tion and  its  power  of  regenerating  injured  cells  and 
forming  new  ones  prevent  knowledge  of  what  is 
taking  place  in  the  earlier  stages  of  hepatic  disease. 
Since  all  the  liver  cells  are  alike,  the  pathologic 
architecture  in  hep>atic  disease  is  simple.  If  the 
process  is  very  acute,  cell  necrosis  is  manifest;  if 
it  is  subacute,  the  destructive  process  assumes  the 
nature  of  fatty  metamorphosis;  if  it  is  chronic, 
cirrhosis  is  produced,  the  destroyed  cells  being  re- 
placed by  connective  tissue.  If  the  cause  of  the 
hepatic  cirrhosis  is  brought  to  the  liver  by  the  portal 
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circulation,  the  new  connective  tissue  is  deposited 
around  the  portal  vessels  and  obstructs  the  delivery 
of  blood  from  the  portal  circulation  to  the  hepatic 
cells;  the  patient  dies,  not  from  hepatic  insuffi- 
ciency, but  from  the  circulatory  disturbances  lead- 
ing to  ascites  and  gastro-intestinal  haemorrhages 
which  are  caused  by  the  portal  cirrhosis.  In  biliary 
cirrhosis  the  causes  of  injury  to  the  hepatic  cells 
are  brought  by  the  biliary  channels  or  by  the  hepat- 
ic artery  from  some  focal  infection,  and  the  connec- 
tive tissue  is  deposited  around  the  bile  ducts  where 
it  obstructs  the  flow  of  bile,  causing  death  from 
cholxmia. 

The  blood  on  which  the  liver  acts  is  venous  and 
leaves  the  liver  as  venous  blood,  oxygen  playing  little 
if  any  part  in  the  changes  which  take  place.  While 
it  is  true  that  the  hepatic  artery  furnishes  some  oxy- 
gen to  the  liver,  the  supply  is  not  sufficient  to  lead 
to  the  belief  that  oxygen  is  necessary  to  its  function, 
especially  when  a  comparison  is  made  between  the 
relatively  small  arterial  blood  supply  of  the  liver, 
which  weighs  from  50  to  55  oz.,  and  the  huge  arterial 
supply  of  the  spleen  and  kidneys,  each  of  which 
weighs  only  a  few  ounces  but  uses  a  large  amount  of 
oxygen  in  functioning.  As  the  hepatic  artery  gives 
off  the  gastroduodenal  and  supraduodenal  arteries 
and  branches  to  the  pancreas,  two-thirds  of  its 
volume  is  diverted  before  the  liver  is  reached. 
Possibly  one  of  the  functions  of  the  spleen  is  the 
removal  of  oxygen  from  the  blood  which  enters  the 
liver  by  this  route.  The  functions  of  the  liver  are: 
(i)  defense  against  invasion  of  the  body  by  micro- 
organisms and  the  detoxication  of  toxic  products 
brought  to  the  liver  by  the  portal  circulation,  (2) 
fat  metabolism,  (,s)  protein  metabolism,  (4)  car- 
bohydrate metabolism,  and  (5)  bile  function. 

Amino  acids  in  the  body  are  developed  in  the 
liver  from  protein  metabolism  begun  in  the  intes- 
tinal tract.  Urea  is  the  ash  of  protein  burning. 
The  liver  is  one  of  the  great  depots  for  fat  deposit 
and  is  the  converter  of  fat  into  consumable  material 
for  body  use.  Certain  higher  fatty  acids,  which  may 
be  a  residue  of  improperly  oxidized  fats  in  combina- 
tion with  ash  of  improper  protein  burning,  arc  back 
of  many  of  the  circulatory  and  vascular  changes 
which  lead  to  insufficiency  of  the  vital  organs, 
especially  of  the  kidneys. 

The  end-stages  of  carbohydrate  metabolism  take 
place  in  the  liver,  and  the  distribution  of  sugar  for 
the  heat  and  the  energy  of  the  body  takes  place 
through  the  blood  stream.  There  is  normally 
between  0.07  and  o.i  i  per  cent  of  sugar  in  the  blood, 
and  the  ash  of  sugar  oxidation  is  passed  out  of  the 
body  through  the  lungs  as  carbon  dioxide.  The 
considerable  amounts  of  glycogen  normally  stored  in 
the  liver  are  fed  more  liberally  into  the  blood  stream 
under  stress  of  the  emotions,  anger  and  fear,  acting 
through  the  autonomic  nervous  system.  Under  such 
circumstances  the  utmost  energy  is  obtained.  In 
starvation,  the  stored  glycogen  is  exhausted  and  the 
alkalinity  of  the  blood  reduced  so  that  so-called 
acidosis  is  produced.     The  pernicious  vomiting  of 


pregnancy  is  believed  by  Harding  to  be  due  to 
exhaustion  of  liver-stored  glycogen,  and  the  treat- 
ment of  this  condition  by  carbohydrate  feeding  seems 
to  bear  out  this  theory.  Reduction  of  sugar  below 
0.07  f>er  cent  is  usually  accompanied  by  dehydration, 
and  in  the  estimation  of  the  blood  sugar,  which  may 
apf)ear  to  be  normal  because  of  the  increased  blood 
viscosity,  allowance  must  be  made  for  sufficient 
fluids  to  approximate  normal  conditions. 

As  Woodyatt  has  shown,  the  combustion  of  pro- 
tein and  the  higher  fatty  acids  is  not  complete  unless 
a  percentage  of  carbohydrate  is  burned  in  conjunc- 
tion. Chronic  bodily  exhaustion  is  associated  with 
disturbance  of  liver  function  and  usually  with  dimi- 
nution of  sugar  metabolism.  The  hepatic  lobule 
has  for  its  center  a  bile  channel.  The  venous  blood 
from  the  |X)rtal  circulation  is  acted  on  by  the  hepatic 
cell  and  passes  away  in  the  plexus  of  the  collecting 
hepatic  veins;  the  refuse  passes  to  the  intestinal 
tract  as  bile.  The  fluids  of  the  bile  and  certain  con- 
stituents, such  as  the  lipoids,  are  re-absorbed  in  the 
intestinal  tract,  while  the  pigments,  containing  the 
more  active  poisons  of  the  biliary  content,  pass  and 
are  excreted.  Bile  is  changed  physically  after  it 
leaves  the  hepatic  cell,  additions  being  made  to  it 
from  the  biliary  ducts.  The  bile  which  reaches  the 
gall-bladder  is  concentrated  and  clear  fluid  is  added. 
If  it  is  retained  for  a  length  of  time  in  the  gall-blad- 
der by  an  obstructed  cystic  duct,  the  biliary  pig- 
ments are  absorbed  and  a  clear  colloid  fluid  results, 
as  is  the  case  with  bile  in  the  ducts  of  the  liver  under 
similar  conditions  of  obstruction.  The  retained  bile 
pigments  produce  a  fatty  metamorphosis  in  the 
obstructed  hepatic  cells.  When  bile  is  obstructed 
in  its  passage  into  the  intestinal  tract,  it  is  absorbed 
in  the  blood,  the  biliary  pigments  unite  with  the  cal- 
cium in  the  blood,  and  in  the  course  of  a  few  weeks 
calcium  exhaustion  may  occur.  Reduction  of  the 
blood-calcium  reserve  lengthens  coagulation  time. 
The  bile  pigments  are  excreted  from  the  blood  by 
the  kidneys.  The  cholsemia  affects  the  tissue  of  the 
body  as  a  whole,  bringing  about  a  p)ernicious  dehy- 
dration, interfering  with  the  sugar-forming  function 
of  the  liver,  and  exhausting  the  sugar  reserve.  The 
secondary  effects  of  cholaimia  are  felt  by  every  organ 
of  the  body,  especially  the  kidneys  which  are  called 
on  to  excrete  large  amounts  of  bile  pigments  and 
other  products  of  disturbed  metabolism;  renal  as 
well  as  hepatic  insufficiency  may  result. 

Bell  and  Walters  of  the  Mayo  Clinic  investigated 
cases  of  chronic  jaundice  in  which  operations  had 
been  performed  for  various  conditions  and  death 
followed.  They  found  that  53  per  cent  of  the  pa- 
tients had  blood  in  the  peritoneal  cavity,  although 
not  necessarily  enough  to  account  for  their  death. 
In  comparable  cases  in  which  no  jaundice  was  pres- 
ent there  was  only  one  case  of  intraperitoneal 
haemorrhage  caused  by  the  slipping  of  a  ligature  on 
the  cystic  artery.  In  the  jaundiced  patients  the 
blood  was  due  to  capillary  haemorrhage,  and  in  no 
instance  did  the  bleeding  occur  from  demonstrable 
vessels. 
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W  right  has  shown  that  the  loss  of  normal  coagula- 
tion of  the  blood  is  due  to  calcium  exhaustion,  and 
that  the  calcium  may  be  restored  by  giving  calcium 
chloride.  Calcium  chloride  given  by  way  of  the 
gastro-intestinal  tract  is  absorbed  slowly,  if  at  all, 
by  the  stomach  and  intestines.  It  has  been  demon- 
strated by  Lee  and  Vincent  that  its  intravenous 
injection  affects  the  coagulation  time  promptly,  and 
Walters  has  shown  that  the  coagulation  time  can  be 
restored  by  the  injection  in  from  two  to  six  hours 
and  that  the  procedure  is  harmless.  In  cholaemia, 
however,  calcium  may  not  be  the  only  factor  in  the 
tendency  to  bleed,  and  when  calcium  exhaustion  has 
been  remedied  and  coagulation  time  is  still  pro- 
longed, transfusion  of  blood  is  indicated.  Two  im- 
portant factors  in  counteracting  cholaemia  are  the 
restoration  of  the  normal  blood  sugar  and  liver 
glycogen,  and  the  overcoming  of  the  dehydration, 
thus  aiding  the  kidney  to  eliminate  bile  pigments 
which  are  one  of  the  chief  causes  of  the  general  ex- 
haustion. This  may  be  accomplished  by  increasing 
the  quantity  of  ingested  carbohydrate  and  the 
fluid  intake  by  mouth,  by  subcutaneous  injections 
of  glucose  solution,  or  by  the  Murphy  drip.  No 
operative  procedure  which  is  not  essential  to  imme- 
diate  recoverj"^  should  be  undertaken  in  the  presence 
of  intense  jaundice.  G.  H.  Jackson,  Jr.,  M.D. 

Poppert,  P. :  The  Importance  of  Infectious  Cholan- 
giolitis  in  Recurrences  of  Pain  After  Operation 
for  Gall-Stones  (Ueber  die  Bedeutung  der  infek- 
tioesen  Cholangiolitis  fuer  die  Entstehung  der 
Schmerzrezidive  nach  der  GaUensteinop>eration) . 
Zetitralbl.  f.  Chir.,  1921,  xlviii,  1342. 

As  a  rule  the  cause  of  the  recurrence  of  pain  after 
operations  on  the  bUe  ducts  is  a  recurrence  of  stone, 
an  vdcer  or  carcinoma  overlooked  at  operation, 
stenosis  of  the  common  bile  duct  due  to  pancreati- 
tis, or  a  cicatrizing  decubitus  ulcer.  There  remain, 
however,  numerous  cases  in  which  these  factors  can 
be  excluded.  The  pain  is  distinguished  from  that 
caused  by  adhesions  by  their  colicky  onset  and  their 
violence.  Their  duration  varies.  Icterus  is  rare. 
Fever  is  usually  absent.  In  such  cases  the  pain  may 
be  explained  by  a  recurring  infectious  cholangiolitis, 
particularly  if  at  the  time  of  operation  all  the  bile 
ducts  were  involved  by  the  infection.  Popj)ert 
recently  succeeded  in  demonstrating  bacteria  in 
the  tissue  of  the  liver  in  such  cases,  and  was  per- 
suaded that  infectious,  non-suppurative  cholangioli- 
tis is  a  very  frequent  complication  of  calculous  and 
non-calculous  cholecystitis.  Berx.\rd  (Z). 

Crile,  G.  W.:  The  Technique  of  Gall-Bladder  Sur- 
gery in  the  Presence  of  Jaundice.  Surg.,  Gynec. 
s'Obsl.,  1921,  xxxiii,  469. 

The  author  points  out  that  in  jaundice  cases  the 
exhaustion  is  due  to  impairment  of  the  internal  respi- 
ration, particularly  that  of  the  brain  and  liver  cells. 
Deep  inhalation  anaesthetics  increase  the  operative 
risk  because  they  further  impair  the  internal  respira- 
tion.   In  nitrous  oxide-oxygen  analgesia  this  inter- 


ference is  negligible  and  the  sense  of  pain  is  reduced 
about  80  per  cent,  the  balance  being  controlled  by 
local  anaesthesia. 

To  prevent  further  impairment  of  internal  respira- 
tion, the  author  advises  blood  transfusion  and  the 
subcutaneous  injection  of  large  amounts  of  fluid 
either  before  or  after  the  operation  or  at  both  times; 
the  application  of  hot  packs,  especially  to  the  region 
of  the  liver;  and  the  avoidance  of  narcotics,  such  as 
morphine.    His  treatment  is  summarized  as  follows: 

Before  operation  employ  saline  infusion,  blood 
transfusion,  and  heat. 

During  operation  employ  analgesia,  local  anaes- 
thesia, means  to  maintain  the  temperature  of  the 
liver,  and  decompression  of  the  bile,  but  nothing 
more. 

After  operation  employ  blood  transfusion,  saline 
infusion  (3,000  to  4,000  c.cm.),  and  heat  to  the 
liver,  and  obtain  intermittent  drainage  of  the  bile. 

Avoid  deep  inhalation  anaesthesia,  needless  han- 
dling, the  use  of  morphine,  and  doing  too  much. 
Decompress  and  no  more.  R.  G.  Douty,  M.D. 

Bircher,  E. :  Rare  Cases  of  Cholelithiasis  Surgically 
Treated  (Seltene  operative  Kasuistik  in  der  Be- 
handlung  der  Gallensteinerkrankungen).  Schweiz. 
Rundschau,  f.  Med.,  1921,  xxi,  445. 

An  improvement  in  the  results  of  operations  for 
gall-stones  is  to  be  expected  only  when  the  indica- 
tions for  surgical  treatment  are  appreciated  earlier. 
The  prognosis  grows  worse  very  rapidly  as  soon  as 
complications  set  in,  such,  for  example,  as  acute 
pyaemic  infection  with  necrosis  of  the  liver  and  the 
exceedingly  frequent  complications  caused  by  dis- 
eases of  other  organs  such  as  the  stomach,  pancreas, 
small  intestine,  and  kidneys.  Complicating  condi- 
tions make  operation  extremely  difficult  from  a 
technical  point  of  view.  If  the  general  practitioner 
were  always  possessed  of  a  correct  knowledge  of 
these  processes,  a  point  might  be  reached  where  the 
oj)eration  would  be  as  ideal  as  that  for  appendicitis, 
particularly  when  the  wound  may  be  closed  by  pri- 
mary union. 

The  author  describes  fourteen  interesting  cases, 
personally  observed,  which  show  the  great  variety 
of  pictures  that  may  be  presented  by  cholelithiasis. 
The  combination  with  diseases  of  the  pancreas, 
which  usually  end  fatally,  demonstrates  clearly  the 
importance  of  early  op>eration  as  the  primary  disease 
appears  to  be  that  of  the  gall-bladder.  When  pan- 
creatitis has  once  set  in,  simple  and  prompt  opera- 
tion is  demanded.  Attention  is  called  to  the  fact 
that  a  carcinoma  of  the  gall-bladder  may  develop 
without  giving  rise  to  any  symptoms  of  importance. 

It  is  often  difficult  to  make  a  sharp  distinction 
between  cholelithiasis  and  gastric  diseases,  and  still 
more  difficult  to  determine  which  of  the  two  affec- 
tions was  the  first.  The  condition  most  frequently 
accompanying  cholelithiasis  is  splanchnoptosis 
which  may  bring  about  a  kinking  of  the  cystic  duct. 
Op>eration  is  indicated,  therefore,  in  cases  of  ptosis  of 
the  stomach,  liver,  or  kidneys.  The  results  are  good 
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if  it  is  not  undertaken  too  late.  Gastrorrhaphy  is  pre- 
ferable to  gastropexy  because  by  the  former  it  is  pos- 
sible to  restore  more  natural  conditions  of  function 
and  form.  The  picture  of  ptosis  may  simulate  the 
cachexia  of  carcinoma. 

When  cholelithiasis  is  accompanied  by  carcinoma 
of  the  stomach,  operation  becomes  extensive  and 
very  difficult.  Inflammatory  processes  in  the  duo- 
denum may  c»xtcnd  to  the  gall-bladder.  Under  all 
circumstances,  early  operation  on  the  gall-bladder 
should  be  advised.  Schubert  (Z) 

Balfour,  D.  C,  and  Ross,  J.  W.:    Postoperative 

Biliary  Fistulse.    Arch.  Surg.,  1921.  ill,  582. 

In  a  review  of  166  cases  of  postoperative  biliary 
fistula  observed  in  the  Mayo  Clinic  between  January 
I,  I  QIC,  and  December  31,  igig.  cholelithiasis  was 
found  to  be  the  cause  of  the  fistula  in  85  per  cent. 

The  relative  merits  of  cholecystectomy  and  chole- 
cystostomy  must  be  considered  in  this  regard.  Of 
twelve  postoperative  fistula;  (o.i  per  cent)  in  g.oog 
cases  of  primary  operation  on  the  biliary  tract  dur- 
ing the  same  ten-year  period,  there  was  only  one 
in  s,gg7  cases  of  cholecystectomy,  while  eleven 
developed  in  i.Syg  cases  of  cholecystostomy.  The 
causes  of  the  fistulae  were  found  to  be  stricture  of  the 
common  duct  in  the  first  instance,  stones  in  the  com- 
mon duct  in  four,  stones  in  the  cystic  duct  in  four, 
and  recurrent  cholecystitis  in  a  residual  gall-bladder 
in  three.  The  danger  of  duct  injury  in  cholecystec- 
tomy is  therefore  small  as  compared  with  that  of  the 
failure  of  cholecystostomy  to  remove  a  portion  of 
the  pathologic  process. 

In  only  two  cases  in  the  series  reviewed  was  the 
cause  of  the  fistula  undetermined.  This  is  a  very 
small  proportion,  considering  the  difficulties  which 
may  be  encountered  in  this  type  of  case. 

In  no  instance  was  it  found  that  adhesion  to  a 
gauze  drain  or  pressure  from  a  tube  was  responsible. 
In  one  case,  however,  the  formation  of  a  permanent 
drainage  tract  was  established  by  the  prolonged  use 
of  a  tube.  Closure  of  the  abdomen  without  any 
drainage  whatsoever  in  286  cholecystectomies  in  the 
Clinic  during  the  past  three  years  was  without  ill 
effect. 

The  period  over  which  a  fistula  may  drain  varies 
greatly,  but  in  the  cases  of  retained  stones  and  le- 
sions of  the  gall-bladder  the  time  is  generally  longer 
than  in  cases  of  malignant  disease.  A  partial  fistula 
of  the  intermittent  type  persisted  in  one  instance 
for  eleven  years,  but  the  longest  period  of  drainage 
in  a  complete  fistula  was  three  years.  No  impair- 
ment of  health  other  than  anaemia  was  found  in  the 
latter  case.  A  drain  had  been  in  place  for  two  years, 
and  four  stones,  each  about  3  cm.  in  diameter,  were 
found  in  the  common  duct  at  the  third  operation. 
In  other  cases  complete  fistulae  were  present  for 
twenty-one,  eighteen,  and  twelve  months. 

The  immediate  operative  mortality  in  cases  of 
biliary  fistulaj  is  high  (10  per  cent)  when  compared 
with  that  of  adequate  primary  operations  on  the 
biliary  tract  (i  to  2  per  cent),  but  the  reason  is  appar- 


ent in  the  large  proportion  of  patients  with  jaundice 
and  the  often  septic  nature  of  the  operative  field. 
In  thirty-five  cases  of  operation  for  stones  in  the 
cystic  duct  there  were  no  deaths,  while  in  only 
twenty-one  cases  of  common  duct  injury  there  were 
six  deaths. 

Of  the  eighty-three  living  patients  from  whom 
information  has  been  received  eighty  report  that 
the  fi.stula  is  closed  and  their  general  health  is  good, 
l^wclve  of  these  state  that  they  have  had  occasional 
attacks  of  pain  and  jaundice. 

Mayo,  W.  J.:    Splenic  Syndromes.    Surg.  Clin.  N. 
Am.,  1921,  i,  1307. 

The  most  interesting  of  the  splenic  syndromes  are 
those  shown  by  the  blood,  and  it  would  appear  that 
the  spleen  is  not  the  principal  agent  concerned  in 
the  pathologic  conditions  encountered,  but  rather 
the  agent  of  destruction  through  which  the  damage 
is  brought  about.  The  author  illustrates  six  splenic 
syndromes. 

SPLENIC  ANiEMIA 

A  man,  aged  47  years,  came  to  the  Mayo  Clinic 
March  15,  ig2i,  complaining  of  a  dull  aching  pain  in 
the  epigastrium,  loss  of  weight,  and  anxmia. 
Periods  of  debility  were  followed  by  great  but  tem- 
porary improvement.  .\t  the  time  of  examination 
his  condition  was  better  than  usual. 

Examination  revealed  palpable  cervical  lymph 
nodes,  prominent  veins  in  the  epigastrium,  and  an 
enlarged  spleen  reaching  to  the  level  of  the  umbili- 
cus. Roentgenograms  of  the  chest  and  stomach 
and  both  blood  and  spinal  fluid  Wassermann  tests 
were  negative.  The  haemoglobin  was  72  per  cent, 
the  erythrocyte  count  4.4  millions,  and  the  leu- 
cocyte count  5, 800.  The  differential  count  showed 
polynuclears  82  per  cent,  small  lymphocytes  11.5 
per  cent,  large  lymphocytes  4.5  per  cent,  and 
eosinophiles  2  per  cent. 

On  March  24,  a  greatly  enlarged  adherent  spleen 
was  removed.  There  was  a  moderate  degree  of 
cirrhosis  of  the  liver  (Fig.  i).  Within  three  months 
after  the  operation  the  patient  showed  marked 
improvement,  and  at  the  end  of  six  months,  exami- 
nation showed  him  to  be  normal  in  all  respects. 

SYPHILITIC  SPLENIC  ANvEMIA 

A  woman,  3g  years  of  age.  came  to  the  Clinic 
.\ugust.  ig2i.  complaining  of  progressive  enlarge- 
ment of  the  abdomen  during  the  past  two  years. 
She  gave  a  history  of  syphilitic  infection  some  years 
before. 

Examination  revealed  a  very  emaciated  woman, 
slightly  icteric,  and  with  redemaof  the  lower  extrem- 
ities. She  was  so  ascitic  that  she  was  unable  to 
walk  without  assistance.  The  spleen  extended  to 
the  level  of  the  umbilicus.  The  Wassermann  reac- 
tion of  the  blood  was  strongly  positive.  The 
haemoglobin  was  62  p>er  cent,  the  erythrocyte  count 
4  million,  and  the  leucocyte  count  5.800.  Despite 
her  poor  physical  condition,  she  urged  exploration 
and  splenectomy. 
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Fig.  I.  Splenic  anaemia;  chronic  cirrhosis  01 
the  liver  with  beginning  atrophy  of  the  cells 
(xioo). 

At  operation  a  markedly  cirrhotic  and  nodular 
liver  was  found.  It  appeared  to  be  about  half  the 
normal  size,  measuring  4  by  15  by  25  cm.  About  12 
liters  of  ascitic  fluid  were  drained  from  the  abdomen. 
The  spleen,  which  weighed  950  gm.  and  showed 
marked  venous  engorgement,  was  also  removed. 
After  a  stormy  convalescence,  the  patient  steadily 
improved  for  six  weeks,  but  suddenly  developed 
dyspnoea,  passed  rapidly  into  coma,  and  died. 
Autopsy  revealed  thrombosis  of  the  portal  vein, 
fat  necrosis  of  the  pancreas,  and  syphilitic  cirrhosis 
of  the  liver  with  ascites. 

PERNICIOUS  ANAEMIA 

A  man,  aged  39  years,  sought  consultation  in 
March,  192 1,  because  of  weakness,  epigastric  dis- 
tress, occasional  tingling  and  numbness  in  the  fingers 
and  toes,  and  soreness  of  the  tongue  at  intervals  for 
four  years.  Other  symptoms  were  palpitation, 
dyspnoea,  and  loss  of  weight. 

Examination  revealed  a  yellow  skin,  bald  tongue, 
negative  Wassermann  reaction  of  the  blood,  achlor- 
hydria,  and  a  spleen  3  cm.  below  the  costal  margin. 
Neurologic  examination  gave  evidence  of  an  early 
combined  sclerosis.  Three  transfusions  had  not 
resulted  in  permanent  relief  of  symptoms.  The 
haemoglobin  was  27  per  cent,  the  erythrocyte  count 
1.02  million,  and  the  leucocyte  count  2,100.  Nine 
normoblasts  and  moderate  anisocytosis  and  poikilo- 
cytosis  were  noted  in  the  blood  smear. 

In  .April,  a  large,  adherent,  dark-colored  spleen 
resembling  that  of  ha^molytic  icterus  and  weighing 
560  gm.  was  removed.  When  the  patient  returned 
home  after  the  operation  he  gained  20  lbs.  and  his 
blood  count  improved  markedly.  The  former  symp- 
toms returned,  however,  and  he  is  now  under  treat- 
ment again. 

Giffin  and  Szlapka  have  found  that  of  fifty  pa- 
tients splenectomized  at  the  Mayo  Clinic  in  a  period 
of  four  years,  21.3  per  cent  lived  more  than  three 
years  after  the  operation  and  10.6  per  cent  lived 
more  than  five  years.     It  would  seem  that  the  spleen, 


i'lg.  2.  rrimary  polycythaemia;  periDuiary 
and  perivascular  cirrhosis  of  the  liver  with  lymph- 
ocytic infiltration  (xioo). 

while  not  the  cause  of  pernicious  anaemia,  might  be 
the  destructive  agent  which  sacrifices  the  red  blood 
corpuscles  which,  though  they  are  the  best  the 
organism  can  produce  and  are  capable  of  function, 
are  subnormal. 

HEMOLYTIC  ICTERUS 

A  woman,  aged  35  years,  came  to  the  Clinic  in 
June,  1 92 1,  complaining  of  jaundice  and  a  dull  ach- 
ing pain  in  the  left  side  which  had  persisted  for 
several  years.  Some  jaundice  had  been  present  for 
five  years,  and  for  four  years  she  had  been  subject  to 
attacks  of  severe  pain  accompanied  by  nausea  and 
emesis  and  followed  by  jaundice  and  the  excretion 
of  dark-colored  urine. 

The  patient  was  poorly  developed  and  deeply 
jaundiced;  her  spleen  extended  into  the  left  iliac 
fossa  and  beyond  the  umbilicus.  A  roentgenogram 
of  the  stomach  and  the  Wassermann  test  of  the 
blood  were  negative.  The  haemoglobin  was  68  p)er 
cent,  the  erythrocyte  count  3.12  millions,  and  the 
leucocyte  count  8,800.  Erythrocytic  fragility  was 
increased  and  the  duodenal  contents  showed  24,000 
units  of  urobilinogen  and  urobilin.  At  operation 
in  July,  an  enlarged  spleen  weighing  775  gm.  and  a 
gall-bladder  distended  with  stones  were  removed. 
Uneventful  convalescence  followed. 

In  thirty  splenectomies  for  hajmoly  tic  icterus  at  the 
Mayo  Clinic  there  was  only  one  death,  that  of  a 
patient  operated  on  during  a  crisis  when  the  tem- 
perature was  102  degrees. 

PRIMARY  POLYCYTHiEMIA 

A  case  of  polycythjemia  (rubra  vera)  was  that  of 
a  man,  31  years  of  age,  who  had  complained  of 
severe  epigastric  pain  for  several  months.  Explora- 
tion was  done  elsewhere  for  gastric  ulcer,  but  only  a 
markedly  enlarged  spleen  was  found.  About  a  week 
after  operation  the  hjemoglobin  was  106  per  cent 
and  the  erythrocytes  numbered  9  millions. 

On  examination  the  patient  was  found  to  be 
markedly  erythrotic  and  to  have  a  spleen  reaching 
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to  the  midline  and  almost  to  the  level  of  the  umbili- 
cus. Ophthalmoscopic  examination  revealed  slight 
venous  engorgement  of  the  retinal  vessels  and  hy- 
peraemia  of  the  nerve  head.  The  erythrocytic 
fragility  test  was  normal  and  the  Wassermann  reac- 
tion of  the  blood  was  negative.  The  haemoglobin 
estimation  by  the  Dare  method  was  92  per  cent, 
the  erythrocyte  count  6.61  millions,  and  the  leuco- 
cyte count  14,000.  The  patient  was  dismissed  but 
kept  under  observation.  Five  months  after  he  was 
first  seen  he  had  a  severe  haemorrhage  from  the  bowel 
and  ha?matemcsis,  and  a  month  later  phlebitis  of 
the  calf  of  the  right  leg  developed. 

Three  years  after  the  first  examination  the  spleen 
was  removed.  It  weighed  900  gm.  and  was  deeply 
buried  in  adhesions.  A  specimen  of  the  liver  re- 
moved showed  peribiliary  and  perivascular  cirrhosis 
(Fig.  2).  No  gross  pathologic  condition  was  found 
except  in  the  spleen. 

An  uneventful  convalescence  followed  and  two 
months  after  the  operation  the  patient  was  in  ex- 
cellent condition. 

While  it  is  believed  that  splenomegaly  in  poly- 
cythaemia  is  of  no  particular  significance,  this  case 
suggests  that  the  role  of  the  spleen  is  greater  than 
supposed,  and  that  early  in  the  disease  the  charac- 
teristic microscopic  findings  in  other  organs  may  not 
be  present. 

SPLENOMYELOGENOUS  LEUKiEMIA 

A  woman,  34  years  of  age,  who  had  noticed  a  mass 
in  the  upper  left  abdomen  nine  years  before,  was 
examined  August,  1921.  Eighteen  roentgen-ray 
treatments  during  January  and  May,  1921,  had 
resulted  in  some  decrease  in  the  size  of  the  mass. 
She  had  lost  7  lbs.  during  the  three  months  previous 
to  examination  at  the  Clinic,  but  no  jaundice  and 
no  gastric  symptoms  were  present. 

Examination  revealed  pallor  of  the  mucous  mem- 
branes, bilateral  pretibial  oedema,  a  negative  Wasser- 
mann reaction  of  the  blood,  and  a  slight  increase 
in  erythrocytic  fragility.  Splenic  dullness  extended 
from  the  fifth  rib  in  the  axillary  line  to  the  level  of 
the  umbilicus  and  6.25  cm.  to  the  right  of  the  median 
line.  The  haemoglobin  was  46  p>er  cent,  the  erythro- 
cyte count  2.7  millions,  and  the  leucocyte  count 
.3,300.  An  occasional  myelocyte  was  seen  in  the 
blood  smear. 

Splenectomy  and  cholecystectomy  for  gall-bladder 
disease  were  performed  in  September  and  convales- 
cence was  uneventful.  The  spleen,  which  weighed 
2,360  gm.,  was  lobulatcd  and  extensively  adherent 
to  the  diaphragm. 

Any  reduction  in  the  size  of  the  spleen  or  the 
number  of  leucocytes  improves  the  anaemia.  Ra- 
dium may  be  used  pre-operatively  to  prepare 
patients  for  splenectomy,  which  can  be  done  with- 
out difficulty  when  the  leucocytes  number  less 
than  20,000.  In  a  series  of  twenty-seven  splec- 
tomies  for  leukaemia  there  was  one  death.  This 
was  due  to  pulmonary  thrombosis. 

G.  H.  Jackson,  Jr.,  M.D. 


MISCELLANEOUS 

Lock  wood,  A.  L. :  Subdiaphragmatic  Abscess.  Surg., 
Gynec.  b'Obsl.,  1921,  xxxiii,  502. 

It  is  probable  that  the  first  description  of  sub- 
diaphragmatic abscess  was  published  by  Barlow  in 
1845,  but  it  was  not  until  1879  that  the  first  opera- 
tion was  recorded  by  von  V'olkmann. 

For  practical  purjxjses  Barnard's  description  of  the 
subphrenic  space  is  probably  the  most  complete. 
He  divides  the  region  on  the  under  surface  of  the 
diaphragm  into  six  areas,  four  intraperitoneal  and 
two  extraperitoneal.  The  four  intraperitoneal 
spaces  are  separated  and  defined  by  the  crusiform 
arrangement  of  the  p)eritoneal  folds  or  ligaments  of 
the  liver,  namely,  the  falciform,  the  coronary,  and 
the  right  and  left  lateral  ligaments.  The  right  extra- 
peritoneal subphrenic  space  occupies  the  uncovered 
area  between  the  layers  of  the  coronary  ligament  as 
they  are  reflected  onto  the  diaphragm,  while  the 
left  is  described  as  the  area  above  the  pole  of  the 
left  kidney  where  the  peritoneum  reflects  on  the 
diaphragm. 

The  peritoneal  cavity  is  further  divided  by  the 
transverse  colon  into  the  supracolic  and  infracolic 
portions.  The  former  is  divided  by  the  falciform 
ligament  into  a  right  and  left  portion,  and  these  arc 
again  divided  transversely  by  the  coronary  liga- 
ment and  the  right  and  left  lateral  ligaments  to 
form  four  regions,  the  right  and  left  anterior  and 
posterior  intraperitoneal  regions.  The  author  gives 
a  detailed  anatomical  description  of  these  regions, 
their  boundaries,  their  contents,  and  the  possible 
communication  an  abscess  in  any  one  region  might 
have  if  adhesions  did  not  prevent  drainage.  Because 
of  its  location  and  free  connection  with  adjacent 
fossae,  an  abscess  is  more  prone  to  develop  in  the 
right  anterior  intraperitoneal  space  than  in  any 
other  subphrenic  area.  This  space  is  the  only  true 
subphrenic  space  on  the  right  side. 

The  right  fwsterior  intrap^critoneal  space  connects 
through  the  foramen  of  Winslow  with  the  left  pos- 
terior intraperitoneal  space,  but  in  the  presence  of 
inflammation  this  opening  usually  seals  off  early. 

The  left  anterior  intraperitoneal  space  occupies 
the  so-called  dome  of  the  stomach's  chamber,  and 
an  abscess  in  this  area  is  often  spoken  of  as  peri- 
gastric or  j>erisplenic.  Adhesions  of  the  anterior 
surface  of  the  stomach  and  great  omentum  to  the 
abdominal  wall  limit  it  below  if  an  abscess  forms. 
The  boundaries  of  this  space  are  extremely  variable. 
It  is  the  true  subphrenic  space  on  the  left. 

The  left  posterior  intraperitoneal  space  is  merely 
that  contained  in  the  lesser  sac  of  the  peritoneum. 
It  is  more  descriptive  to  speak  of  an  abscess  in  this 
space  as  an  abscess  of  the  lesser  sac. 

Subphrenic  abscesses  are  due  to  many  causes,  and 
their  location  usually  depends  on  the  primary  etio- 
logical factor.  An  abscess  may  result  from  direct 
infection  or  soiling,  or  from  a  pyogenic  infection 
borne  to  the  area  from  a  focus  elsewhere.  Approxi- 
mately two-thirds  of  such  abscesses  are  the  result 
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of  soiling  from  a  viscus  within  the  abdomen,  either 
before  or  following  operation.  One-sixth  are  the 
result  of  extension  from  adjacent  abscesses,  such  as  a 
perinephritic  abscess,  and  one-sixth  are  due  to  dis- 
tant foci  of  infection.  A  high  percentage  follow  ab- 
dominal operations.  Undoubtedly  gravity  plays  an 
important  part  in  the  determination  of  the  site. 
The  author  describes  the  possibilities  in  detail.  The 
paracolic  grooves  in  the  female  permit  easier  drain- 
age into  the  pelvis  and  account  for  the  fact  that  the 
incidence  of  subphrenic  abscesses  is  lower  in  the  fe- 
male than  in  the  male.  Of  113  patients  with  sub- 
phrenic abscess  observed  in  the  Mayo  Clinic  84  were 
males  and  29  were  females. 

Subphrenic  abscesses  are  due  to  the  perforation 
of  a  hollow  viscus  within  the  abdomen,  various 
lung  and  bone  conditions,  and  distant  foci  of  infec- 
tion, such  as  carbuncles,  cellulitis,  etc.  It  is  sur- 
prising that,  with  the  suspensory  ligament  as  the 
dividing  line,  so  many  abscesses  on  the  left  side  are 
of  appendiceal  origin,  occurring  usually  in  a  gan- 
grenous, retrocaecal,  or  highly  situated  appendix. 
Only  a  few  cases  are  due  to  extension  from  the  thorax. 
The  condition  was  primary  in  the  thorax  in  only 
eighteen  of  448  cases  reported  by  Archibald. 

Perforating  ulcers  of  the  lesser  curvature  and  the 
posterior  surface  of  the  stomach  tend  to  the  forma- 
tion of  subphrenic  abscess.  Barnard  reports  seven- 
ty-six cases,  twenty-one  (27.62  per  cent)  of  which 
were  due  to  gastric  ulcers,  and  five  (6.5  per  cent)  to 
duodenal  ulcer.  Finkelstein  reported  252  cases, 
sixty-seven  (26.6  per  cent)  of  which  were  due  to 
lesions  of  the  stomach.  Of  100  cases  in  the  Mayo 
Clinic  three  were  due  to  carcinoma  of  the  stomach, 
nine  to  gastric  ulcer,  and  ten  to  duodenal  ulcer. 

Infection  is  spread  to  subphrenic  areas  by:  (i) 
direct  extension  by  gravitation  from  a  general  or 
localized  peritonitis,  (2)  direct  extension  from  the 
pelvic  cavity,  (3)  the  portal  vein,  (4)  lymphatic  ex- 
tension, and  (5)  general  infection  through  the  blood 
stream. 

The  organism  usually  found  in  subphrenic  abscess 
is  the  bacillus  coli  which  frequently  is  associated 
with  streptococci  or  various  types  of  anaerobes. 
The  content,  however,  varies  with  the  etiology. 

The  pathologic  process  is  infection,  liquefaction, 
necrosis,  and  pus,  the  reaction  forming  a  granulat- 
ing protective  tissue  barrier.  It  requires  about  two 
weeks  for  the  abscess  to  wall  off;  therefore  earlier 
transpleural  drainage  should  not  be  considered.  A 
permanent  fistula  is  rare.  Gas  is  present  in  approxi- 
mately one-third  of  the  cases.  The  abscess  may  be 
unilocular  or  multilocular. 

The  symptoms  of  subphrenic  abscess  vary  with 
the  etiology,  the  location  of  the  abscess,  the  patient's 
general  resistance,  and  the  onset  of  the  disease, 
whether  acute,  insidious,  or  insidious  with  acute 
exacerbation. 

The  most  common  symptoms  are  varying  degrees 
of  fever  and  a  corresponding  increase  in  the  pulse 
rate.  The  respiratory  rate  rarely  follows  the  tem- 
perature curve.    The'temperature  and  pulse  curves, 


especially  if  associated  with  a  chill,  are  practically 
always  diagnostic  of  inflammation  around  the  dia- 
phragmatic level.  Pain  at  the  costal  margin  is 
referred  also  to  the  back  and  shoulder  areas.  The 
leucocyte  count  varies;  occasionally  a  leucopaenia  is 
found.  Sweating  and  rigors  occur.  Often  a  short, 
catchy  diaphragmatic  cough  is  present,  and  occa- 
sionally there  is  dyspnoea.  Vomiting  and  hiccough 
occur  at  some  stage  in  50  per  cent  of  cases.  Emacia- 
tion and  loss  of  weight  are  progressive.  Inspection 
in  60  per  cent  of  cases  reveals  an  anterior,  lateral,  or 
posterior  bulging  or  mass  at  the  transcostal  plane. 
In  early  cases  abdominothoracic  movement  is 
limited  on  the  affected  side  and  the  interspaces 
directly  over  the  abscess  are  frequently  retracted. 
There  may  be  limitation  of  diaphragmatic  excursion, 
the  liver  may  be  pushed  down,  and  occasionally 
pleural  friction  sounds  are  heard.  At  times  it  is  pos- 
sible to  get  a  succussion  splash. 

Probably  the  most  valuable  aid  in  the  diagnosis 
of  subphrenic  abscess  is  the  roentgen  ray.  Even  in 
the  early  cases  the  diaphragm  may  show  a  fairly 
characteristic  irregularity.  The  differential  diagno- 
sis usually  lies  between  pleurisy  with  effusion  and 
abscess  of  the  liver,  but  perinephritic  abscess,  hyper- 
nephroma, cysts,  and  aneurism  of  the  lower  thoracic 
or  upper  abdominal  aorta  must  be  considered. 

A  detailed  description  is  given  of  the  various 
points  of  bulging  in  relation  to  the  subphrenic 
areas,  and  the  usual  type  of  pain.  The  febrile  reac- 
tion is  not  so  acute  or  the  leucocyte  count  so  high 
in  the  extraperitoneal  types.  The  effect  of  the  vari- 
ous tyf>es  of  abscess  on  the  position  of  the  liver  is 
discussed  in  detail. 

The  abscess  may  resolve  or  burst  into  the  lungs, 
pericardium,  the  stomach  (from  which  its  contents 
are  vomited),  the  colon  or  duodenum  (from  which 
its  contents  are  evacuated  in  the  stool),  or  through 
the  skin  anteriorly;  or  it  may  perforate  into  the 
retrojjeritoneal  tissue  and  burrow  extensively,  even 
reaching  the  posterior  cul-de-sac  in  the  pelvis.  In 
less  than  one-third  of  the  neglected  cases  it  either 
resolves  or  opens  sp>ontaneously.  Death  occurs 
from  toxaemia,  general  weakness,  and  inanition. 

The  prognosis,  which  must  be  guarded,  depends  on 
the  deviation  of  the  abscess,  the  etiology,  the  loca- 
tion, and  the  patient's  general  resistance.  Death 
occurs  in  between  85  and  100  per  cent  of  all  cases 
not  operated  upon.  Approximately  56  per  cent 
of  all  reported  cases  op>erated  on  or  not  have  been 
fatal,  and  from  2^  to  40  per  cent  of  those  operated 
on.  Autopsy  findings  show  beyond  a  doubt  that  in 
the  great  majority  of  fatal  cases  in  which  operation 
was  performed  drainage  was  incomplete.  Fre- 
quently a  second  abscess  was  overlooked. 

The  treatment  of  subphrenic  abscess,  when  recog- 
nized, has  been  operation,  either  by  the  transpleural 
route  or  by  abdominal  incision.  The  two  methods 
of  operation  and  possible  complications  are  dis- 
cussed in  full. 

The  patient  is  given  one  ampule  of  pantopon  and 
scopolamin  one  and  one-half  hours  before  operation, 
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and  one-half  of  an  ampule  of  pantopon  three-quar- 
ters of  an  hour  later.  Paravertebral  anaesthesia  in- 
duced with  I  per  cent  novocaine  is  used  and  the 
nerves  are  injected  two  spaces  above  and  below  the 
space  to  be  incised. 

The  technique  employed  by  the  author  for  absces- 
ses located  on  the  right  side  is  given  in  detail.  The 
incision  is  planned  for  either  the  ninth,  tenth,  or 
eleventh  inte^-costal  space;  the  skin  incision  is  i6 
to  20  cm.  long  and  directly  over  the  interspace  and 
the  area  of  bulging,  if  present;  otherwise  it  extends 
from  the  middle  or  posterior  axillary  line  forward. 
This  operation,  as  described,  can  be  done  in  two 
stages.  The  author,  however,  considers  it  safe  in 
the  majority  of  cases  to  of)en  the  diaphragm  at 
once. 

Too  frequent  changing  of  the  deep  dressing 
should  be  avoided  as  it  only  destroys  the  granulation 
tissue  and  increases  the  temf)erature.  Forced  feed- 
ing, alkalinization  (120  gr.  of  sodium  bicarbonate 
every  twenty-four  hours),  glucose,  and  fresh  air  help 
to  restore  the  patient. 

The  advantages  of  the  operation  are:  (i)  the 
avoidance  of  unnecessary  mutilation,  (2)  free  expo- 
sure, (3)  minimal  exposure  of  fresh  tissue  to  re-infec- 
tion, (4)  no  primary  or  secondary  haemorrhage  from 
the  intercostal  vessels,  and  (5)  the  avoidance  of  pro- 
longed and  painful  dressing  of  a  superficial 
granulating  surface. 

From  a  comparative  study  of  thirteen  tables  given 
the  author  draws  the  following  conclusions: 

1.  Subphrenic  abscess  is  a  grave  condition  with 
a  high  mortality.  The  convalescence  of  patients 
who  recover  is  long  and  tedious  and  accompanied 
by  serious  complications. 

2.  The  serious  sequela:  of  the  disease  arc  due  to 
the  fact  that  the  condition  is  not  recognized  sutVi- 
cicntly  early  or  is  not  dealt  with  promptly  and 
completely. 

3.  The  condition  is  secondary  to  infection  else- 
where, and  in  a  high  percentage  of  cases  follows 
upper  abdominal  infection  occurring  at  operation 
or  postoperatively. 

4.  Gravity  accounts  for  the  involvement  of  sub- 
phrenic areas  in  the  development  of  abscesses  fol- 
lowing abdominal  soiling. 

5.  Every  effort  should  be  made  to  prevent  soiling 
of  the  subphrenic  area  during  abdominal  operations,  " 
and  drainage,  particularly  of  the  upper  abdomen, 
should  be  employed  only  when  absolutely  neces- 
sary. 

6.  Subphrenic  abscess  should  be  susj)ccted  in 
all  patients  who,  following  abdominal  ojierations, 
maintain  for  no  obvious  reason  an  elevation  of 
temperature  and  pulse. 

7.  The  roentgen  rays  should  be  employed  as  an 
early  diagnostic  aid. 

8.  Needling  for  diagnosis  is  a  dangerous  practice 
and  should  be  used  only  to  rule  out  pleural  effusions. 

9.  More  deliberate  and  protracted  operations 
can  be  performed  with  minimal  risk  under  paraver- 
tebral anaesthesia  than  under  general  anaesthesia. 


10.  A  wide  exposure  of  the  abscess  area  is  neces- 
sary. 

11.  Efficient  drainage  must  be  secured. 

J.  E.  Struthers,  M.D. 

Mixter,  C.  G.:  The  Surgical  Aspects  of  Intra-Ab- 
dominal  Tuberculosis  in  Infancy  and  Child- 
hood.   Boston  M.  b'S.J.,  1921,  clxxxv,  557. 

The  various  types  of  tuberculosis  within  the 
abdomen  appear  to  be  different  stages  of  the  same 
pathologic  process. 

The  most  common  avenue  of  infection  is  the  in- 
testinal tract. 

When  practicable  in  cases  of  mesenteric  adenitis, 
excision  of  the  tuberculous  focus  and  correction 
of  the  cause  of  ileal  stasis  are  indicated.  Operation 
should  be  advised  in  any  case  of  the  ascitic  tyf>c 
when  improvement  does  not  occur  after  a  fair  trial 
of  medical  treatment.  Air  injection  may  hasten  the 
convalescence  and  show  a  lower  mortality  rate  than 
simple  laparotomy. 

In  the  plastic  type,  operation  is  of  no  value  except 
in  the  treatment  of  the  complications  of  the  disease. 

Hygienic  treatment  is  of  paramount  importance. 
Surgery  should  be  used  only  as  an  adjunct  and  never 
to  supplant  it.  H.  .\.  McKnight.  M.D. 

Masson,  J.  C,  and  Ilorgan,  E.  J.:  Retroperitoneal 
Lipomata:  Report  of  Twelve  Cases.  Surg. 
Clin.  S.  Am.,  1921,  i,  145 1. 

The  twelve  cases  of  retroperitoneal  lipoma  re- 
{X)rted  in  this  article  were  operated  on  with  removal 
of  the  tumor  at  the  Mayo  Clinic. 

In  a  review  of  the  literature  it  was  found  that 
most  cases  of  retroperitoneal  tumors  are  diagnosed 
only  at  operation.  Even  then,  some  of  the  growths 
have  been  thought  malignant  and  inoperable.  In 
most  cases,  however,  they  were  removed  when 
recognized.  • 

The  most  striking  fact  regarding  a  retroperitoneal 
lijKjma  is  the  absence  of  symptoms  due  to  it.  In 
only  four  of  the  twelve  cases  in  which  the  growth 
was  degenerating  were  there  acute  symptoms  with 
fever,  making  operation  im|x?rative.  In  the  re- 
mainder the  presence  of  the  tumor,  which  was 
variously  diagnosed  as  of  renal  origin,  an  ovarian 
cyst,  etc.,  was  the  main  indication  for  interference. 
Pain  was  severe  in  only  one  case  and  in  this  instance 
degeneration  had  occurred.  Three  patients  had 
ascites,  but  none  showed  signs  of  obstruction.  The 
loss  of  weight  and  strength  was  not  of  great  signif- 
icance. 

The  ages  of  the  patients  ranged  from  40  to  72 
years,  the  average  being  55.  There  were  five  males 
and  seven  females.  The  average  duration  of  symp- 
toms was  three  years. 

The  tumor  is  usually  ovoid  and  movable,  with  a 
multiglobular  surface  and  a  doughy  consistency. 
Its  position  varies  with  its  origin,  but  its  source  is 
usually  the  f)erirenal  fat.  It  may,  however,  develop 
from  any  retroperitoneal  fat,  and  in  some  instances 
may  be  palpable  through  the  vagina  or  rectum. 
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The  percentage  of  error  in  the  diagnosis  has  always 
been  high,  even  though  such  tumors  have  been 
known  for  many  years. 

The  earliest  case  in  which  operation  was  reported 
was  that  of  Lizars  in  1824.  Lizars  had  expected  to 
find  an  ovarian  tumor. 

In  the  differential  diagnosis  it  should  be  borne  in 
mind  that  ovarian  tumors  are  usually  more  tense 
and  have  not  the  doughy  consistency  of  the  lipoma. 
Pregnancy  should  be  excluded  by  the  history,  and 
renal  tumors  by  cystoscopic  methods.  The  spleen 
is  usually  more  firm  and  has  a  notch  in  its  free 
border,  but  may  be  easily  confused  with  a  lipoma. 
In  the  majority  of  cases  seen  at  the  Mayo  Clinic 
the  true  nature  of  the  tumor  was  learned  only  at 
operation. 

Fibromyomata  and  sarcomata  are  seen  in  the 
same  situations.  The  former  type  of  tumor  is  firm. 
Emaciation  produced  by  a  sarcoma  of  like  size 
would  be  very  evident.  Lipomata  may  undergo 
sarcomatous  change. 

The  cause  of  lipomata  is  not  known.  It  was 
noted,  however,  that  in  two  of  these  cases  the  tumor 


developed  in  the  perirenal  fat  after  operations  on 
the  kidney. 

Operation  for  removal  of  the  growth  may  be  very 
difficult  if  the  tumor  has  displaced  important  vessels 
at  the  root  of  the  mesentery,  at  the  hilus  of  the 
kidney,  or  above  the  spine,  and  especially  if  degen- 
eration has  taken  place. 

The  important  consideration  in  choosing  the  inci- 
sion is  the  attachment  of  the  tumor  and  its  relation 
to  the  blood  supply.  In  cases  of  large  growths  a 
midline  incision  is  indicated  and  an  attempt  should 
be  made  to  remove  the  entire  mass  as  recurrences 
are  common.  One  patient  was  operated  on  four 
times  and  another  twice.  Postoperative  obstruc- 
tion, which  is  the  sequel  most  to  be  feared,  did  not 
occur  in  the  cases  reviewed.  There  were  two  deaths, 
one  due  to  abscess  formation  in  the  tumor  prior  to 
the  operation  and  the  other  due  to  haemorrhage  from 
adhesions  separated  at  operation. 

The  authors  give  a  description  of  the  histology, 
the  clinical  diagnosis,  and  the  attachments,  loca- 
tion, and  weight  of  the  tumor  in  the  cases  reported. 

J.  W.Ross,  M.D. 
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DISEASES  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Floercken,  H. :  Generalized  Cystic  Fibrous  Osteitis 
(von  Recklinghausen)  with  Particular  Refer- 
ence to  Its  Surgical  Aspects  (Ein  Beitrag  zur 
Ostitis  fibrosa  cystica  generalisata  (v.  Reckling- 
hausen) mit  besonderer  Beruecksichtigung  des 
chirurgisch-therapeutischen  Verhaltens).  Med. 
Klin.,  1921,  xvii,  1171. 

The  patient  was  a  married  woman,  42  years  of 
age,  who  had  had  no  serious  illnesses  except  influenza 
of  medium  severity  in  19 18.  Her  Wassermann  test 
was  negative.  Examination  showed  an  aneurism 
of  the  aorta  with  pulsation  in  the  jugular  vein.  In 
October,  1919,  a  tender  oval  swelling  8  cm.  long 
and  5  cm.  wide  made  its  appearance  in  the  middle 
of  the  right  tibia.  Swelling  and  tenderness  developed 
also  in  the  trochanter  major  on  the  right  side  and 
the  middle  of  the  right  radius.  The  X-ray  at  that 
time  revealed  large,  thin-walled  cysts  on  the  right 
trochanter  and  the  right  tibia,  and  small  cysts  in 
the  right  radius  and  right  ulna. 

The  cyst  in  the  tibia  was  opened,  the  entire  cyst 
wall  removed  with  the  exception  of  a  narrow  poste- 
rior ring,  and  a  piece  of  the  fibula  of  the  other  side 
implanted  in  the  defect.  The  wound  healed  nor- 
mally. A  short  time  afterward  a  spontaneous  frac- 
ture accompanied  by  extremely  severe  pain  occurred 
in  the  region  of  the  right  trochanter.  After  treat- 
ment for  a  considerable  period  the  patient  was  dis- 
charged with  a  sheath  splint. 

She  then  progressed  fairly  well  until  May,  1921, 
when,  on  raising  herself  in  bed,  she  experienced  a 
sudden,  severe  pain  in  the  left  shoulder.  Examina- 
tion showed  a  fracture  of  the  arm  at  the  surgical 


neck.  The  arm  was  put  in  splints,  but  the  pain  did 
not  cease.  Operation  at  the  site  of  the  trouble  a 
few  days  later  exposed  a  cyst.  This  was  drained, 
the  cavity  was  curetted,  and  a  thin  strip  from  the 
tibia,  with  its  periosteal  covering,  was  riveted  into 
the  fracture.  Since  this  operation  the  patient  has 
been  free  from  pain.  In  three  weeks  union  was  solid, 
and  in  four  weeks  the  arm  had  full  function. 

In  the  middle  of  June,  1921,  pain  was  felt  in  the 
left  thigh.  The  roentgen  picture  revealed  an  exten- 
sive, irregular  cyst  formation  from  the  trochanter 
downward.  Following  the  application  of  extension 
apparatus  the  pain  soon  ceased. 

Floercken  raises  the  question  whether  surgical 
treatment  is  justified  in  a  generalized  osteitis  fibrosa 
cystica,  and  if  so,  what  should  be  done.  He  is  in- 
clined to  the  opinion  that  as  a  rule  surgical  treat- 
ment is  not  indicated  and  that  only  unbearable  pain 
should  lead  us  to  open  the  cysts  and  relieve  the 
internal  pressure.  If  at  the  same  time  there  is  a 
fracture  at  a  place  of  importance,  riveting  is  to  be 
recommended.  For  this,  a  strip  from  the  tibia  is 
sufficient.  Transplantation  of  the  fibula  with  its 
periosteum  is  not  justified.  Neither  should  resection 
with  subsequent  transplantation  be  done. 

Creite  (Z). 

Steinsleger,  M.:    Congenital  Talipes  of  the  Hand 

(Mano  hot  congenita).    Rev.  med.  d.  Rosario,  192 1, 
xi,  219. 

The  patient  was  a  child  8  days  old  which  had 
bilateral  shortening  of  the  forearm,  absence  of  the 
thumb,  and  lateral  deviation  of  the  hand.  The 
child's  father  showed  the  same  deformity.  There 
was  no  familial  history  of  syphilis. 
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The  anomalies  are  clearly  seen  in  radiographs 
which  accompany  the  article.  Those  of  the  father 
show,  in  addition,  several  minor  skeletal  irregular- 
ities in  the  elbow  and  carpals. 

The  condition  described  is  rare.  In  800  cases  of 
congenital  malformations  of  the  hands  recorded  in 
the  Centenario  Hospital  there  were  only  three  of 
club-hand,  including  the  case  here  reported.  The 
bilateral  type  is  extremely  rare.  The  generally 
accepted  theory  as  to  the  etiology  of  the  condition 
is  that  of  Dareste  which  attributes  it  to  amniotic 
bands.  Such  strictures  produce  pressure  on  the 
extremities  of  the  embryo  which  in  certain  cases 
causes  the  disappearance  of  parts  of  the  skeleton  of 
the  limb. 

Congenital  cases  are  exceptional.  In  the  author's 
case  and  in  cases  reported  by  Bouvier  and  Roberts, 
however,  heredity  as  an  influence  was  clearly  evi- 
dent. W.  A.  Bren'nan. 

Calv£,  J.:  Osteochondritis  of  the  Upper  Extremity 
of  the  Femur.  J .  Orthop.  Surg.,  192 1,  iii,  489. 

Because  of  the  dispute  regarding  the  etiology  of 
this  affection  and  its  obscure  pathogenesis,  its 
clinical  manifestations  are  p>oorly  defined  and  its 
evolution  is  almost  entirely  unknown.  Most  of  the 
observations  published  are  incomplete  and  show 
only  one  phase  of  the  affection.  This  lack  of  infor- 
mation is  due  .to  the  fact  that  osteochondritis  is  a 
rare  condition  and  is  found  particularly  among 
hospital  patients,  who  are  easily  lost  sight  of.  The 
author  reports  two  cases  which  in  his  opinion  illus- 
trate all  the  other  rare  cases  scattered  throughout 
medical  literature. 

The  first  case  was  that  of  a  child  .3>^  years  old 
who,  in  September,  1915,  during  the  course  of  an 
attack  of  chicken  p)ox,  suffered  slightly  with  pain 
in  the  right  hip.  X-ray  plates  showed  the  hip  to  be 
normal.  Except  for  an  occasional  slight  defect  in 
walking,  there  was  nothing  to  draw  attention  to  the 
right  hip  until  the  end  of  1916,  when  the  child  began 
to  limp  and  complain  of  pain  in  the  knee.  Examina- 
tion showed  limitation  of  motion  of  the  hip  and  a 
diagnosis  of  coxalgia  was  made.  An  X-ray  exam- 
ination revealed  lesions  characteristic  of  osteochon- 
dritis. The  femoral  head  was  in  place  but  the  clear 
articular  space  enlarged.  The  epiphyseal  nucleus 
was  changed  in  substance  and  was  flattened  and 
fragmented.  Calve  saw  the  child  for  the  first  time 
in  1918,  at  which  time  the  X-ray  showed  that  the 
epiphyseal  nucleus  had  increased  in  volume  and 
formed  a  single,  round,  cup-shaped  mass.  Two  and 
a  half  years  later  another  X-ray  examination  showed 
the  epiphyseal  nucleus  to  be  still  larger  and  more 
regular  in  form,  tending  to  approach  the  normal. 
Since  1918  the  child  has  walked  without  fatigue  and 
has  led  a  normal  life. 

From  these  observations  the  author  draws  the 
following  conclusions:  (i)  osteochondritis  is  not  a 
congenital  affection;  (2)  the  phase  of  the  invasion 
of  the  epiphyseal  nucleus  is  latent  from  the  clinical 
standpoint;   (3)  the  clinical  phase  corresponding  to 


the  period  when  the  child  first  begins  to  complain 
of  pain  is  considerably  later  than  the  true  beginning 
of  the  trouble;  (4)  corresjxinding  to  the  beginning 
of  the  clinical  phase  there  is  a  radiographic  picture 
showing  an  established  and  characteristic  lesion; 
(5)  the  regeneration  of  the  osseous  epiphyseal 
nucleus  occurs  progressively  as  the  osseous  frag- 
ments increase  in  volume,  approach  each  other, 
re-unite  one  by  one,  and  finally  form  a  single 
mass. 

In  the  second  case  the  interest  lay  chiefly  in  the 
examination  of  the  different  radiographs  from  year 
to  year.  At  first  there  was  entire  absence  of  the 
epiphyseal  osseous  nucleus.  Gradually  it  regenerated 
itself,  at  first  fragmentarily.  The  important  fact  of 
this  observation  is  that  although  the  destruction  of 
the  epiphyseal  osseous  nucleus  may  be  total, 
regeneration  takes  place  and  finally  results  in  a 
voluminous  epiphyseal  nucleus. 

These  two  observations  show  osteochondritis  in 
a  new  light  as  a  cyclic  disease  which  begins  in  the 
first  years  of  life  and  leaves  after  it  an  acquired 
malformation,  a  deformed  articulation.  The  clinical 
signs,  such  as  pain,  do  not  show  themselves  during 
the  inflammatory  period  of  the  affection,  but  appear 
only  when  the  femoral  head  has  become  deformed 
in  the  course  of  regeneration.  The  femoral  head, 
flattened  and  enlarged,  is  too  large  for  the  acetabular 
cavity  and  the  pain  is  due  to  this  fault  of  adapta- 
tion. 

As  opf)osed  to  the  generally  accepted  theory  that 
osteochondritis  is  an  inflammatory  condition,  the 
author  states  that  he  believes  it  due  to  an  acquired 
malformation.  Under  the  influence  of  infection  or 
traumatism,  the  femoral  epiphysis  is  partially  or 
totally  destroyed.  The  osseous  nucleus  then  begins 
to  form  in  an  irregular  and  atypical  fashion,  result- 
ing in  a  more  or  less  accentuated  deformity  of  the 
cartilaginous  epiphysis.  The  enlargement  and  flat- 
tening characteristic  of  the  affection  develops  under 
the  action  of  the  body-weight. 

Calv6  believes  the  term  "osteochondritis"  is  in- 
correct. He  prefers  the  term  "coxa  plana"  proposed 
by  Waldenstorm.  This  term  is  short  and  makes 
clear  the  fact  that  the  condition  is  an  acquired 
articular  malformation  characterized  by  flattening 
of  the  upper  femoral  epiphysis. 

Lionel  D.  Prince.  M.D. 

FRACTURES  AND  DISLOCATIONS 

Hartwell,  J.  A.:  The  Suspension  Traction  Treat- 
ment of  Fractures  of  the  Lon^  Bones  Near 
Large  Joints.    Arch.  Surg.,  1921,  iii,  595. 

Suspension  traction  affords  the  best  means  of 
treating  fractures  of  the  long  bones  near  large  joints. 
It  lends  itself  best  also  to  the  proper  alignment  of 
the  distal  fragments  with  the  proximal  fragment. 
In  every  fracture  of  a  long  bone  two  elements  enter 
into  the  resulting  deformity:  either  the  proximal 
fragment  is  drawn  from  the  planes  of  anatomical 
rest,  while  the  distal  fragment  assumes  this  posi- 
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tion,  or  the  distal  fragment  is  drawn  out  of  the 
proximal  planes  of  the  normally  placed  proximal 
fragment.  Occasionally  the  two  elements  are  com- 
bined. The  surgeon  has  better  control  over  the 
distal  fragment.  Therefore  traction  suspension 
aims  to  place  the  distal  fragment  so  that  it  will  be 
in  proper  relation  to  the  proximal  fragment.  The 
author  states  that  only  exceptionally  are  frac- 
tures in  the  middle  third  of  long  bones  treated  un- 
successfully with  the  traction  suspension  method. 

Every  fracture  is  an  emergenc}'.  In  fractures  of  the 
femur,  ice  tongs  are  used  with  suspension.  The  im- 
mediate application  of  enough  weight  to  overcome 
the  shortening  is  very  important.  Too  little  pull 
results  in  fixation  of  the  injured  muscles  in  a  short- 
ened condition.  In  humeral  fractures  traction  is 
obtained  by  means  of  adhesive  or  the  Henniquen 
band  around  the  flexed  elbow.  From  5  to  8  lbs.  is 
sufficient. 

Perfect  anatomical  repair  of  a  bone  with  a 
crippled  joint  is  more  disturbing  to  the  patient  than 
poor  position  of  the  fragments  and  a  joint  that  func- 
tions well. 

In  fracture  of  the  femur  below  the  tuberosities 
the  upper  fragment  usually  assumes  a  position  of 
external  rotation  and  abduction.  However,  the 
fracturing  violence  may  cause  an  unusual  position  of 
the  fragments.  In  determining  the  position  of  frag- 
ments dependence  must  be  placed  upon  the  roentgen 
ray.  The  author  here  cites  a  case  of  fracture  of  the 
femur  3  in.  below  the  trochanters  in  which  the  upper 
end  of  the  lower  fragment  was  displaced  inward  and 
slightly  forward  but  the  upper  fragment  was  also 
adducted  and  in  normal  rotation.  An  attempt  to 
place  such  a  fracture  in  proper  alignment  by  abduc- 
tion of  the  leg  was  unsuccessful. 

Fractures  about  the  shoulder  joint  show  many 
similarities  to  those  occurring  in  the  upper  end  of 
the  femur.  In  such  injuries  range  of  motion  is  all- 
important.  Therefore  in  the  treatment  union  must 
be  obtained  with  the  fragments  so  placed  as  to  pre- 
clude joint  obstruction. 

The  usual  deformity  resulting  from  a  fracture 
through  the  surgical  neck  of  the  humerus  is  abduc- 
tion and  external  rotation  of  the  upper  fragments. 
At  times,  however,  as  when  the  greater  tuberosity 
is  torn  off,  no  means  is  at  hand  to  influence  the  upper 
fragment.  The  humeral  shaft  can  be  so  placed  in 
proper  abduction  that  the  fragments  are  well 
aligned.  Traction  suspension  treatment  is  ideal 
for  such  fractures. 

Fractures  of  the  femur  near  and  involving  the 
condyles  are  difficult.  The  typical  supracondylar 
fracture  with  the  lower  fragment  drawn  directly 
backward  can  be  easily  drawn  into  proper  align- 
ment by  placing  the  tongs  sufficiently  far  back  and 
high  enough  to  draw  the  fragment  forward. 

The  badly  comminuted  and  displaced  fractures 
involving  the  femoral  condyles  and  the  knee  joint 
present  unusual  difficulties.  As  a  rule  moderate 
traction  alone  is  needed.  Here  the  author  finds  of 
value  the  use  of  the  Steinmann  pin  through  the 


tibial  head.  After  five  weeks  of  such  treatment  the 
movable  leg  attachment  to  the  splint  is  employed 
and  active  motion  of  the  knee  is  begun. 

The  traction  suspension  treatment  is  used  in  badly 
comminuted  or  long  spiral  fractures  of  the  tibia  and 
fibula  near  the  ankle  joint.  The  tongs  may  be 
placed  either  in  the  malleoli  or  the  os  calcis. 

The  author  concludes  with  the  statement  that  the 
traction  susj>ension  method  should  be  the  standard 
in  hospitals  where  any  considerable  number  of 
fractures  are  treated.  John  Mitchell,  M.D. 

Dubs,  J.:  Bilateral  Symmetrical  Luxation  of  the 
Clavicle  in  the  Stemoclayicuiar  Articulation. 
Bilateral  Fracture  of  the  Clavicle  (Doppelseitige . 
symmetrische  Luxation  der  Schleusselbeine  im 
Sternoclaviculargelenk.  Doppelseitige  Schleussel- 
beinbruch).    Schweiz.  med.  Wchnschr.,  1921,  li,  871. 

The  author's  case  of  congenital  bilateral  anterior 
luxation  of  the  sternal  end  of  the  clavicle  is  only  the 
third  which  has  been  reported.  The  cause  of  the 
luxation,  which  develops  gradually  on  a  congenital 
basis,  is  entirely  unknown.  The  condition  has  been 
observed  only  in  youth;  it  is  apparently  under  the 
influence  of  a  chronically  operating  trauma  which, 
with  a  congenitally  stretched  but  abnormally  re- 
laxed capsular  ligament,  leads  first  to  an  incomplete 
and  then  to  a  complete  unilateral  or  bilateral  luxa- 
tion. 

Most  therapeutic  measures  heretofore  tried  have 
not  prevented  a  relapse.  A  definite  cure  has  been 
effected  only  by  Koenig's  method — suture  of  the 
torn  ligament  and  covering  of  the  joint  with  a  smooth 
osteoperiosteal  flap  reaching  from  the  sternum  to 
the  clavicle — and  Meyer's  method — suture  of  the 
sternal  and  clavicular  part  of  the  pectoralis  major 
muscle  with  its  fascia  to  the  sternal  and  clavicular 
aponeurotic  insertion  of  the  sternocleidomastoid 
muscle. 

Dubs  reports  also  a  rare  case  of  fracture  of  both 
clavicles.  Glaessner  (Z). 

SURGERY  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Goerres,  H. :  A  Case  of  Painful  Crepitation  of  the 
Scapula  Cured  by  Operation  (Ein  Fall  schmerz- 
hafter  Scapularkrachen  durch  Operation  geheilt). 
Deutsche  med.  Wchnschr.,  1921,  xlvii,  897. 

The  case  rej)orted  was  that  of  a  patient  20  years 
of  age  who  had  had  pain  under  the  right  scapula 
for  five  years.  When  the  arm  was  raised  posteriorly 
to  the  horizontal  p)osition  so  that  the  scapula 
approached  the  vertebral  column  a  loud  cracking 
sound  was  heard. 

Conservative  treatment  brought  no  relief.  An 
incision  was  therefore  made  along  the  inner  margin 
of  the  scapula  and  the  muscles  separated.  At  the 
level  of  the  fourth  and  fifth  ribs  the  serratus 
f)osticus  muscle  was  found  to  have  undergone  callous 
degeneration.  Removal  of  the  callus  revealed  angular 
flexion  of  the  fourth  and  fifth  ribs  at  this  point  and 
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a  sharp-pointed  exostosis  the  size  of  a  pin-head  at 
the  vertex  of  the  flexioa.  Extirpation  of  the  callus, 
removal  of  the  exostosis,  and  leveling  of  the  emin- 
ence on  the  two  ribs  resulted  in  a  complete  cure. 

JUENGLING  (Z). 

Mayer,  L.:  The  Physiological  Method  of  Tendon 
Transplantation.  Surg.,  Gyncr.  &•  Obst.,  iq2i, 
xxxiii,  528. 

The  authoo"  shows  that  the  gliding  mechanism  of 
the  tendon  is  of  the  utmost  physiological  imf>ortance 
and  its  conservation  is  the  first  requisite  in  all  ten- 
don operations.  Research  has  proved  that  the  in- 
troduction of  foreign  bodies  of  any  kind,  such  as 
vaseline  and  bismuth  paste,  favors  rather  than  pre- 
vents adhesions.  The  preservation  of  the  normal 
relationship  between  the  tendon  and  its  sheath  pre- 
serves the  normal  gliding  function  of  the  tendon. 

The  tissue  essential  for  tendon  motion  is  the 
"paratenon,"  a  loose,  fatty  meshwork  rich  in  elastic 
fibers  which  surrounds  the  tendon  on  all  sides.  The 
tendon  sheath  is  a  closed  sack  containing  fluid  inter- 
posed between  the  tendon  and  the  restraining  fascial 
band  or  bone  wherever  the  tendon  changes  its  direc- 
tion. This  sheath  is  not  present  where  the  tendon 
runs  a  straight  course. 

The  tension  of  a  tendon  varies  directly  with  the 
strength  of  the  muscle  and  the  degree  of  contraction, 
but  under  anaesthesia  when  the  origin  of  the  muscle 
and  the  insertion  of  the  tendon  are  brought  as  near 
together  as  possible  the  tension  of  all  muscles  is 
zero. 

In  tendon  operations  there  must  be  absolute 
asepsis,  and  haemorrhage  and  trauma  must  be 
reduced  to  the  minimum.  Whenever  possible,  the 
normal  relationship  between  the  tendon  and  sheath 
must  be  restored.  The  course  of  the  tendon  from 
its  original  site  to  that  of  the  paralyzed  tendon  must 
run  through  tissue  adapted  to  the  gliding  of  the 
tendon.  The  normal  insertion  of  the  tendon  must 
be  imitated  whenever  possible  by  implanting  the 
tendon  directly  into  the  bone  or  cartilage,  preferably 
at  the  insertion  of  the  paralyzed  tendon.  The  nor- 
mal tension  and  physiological  length  must  be  main- 
tained. The  line  of  traction  of  the  transplanted 
tendon  must  be  such  as  to  enable  it  effectively  to  do 
the  work  of  the  paralyzed  tendon. 

The  operations  described  are  divided  into  four 
groups:  (i)  tendon  transplantations  or  the  trans- 
ference of  the  tendon  insertion:  (2)  true  or  "free" 
transplanting  or  grafting  of  a  portion  of  tendon  to 
fill  in  a  gap  between  the  retracted  ends  of  a  divided 
tendon;  (3)  tendolysis  to  free  a  tendon  from  adhe- 
sions and  prevent  their  re-formation;  (4)  tendon 
suture  for  the  repair  of  traumatic  division  of  a  ten- 
don. 

The  ftuthor  describes  in  detail  the  technique  of 
tendon  transfers  for  paralytic  flat-foot,  paralytic 
club-foot,  paralytic  cavus.  paralysis  of  the  extensors 
of  the  knee,  and  inoperable  musculospiral  paralysis, 
transference  of  the  flexor  sublimis  tendon  to  replace 
the  divided  flexor  tendons  of  an  adjacent  finger,  and 


transference  of  the  extensor  communis  digitorum 
tendon  of  the  index  finger  to  replace  the  divided 
extensor  tendon  of  the  thumb,  middle,  ring,  or  little 
finger. 

For  free  transplants,  the  palmaris  longus  or  a  por- 
tion of  the  flexor  carpi  radialis  is  used  in  operations 
on  the  hand,  and  the  f>eroneus  longus  in  of>erations 
on  the  foot.  Atraumatic  technique  is  particularly 
necessary  in  these  grafting  op>erations. 

In  tendolysis  for  adhesions  of  a  tendon  when  its 
continuity  is  preserved  the  adhesions  are  separated 
and  a  transplant  of  fascia  from  the  forearm  is  used 
to  prevent  recurrence  of  adhesions.  To  maintain 
the  gliding  function  the  gliding  surface  of  the  fascia 
is  turned  outward. 

In  the  after-treatment  prof)er  exercise  must  be 
given  at  the  prof)er  time.  In  cases  of  foot  trans- 
plants immobilization  should  not  exceed  three 
weeks,  and  in  cases  of  finger  transplants  should  not 
exceed  two  weeks.  Immobilization  should  relax 
all  tension  on  the  structures  operated  on. 

After  the  preliminary  immobilization,  active  mo- 
tion of  the  muscles  should  be  begun.  Passive 
motion  and  massage  are  of  less  importance.  It  is 
therefore  unwise  to  operate  on  children  who  are 
too  young  to  co-operate. 

Adhesions  form  very  rapidly  after  transplantation 
in  the  fingers.  Hot  water  baths  and  small  celluloid 
splints  are  useful. 

The  prognosis  depends  upon  the  type  of  operation. 
Transplantation  of  the  peroneus  longus  or  tibialis 
anticus  from  one  side  to  the  other  has  an  excellent 
prognosis.  Knee  operations  have  not  given  as  good 
results  as  foot  operations,  and  hand  operations  are 
still  less  certain  procedures  because  of  the  fact  that 
the  transplanted  tendon  is  attached  to  tendon  instead 
of  bone.  Tendolysis  gives  from  50  to  75  p>er  cent 
normal  motion.  The  success  of  the  operation  de- 
pends in  great  part  up)on  the  zeal  and  co-operation 
of  the  patient.  Daniel  H.  Levinthal,  M.I). 

Henderson,  M.  S.:  Restoration  of  the  Triceps 
Tendon  by  Transplantation  of  the  Peroneus 
Longus.   J.  Am.  M.  Ass.,  1921,  Ixxvii,  1572. 

The  author  reports  two  cases  of  free  transplant- 
ation of  the  peroneus  longus  tendon  to  restore  the 
triceps  tendon.  The  peroneus  longus  is  excellent  for 
this  purpose  as  a  long  piece  of  considerable  strength 
may  be  obtained  without  disabling  the  foot. 

In  one  case  a  suppurative  process  had  destroyed 
the  continuity  of  the  triceps  tendon.  The  other 
patient  had  suffered  from  a  fracture  of  the  olecranon 
process  in  which  the  proximal  fragment  had  become 
adherent  to  the  articular  surface  of  the  humerus. 
A  gap  in  the  triceps  tendon  was  left  by  the  removal 
of  this  fragment.  The  transplanted  tendon  was 
fixed  proximally  to  the  triceps  tendon,  interlaced, 
and  firmly  sutured.  The  distal  end  was  divided, 
looped  through  a  drill  hole  in  the  ulna,  and  sutured 
under  tension  with  the  arm  extended.  The  results 
were  satisfactory  in  both  cases. 

J.  I.  MrrcHEtL,  M.D. 
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Sudhoff ,  W. :  Anatomical  and  Histological  Exami- 
nation of  a  Case  of  Mobilization  of  the  Elbow 
Joint  by  Open  Operation  (Anatomisch-histol- 
ogische  Untersuchung  eines  Falles  von  blutig 
mobilisiertem  EUbogengelenk).  Beilr.  z.  hlin. 
Chir.,  192 1,  cxxiii,  655. 

This  article  is  a  detailed  description  of  the  ana- 
tomical and  histological  findings  in  an  elbow  which 
had  been  mobilized  by  Payr  two  years  previously. 
There  had  been  complete  and  partly  bony  ankylosis. 
A  flap  of  fat  and  fascia  from  the  thigh  had  been  in- 
troduced. Function  was  perfect:  active  flexion  to  45 
degrees,  active  extension  to  165  degrees.  The  pa- 
tient died  from  influenza. 

The  articular  space  was  clearly  recognizable.  The 
microscopic  examination  showed  that  the  new  cap- 
sular ligament  had  been  formed  from  the  peri- 
articular tissue.  Histologically,  the  sharp  demarca- 
tion between  the  synovial  membrane  and  the  fibrous 
capsule  was  missing.  On  the  articular  surface  was  a 
tough,  glistening,  whitish  laj'er  consisting  structur- 
ally of  fibrous  connective  tissue  which  was  hyaline 
in  places  and  rich  in  cells  but  poorly  vascularized; 
here  were  found  cells  which  Schmerz  has  described 
as  polyvalent  formative  cells. 

In  many  areas  the  histological  picture  suggested 
cartilage  regeneration.  The  formation  of  cartilage 
appeared  to  have  had  its  origin  sometimes  in  the 
marrow  callus  and  sometimes  in  the  periosteum. 
It  is  possible  also  that  it  arose  from  cartilage  tissue 
left  behind.  The  variation  in  the  pictures  presented 
in  diS^erent  areas  seemed  to  indicate  that  the  process 
of  joint  formation  was  not  complete  even  after  two 
years.  Juengling  (Z). 

Jones,  R.:  Tendon  Transplantation  in  Cases  of 
Musculospiral  Injuries  Not  Amenable  to  Su- 
ture.   Am.  J .  Surg.,  1921,  x.xxv,  ^,2,2,. 

The  war  taught  us  that  in  cases  of  irreparable 
injury  to  the  musculospiral  and  posterior  interos- 
seous nerves  tendon  transplantation  is  a  most  suc- 
cessful operation.  Failure  to  obtain  a  perfect  func- 
tional result  was  due  to  faulty  technique  or  inade- 
quate after-care.  The  operation  should  be  performed 
only  in  cases  in  which  the  damage  to  the  nerve  or  the 
muscles  supplied  by  it  is  beyond  repair. 

The  author  allows  twelve  months  to  elapse  after 
suture  of  the  nerve  before  he  considers  muscle 
transplantation.  In  the  treatment  of  paralysis  due 
to  a  lesion  of  the  musculospiral  nerve  tendon  trans- 
plantation is  always  to  be  preferred  to  any  operation 
of  neuroplasty  or  nerve  transplantation. 

The  object  of  tendon  transplantation  is  to  improve 
and  restore  muscle  balance.  Unless  this  is  accom- 
plished the  of)eration  is  a  failure.  The  transplanted 
tendon  should  be  kept  in  relaxation;  it  should  form 
a  straight  line  from  its  origin  to  its  insertion;  it 
should  be  securely  fixed  in  its  new  insertion;  and  it 
should  not  be  expected  to  correct  deformity  or  move 
a  stiff  joint. 

Physiotherapeutic  measures  should  be  employed  in 
order  to  insure  mobilization  of  the  fixed  joint.   Under 


excessive  tension,  muscles  become  atrophied,  while 
a  tendon  too  slack  delays  restoration  of  function. 

In  injury  of  the  musculospiral  nerve  above  the 
origin  of  the  posterior  interosseous,  the  flexor  carpi 
radialis  should  be  inserted  into  the  three  extensors 
of  the  thumb  and  the  extensor  of  the  index  finger. 
The  three  remaining  finger  extensors  should  receive 
the  flexor  carpi  ulnaris. 

Stiles  has  modified  the  operation  by  inserting  the 
palmaris  longus  into  the  extensor  secimdi  internodii 
pollicis  and  the  flexor  carpi  radialis  into  the  extensor 
primi  internodii  pollicis  and  the  long  abductor.  The 
flexor  carpi  ulnaris  he  attaches  to  each  of  the  exten- 
sor tendons. 

The  dissection  should  be  clean  and  the  tendons 
handled  gently.  The  hand  and  fingers  should  be 
kept  fully  extended  when  the  flexors  are  brought 
to  the  dorsum.  The  thumb  should  be  extended  and 
abducted.  After  operation  the  hand  shovdd  be 
placed  in  a  dorsiflexion  spUnt  with  the  wrist  almost 
at  right  angles.  The  metacarpophalangeal  joints 
should  be  slightly  flexed  to  prevent  stiffness.  The 
hand  should  be  kept  in  the  spUnt  continuously  for 
two  weeks,  the  splint  then  being  removed  daily  for 
massage  without  changing  the  position  of  the  hand. 

This  position  of  dorsiflexion  should  be  maintained 
without  interruption  until  the  return  of  voluntary 
power.  When  dorsiflexion  can  be  performed  volun- 
tarily with  the  fingers  and  the  thumb  extended  the 
splint  may  be  discarded.  Stiffness  will  not  occur  if 
the  fingers  are  kept  slightly  bent.  Recovery  is 
usually  complete  in  from  eight  to  ten  weeks. 

John  Mitchell,  M.D. 

Lowenstein,  K.:  The  Physiological  Functional 
Substitution  of  the  Paralytic  Quadriceps 
Femoris  Muscle  (Ueber  den  physiologischen  Er- 
satz der  Function  des  paralytischen  Quadriceps 
femoris).  Muenchen.  med.  Wchnschr.,  192 1,  Ixviii, 
1235. 

In  from  three-quarters  to  four-fifths  of  all  cases 
of  paralysis  of  the  lower  extremities  in  children  fol- 
lowing poliomyelitis  the  quadriceps  femoris  muscle 
is  involved.  If  compensation  of  the  paralysis  cannot 
be  obtained  by  skillful  balancing  of  the  body  weight, 
the  continual  danger  of  green-stick  fracture  is  to  be 
met  by  a  plastic  operation  substituting  for  the 
quadriceps  the  flexors,  biceps,  and  sartorius,  or  tensor 
fasciae  latae.  The  tensor  fasciae  latae  muscle  does  not 
possess  ver>'  much  strength  for  extending  the  leg 
since,  by  reason  of  its  origin  and  insertion,  its  extend- 
ing force  is  less  when  the  limb  is  flexed  at  the  hip 
than  when  it  is  extended.  Spitzy,  however,  achieved 
a  good  result  in  six  recent  cases  with  a  quadriceps 
extensor  plastic  operation.  The  fact  that  extension 
of  the  knee  joint  can  be  obtained  even  in  complete 
transverse  fracture  of  the  patella  is  due  to  the  "later- 
al reserve  extension  apparatus";  of  especial  imf)or- 
tance  in  this  are  the  tractus  iliotibialis  with  its  radia- 
tions to  the  periosteum  of  the  head  of  the  fibula,  to 
the  fascia  cruris,  and  to  the  periosteum  of  the  tibia, 
the  tensor  fasciae  latae  and  the  gluteus  maximus. 
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The  author  reports  the  case  of  a  50-year-old 
patient  with  paralysis  following  f>oliomyelitis  which 
involved  the  entire  right  lower  extremity  with  excep- 
tion of  the  adductors,  the  biceps,  and  small  portions 
of  the  tibialis  muscle.  There  appeared  in  the  left 
lower  extremity  in  the  course  of  years  a  progressive 
flaccid  paralysis  of  the  tibialis  anticus  and  the  quad- 
riceps femoris  muscles.  In  spite  of  this  condition 
the  patient  has  a  firm  gait  because  of  the  marked 
hypertrophy'of  the  tensor  fasciae  latae  which  supplies 
a  physiological  substitute  for  the  quadriceps  muscle. 

Peiper  (Z). 

Lamson,  O.  F.:  Movable  Bodies  in  the  Knee  Joint. 

Surg.jGynec.  iyObst.,  192 1,  xxxiii,  490. 

Rainey's  theory  as  to  the  etiology  of  free  joint 
bodies  is  that  they  are  pieces  of  detached  cartilage 
or  cartilage  and  bone  which  continue  to  grow  in  a 
new  locality  and  are  independent  of  their  source 
though  adhering  to  their  original  character.  Fur- 
ther studies  have  shown  that  they  are  nourished  by 
the  synovial  fluid. 

These  osteocartilaginous  bodies  are  most  com- 
monly found  in  the  larger  hinge  joints,  especially 
the  knee  which  is  peculiarly  susceptible  to  injury 
because  of  its  comparatively  superficial  location 
between  the  two  longest  bones  in  the  body  and  the 
fact  that  it  performs  locomotion  and  weight-bearing 
from  different  angles.  In  extreme  flexion  of  the 
knee  joint,  in*  which  there  is  slight  abduction  with 
rotation  of  the  leg  on  the  thigh,  trauma  may  cause 
nipping  of  cartilage  and  bone  from  the  condylar 
surface  of  the  femur,  and  the  bodies  so  broken  off 
may  grow  to  considerable  size.  Undue  pressure 
brought  upon  the  tibia  may  cause  detachment  of 
small  portions  of  the  semilunar  fibrocartilagcs,  or 
the  bodies  may  originate  from  the  anterior  and  pos- 
terior fibrous  horn  of  the  semilunar  cartilages.  Joint 
villi  may  be  rubbed  off  or  become  engaged  in  the 
joint,  causing  complete  locking  with  severe  pain. 

The  extensive  synovial  membrane  lining  the  knee 
joint  expands  laterally  at  its  patellar  end  to  form 
wing-like  fringes.  This  may  become  hypertrophied 
because  of  disease,  infection,  or  chronic  irritation 
and  then  undergo  fibrous-tissue  and  calcareous 
formation.  The  osteocartilaginous  fringes  may  be 
nipped  off  to  form  loose  joint  bodies  through  sudden 
movement.  Villi  or  warty  growths  developing  from 
the  articular  surface  of  the  synovial  membrane  may 
also  become  liberated  in  the  joint  cavity.  In  the 
act  of  unlocking,  the  bodies  may  be  crushed  and 
increased  in  number  until  they  are  removed. 


Robertson  has  observed  that,  after  prolonged 
periods,  certain  areas  of  thickened  synovial  mem- 
brane develop  into  cartilage  and  bone  which  may 
act  as  foreign  bodies.  These  areas  may  become 
pedunculated  and  eventually  become  detached  with- 
in the  joint.  After  having  become  fully  detached 
they  do  not  develop  further. 

In  osteochrondritis  dissecans  slight  trauma  causes 
detachment  of  a  portion  of  the  articular  surface. 
The  symptoms  are  usually  intermittent  locking  of 
the  knee  joint  in  the  flexed  position  accompanied  by 
excruciating  pain.  This  is  followed  by  swelling  and 
effusion  into  the  joint.  If  the  loose  bodies  are  of 
considerable  size  they  may  become  lodged  in  the 
suprapatellar  p)ouch  and  hinder  locomotion.  Mov- 
able bodies  may  often  be  palpated  by  flexing  and 
extending  the  knee  joint,  especially  when  they  are 
situated  in  the  suprapatellar  pouch. 

Stereoscopic  X-ray  observations  are  a  great  aid 
in  making  a  positive  diagnosis  of  loose  cartilaginous 
bodies  and  in  locating  their  relative  positions  in  the 
joint.  They  cause  well-defined  uniform  shadows  of 
individual  structure,  whereas  dislocated  semilunar 
cartilages  cannot  be  seen  except  when  they  are  in- 
crustatcd.  Degenerated  fat  pads  resulting  from 
tuberculosis  or  syphilis  may  be  palpated  but  are  not 
revealed  by  the  X-ray.  A  sesamoid  bone  in  the 
internal  head  of  the  gastrocnemius  may  be  mistaken 
for  a  loose  body.  Joint  lipomata  will  not  give  the 
picture  of  joint  mice  but  may  cause  locking  and 
may  be  palpated 

Joint  locking  and  pain  are  relieved  by  forced 
flexion  followed  by  sudden  extension  which  dis- 
lodges the  offending  loose  body.  Permanent  relief 
is  obtained  only  by  surgical  removal  except  in  cases 
of  arthritis  deformans  in  which  the  operation  is  of 
little  benefit  as  other  loose  bodies  may  develop,  the 
causative  lesion  not  being  cured  by  surgery.  The 
method  of  approach  is  dependent  upon  the  location 
of  the  loose  bodies  in  each  case,  and  mobilization 
of  the  knee  should  be  begun  as  soon  as  possible  to 
prevent  ankylosis. 

The  shape  of  joint  bodies  is  usually  plano-convex 
or  concavo-convex.  They  may  be  found  fixed  in  a 
depression  in  the  articular  surface  of  a  femoral  con- 
dyle or  in  the  intracondylar  space.  Occasionally 
they  may  be  pressed  between  the  bones  and  lie  in  a 
fossa  in  the  articular  cartilage. 

Joint  mice  are  covered  with  a  thick,  shining,  white 
layer  of  hyaline  cartilage.  Sometimes  a  thin  layer 
of  true  spongy  bone  may  be  found  on  their  smaller 
concave  side.  Ruixjlph  S.  Reich,  M.D. 
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Frazier,  C.  H. :  The  Achievements  and  Limitations 
of  Neurological  Surgery.  Arch.  Surg.,  1921 ,  iii,  543. 

Frazier  reviews  the  advances  made  in  neurological 
surgery  and,  while  pointing  out  its  limitations  as 
they  are  known  at  the  present  time,  is  quite  op- 
timistic regarding  future  progress.    With  regard  to 


tumors  of  the  brain  he  states  that  there  is  as  much 
difference  between  an  endothelioma  and  a  glioma 
as  between  a  gastric  ulcer  and  an  infiltrating  carci- 
noma of  the  wall  of  the  stomach.  The  former  is  a 
definitely  encapsulated  tumor  which  is  readily 
accessible  because  it  takes  its  origin  from  mem- 
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branes.  In  the  latter,  sharpness  of  definition  is 
often  lacking.  By  replacing  normal  brain  tissue 
without  adding  to  the  volume  of  the  cranial  contents 
gliomata  often  grow  to  large  dimensions  before  there 
are  signs  of  intracranial  pressure.  Mere  exploration 
in  cases  of  glioma  is  attended  with  risk  peculiar  to 
this  condition.  Following  the  operation  an  oedema 
develops  or  haemoirhage  occurs  in  the  tumor  from 
a  ruptured  blood  vessel. 

The  author  mentions  a  group  of  cases  in  which 
the  diagnosis  of  brain  tumor  was  made  but  was  not 
confirmed  at  operation;  after  the  relief  of  pressure, 
the  symptoms  subsided.  In  all  probability  the 
underlying  pathologic  condition  in  these  cases 
simulating  tumor  was  a  meningitis  or  leptomeningi- 
tis. 

Subtemporal  decompression  has  its  widest  appli- 
cation in  cases  without  tumors  and  those  in  which 
the  presence  or  location  of  a  tumor  is  in  doubt  and 
the  operation  is  employed  as  a  procedure  of  tempo- 
rary expedience. 

In  the  major  trigeminal  neuralgias  the  operative 
mortality  has  been  reduced  from  5  per  cent  to  less 
than  I  per  cent.  Frazier  conserves  the  motor  root 
and  in  so  doing  prevents  atrophy  of  the  temporal, 
masseter,  and  pterygoid  muscles.  With  regard  to 
the  approach  to  the  pituitary  body  he  has  revised 
his  views  since  his  paper  describing  the  frontal 
approach  in  191 2.  He  is  now  of  the  opinion  that 
when  the  lesion  has  extended  well  beyond  the 
confines  of  the  sella  and  's  as  much  suprasellar  as 
intrasellar,  an  adequate  exposure  and  an  attempt 
at  radical  removal  are  possible  only  by  the  intra- 
cranial approach. 

In  cases  of  tumors  of  the  spinal  cord  the  localiza- 
tion is  more  definite  than  in  cases  of  brain  tumors; 
therefore  the  former  are  more  favorable  for  surg'cal 
intervention.  Exploratory  laminectomy  should  be 
done  more  often,  even  in  the  absence  of  definite 
symptoms  of  tumor. 

At  the  present  time  surgery  of  the  spinal  roots 
for  relief  of  spasticity  is  rather  a  formidable  opera- 
tion and  its  results  have  not  as  yet  justified  its 
general  use.  Chordotomy  has  been  performed  by 
the  author  six  times  for  incessant  pain.  The  opera- 
tion is  done  by  dividing  the  anterolateral  columns 
2.5  mm.  in  the  transverse  diameter  and  2.5  mm.  in 
the  anteroposterior  diameter. 

General  anaesthesia  should  be  used  in  brain 
surgery.  Autotransfusion  of  blood  is  advocated, 
and  ventricular  or  subarachnoid  puncture  is  advised 
in  cases  with  increased  intracranial  pressure  before 
operation.  H.  A.  McKnight,  M.D. 

Piatt,  H,:    The  Principles  of  the  Surgery  of  the 
Peripheral    Nerve    Injuries    of    Warfare.     /. 

Orlhop.  Surg.,  1921,  iii,  569. 

This  article  is  based  on  an  experience  with  over 
1,500  gunshot  injuries  of  nerve  trunks,  including 
over  500  operations. 

Physiological  considerations  show  the  importance 
of  early  suture  in  nerve  lesions  as  a  continued  block 


may  destroy  the  regenerative  power  of  the  central 
cells  and  when  of)eration  is  performed  late  it  may 
interfere  with  the  regenerative  process  after  it  is 
weU  along. 

Since  most  of  the  larger  nerve  trunks  have  a 
more  or  less  definite  arrangement  of  bundles,  longi- 
tudinal rotation  must  be  prevented  when  the  ends 
are  approximated  for  suture.  In  cases  of  extensive 
gaps  it  is  imp>ortant  to  free  the  muscular  branches 
of  the  main  nerve  trunk  to  facilitate  the  suturing. 
The  necessary  sacrifice  of  a  branch  or  two  may  not 
cause  any  further  disablement  as  some  muscles 
have  a  double  nerve  supply.  Although  the  extra- 
neural  blood  supply  is  usually  obliterated  in  the 
repair  of  nerve  lesions,  this  seems  to  have  no  detri- 
mental effect.  The  simple  operation  of  neurolysis 
plays  only  a  subordinate  part  in  the  repair  of  nerve 
lesions  due  to  war  missiles  as  the  majority  of  such 
lesions  are  intraneural  and  not  due  to  pressure  or 
other  extraneural  conditions.  Interstitial  neuritis 
from  general  wound  infection  may  complicate  the 
lesion. 

In  the  exploration  of  nerve  injuries  the  following 
three  points  are  of  importance:  (i)  wide  anatomical 
exposure;  (2)  direct  electrical  stimulation  with  a 
bipolar  electrode;  (3)  a  position  of  the  limb  mini- 
mizing the  difficulties  of  end-to-end  suture. 

Statistics  regarding  results  are  compiled  from 
248  of  the  510  cases  operated  upon..  The  eighteen 
bridging  operations  (grafts  and  tubulizations)  were 
all  failures.  Recoveries  of  varying  degree  were  noted 
in  79  per  cent  of  the  150  cases  of  end-to-end  suture. 
In  the  remaining  21  per  cent  the  result  was  a  com- 
plete failure.  In  75  p)er  cent  of  the  eighty  operations 
for  neurolysis  there  was  improvement  or  recovery 
but  the  author  states  that  it  is  difficult  to  determine 
the  exact  influence  of  this  operative  procedure  per  se 
on  the  restoration  of  conductivity. 

Factors  which  contributed  to  failure  were:  too 
long  delay  in  operating;  distal  infection  from  necro- 
sis of  a  part  supplied  by  the  nerve,  especially  the 
sciatic  nerve;  inexact  topographical  apposition  due 
to  longitudinal  rotation;  or  attempts  to  suture  two 
small  trunks  to  a  larger  one. 

In  the  discussion  of  this  paper  the  salient  points 
brought  out  are:  the  uselessness  of  nerve  grafts  and 
fascial  tubulizations;  the  aid  rendered  by  the  use 
of  a  large  magnifying  glass  in  suturing  of  the  nerve; 
and  the  working  of  surgeons  in  shifts  so  that  the 
delicate  anastomosing  suture  is  done  by  an  of>erator 
who  has  not  been  fatigued  by  the  long  dissection. 
William  A.  Clark,  M.D. 

Malone,  J.  Y. :  A  Method  of  Determining  the  Early 
Regeneration  of  Nerve    Fibers  at  Operation. 

Arch.  Surg.,  1921,  iii,  634. 

The  author  quotes  Lewis  as  stating  that  approxi- 
mately 80  per  cent  of  nerve  injuries  recover  spon- 
taneously. To  discover  the  cases  representing  the 
20  per  cent  in  which  interference  will  be  necessar>' 
Malone  proposes  a  test  that  may  be  made  early  in 
the  convalescence. 
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When  in  the  exploration  of  an  injured  nerve  the 
nerve  is  found  intact  but  thinned  out  or  greatly 
thickened  at  some  point,  the  question  arises  whether 
axis  cylinders  are  passing  through  this  area.  If  they 
are  regenerating,  the  nerve  should  not  be  cut  and  re- 
sutured,  but  if  they  are  not  regenerating  and  suffi- 
cient time  has  elapsed  for  them  to  have  grown 
through  the  suspected  area,  a  secondary  suture 
should  be  made. 

The  next  question  which  presents  itself  is  how  it 
may  be  determined  whether  regeneration  is  occur- 
ring. To  the  author's  knowledge,  the  only  method 
used  at  present  consists  in  stimulating  the  nerve 
trunk  central  to  the  lesion  and  noting  whether  there 
is  any  contraction  of  the  muscles  innervated  by  that 
nerve.  Obviously,  if  regeneration  were  occurring 
but  had  reached  only  half  the  distance  from  the 
lesion  to  the  muscles,  no  contraction  would  follow 
and  one  would  proceed  with  the  secondary  suture. 
This  would  be  harmful,  not  only  because  it  would 
delay  regeneration  many  months  but  also  because 
regeneration  following  a  secondary  suture  is  not 
so  promising  as  when  the  nerve  is  intact.  The  delay 
in  regeneration  and  the  harm  done  vary  with  the 
distance  between  the  suture  line  and  muscles  in- 
nervated by  the  nerve  tested  and  the  distance  the 
regenerating  fibers  had  passed  the  point  of  injury. 

It  is  a  well  known  fact  that  when  a  peripheral 
nerve  is  stimulated  by  the  application  of  cold  to  the 
skin  of  a  human  being  or  by  direct  stimulation  of  the 
trunk  of  an  animal,  there  is  reflex  stimulation  of 
respiration  and  blood  pressure,  and  reflex  contraction 
of  muscles  innervated  by  nerves  other  than  the 
nerve  stimulated.  These  phenomena  are  so  well 
established  and  constant  that  the  author  felt  they 
might  be  used  as  an  index  of  regeneration  when  the 
nerve  trunk  was  exposed  at  operation. 

With  this  in  mind  he  carried  out  a  series  of  ex- 
periments on  dogs.  In  each  case  the  nerve  was  cut 
and  repaired  and  then  tested  at  varying  intervals 
after  the  operation.  The  test  consisted  in  stimulat- 
ing the  normal  central  portion  of  the  nerve  with  a 
faradic  current  just  strong  enough  for  definite  stimu- 
lation of  the  respiratory  center.  This  strength  of 
current  was  applied  at  varying  distances  distally 
from  the  suture  line,  and  the  central  and  peripheral 
effects  recorded  graphically  or  noted  merely  by 
inspection.  The  facts  demonstrated  by  the  study 
included  the  following: 

1.  Stimulation  of  a  f>eripheral  nerve  (normal  or 
regenerating)  has  such  a  definite  effect  on  the  respi- 
ration in  animals  and  human  beings  that  it  is  easy  to 
observe  the  effect.  Therefore  a  graphic  record  is 
unnecessary. 

2.  Reflex  contractions  of  muscles  which  receive 
their  nerve  supply  from  normal  nerves  or  from 
branches  of  the  tested  nerve  leaving  the  main  trunk 
of  the  nerve  central  to  the  lesion  are  of  definite 
value  in  determining  the  presence  of  regenerating 
fibers. 

3.  Immediately  after  section  and  the  resuturing 
of  a  nerve  a  threshold  current  spreads  across  the 


suture  line,  but  after  a  week  this  does  not  occur  if 
the  electrodes  are  placed  more  than  3  mm.  from  the 
suture  line.  After  five  weeks,  when  regenerating 
fibers  have  passed  the  suture  line  from  lyi  to  3  cm., 
a  threshold  current  applied  2  cm.  distal  to  the  suture 
line  causes  a  definite  stimulation  of  respiration  and 
reflex  contraction  of  muscles.  From  this  time  on,  the 
reflex  effect  on  respiration  is  always  present  and 
can  be  elicited  at  increasingly  greater  distances 
distal  to  the  suture  line  as  regeneration  progresses. 
Finally,  when  the  regenerating  axones  reach  the 
muscles,  both  their  contractions  and  the  central 
effect  are  present  as  in  a  normal  nerve. 

4.  When' the  test  is  applied  the  anaesthesia  should 
be  so  light  that  the  corneal  reflexes  are  very  active 
as  the  test  depends  on  the  activity  of  the  reflex 
arc. 

5.  The  test  is  of  no  value  in  a  pure  motor  nerve 
such  as  the  facial,  but  is  applicable  to  any  sensory  or 
mixed  nerve. 

6.  The  results  in  animal  experiments  indicate 
that  the  test  is  applicable  to  cases  of  peripheral 
nerve  injury  in  man  and  should  make  a  diagnosis 
possible  weeks  and  months  earlier  than  has  been  the 
case  up  to  the  present. 

7.  The  test  is  of  value,  however,  only  after  the 
fifth  week  following  injury  when  the  nerve  is 
explored  and  found  to  be  intact. 

Frederick  Christopher,  M.D. 

Harris,  R.  I.:  The  Treatment  of  Irreparable  Nerve 
Injuries.    Canadian  M .  Ass.  J .,  192 1,  xi,  833. 

The  experience  of  the  war  has  proved  that  end-to- 
end  suture  is  the  ideal  method  of  treating  severed 
nerves.  Unfortunately  it  is  not  always  possible  and 
not  all  nerves  sutured  in  this  way  recover.  Recov- 
eries follow  nerve  suture  in  about  50  p>er  cent  of  the 
cases.  Nerve  injuries  of  civil  life  recover  more  cer- 
tainly, more  quickly,  and  more  completely  than  war 
injuries. 

It  is  common  knowledge  that  the  successful  out- 
come of  nerve  suture  is  modified  by  the  nerve  which 
is  injured.  Purely  motor  nerves,  like  the  musculo- 
spiral,  recover  more  certainly  than  mixed  nerves  like 
the  median  and  ulnar.  This  must  be  due  to  our  in- 
ability to  match  exactly  the  nerve  pattern  of  the 
segments  of  mixed  nerves. 

The  separation  of  nerve  segments  after  suture  is 
the  result  of  suturing  under  too  great  tension,  or 
imperfect  fixation  of  the  limb  in  a  position  which 
will  prevent  tension  on  the  nerve.  Both  these 
causes  can  be  prevented.  End-to-end  suture  may  be 
rendered  possible  in  cases  of  relatively  large  gaps 
in  nerves  by  flexing  adjacent  joints.  The  joints 
must  be  kept  flexed  for  an  adequate  period  of 
time.  At  the  end  of  six  weeks  they  may  be  ex- 
tended a  few  degrees  each  week  until  full  extension 
is  reached. 

From  the  examination  of  a  number  of  sutured 
nerves  which  have  failed  to  recover  it  appears  cer- 
tain that  wrapping  the  site  of  the  suture  with  fat, 
Cargile  membrane,  or  other  material  is  a  cause  of 
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failure.  The  presence  of  a  sheath  of  vein,  fat,  or 
fascia  about  the  site  of  suture  results  in  increased 
fibrous  tissue  formation,  and  this,  by  constriction, 
presents  a  bar  to  the  downward  growth  of  fibrils. 
It  is  much  better  to  displace  the  sutured  nerve  into 
a  normal  muscle  plane  than  to  wrap  it. 

Delay  in  uniting  the  ends  of  a  divided  nerve  does 
not  affect  the  prospect  of  success.  As  good  func- 
tional results  have  been  obtained  from  suture  per- 
formed two  or  three  years  after  the  date  of  injury 
as  from  primary  suture. 

It  is  possible  to  improve  irreparable  nerve  lesions 
by  tendon  transference.  The  brilliant  results  ob- 
tained in  some  situations  suggest  that  the  use  of 
this  method  might  be  extended.  The  principle  un- 
derlying tendon  transference  is  the  detachment  of 
tendons  which  can  be  spared  from  normal  muscle 
groups  and  their  implantation  into  the  paralyzed 
tendons.  The  author  reports  some  very  interesting 
cases  illustrating  this  method.  The  article  is  sum- 
marized as  follows: 

1.  A  group  of  nerve  injuries  exist  to  which  the 
term  "irreparable"  may  well  be  given  since  they 
consist  of :  (i)  sutured  nerves  which  have  failed  to 
recover,  and  (2)  nerve  injuries  in  which  end-to- 
end  suturing  is  impossible. 

2.  A  few  cases  in  the  first  group  have  resulted 
from  imperfect  suture.  Such  cases  should  be  re- 
explored  and  resutured  if  possible. 

3.  The  remaining  cases  must  be  treated  by  secon- 
dary operations  such  as  tendon  transference  and 
tendon  fixation. 

4.  Irreparable  injuries  of  the  musculospiral  nerve 
can  be  greatly  improved  by  tendon  transference. 

5.  Irreparable  lesions  of  the  median  nerve  may 
be  improved  by  nerve  anastomosis  to  relieve  anaes- 
thesia and  tendon  transference  to  overcome  paraly- 
sis. 

6.  Irreparable  lesions  of  the  sciatic  nerve  are 
treated  better  by  stabilizing  operations  such  as 
tendon  fixation  than  by  tendon  transference. 

Frederick  Christopher,  W.D. 

Nathan  and  Madier:  Extensive  Nerve  Restoration 
by  the  Interposition  of  Loose  Connective 
Tissue  (Essai  de  restauration  nerveuse  etendue  par 
interposition  de  tissu  conjontif  lache).  Bull.  Acad, 
de  med.,  Par.,  192 1,  Ixxxvi,  243. 

Nageotte  was  able  to  re-establish  the  continuity 
of  a  nerve  by  interposing  between  the  two  frag- 
ments a  piece  of  nerve  which  had  been  preserved  in 
alcohol.  The  authors  have  used  loose  connective 
tissue  enveloped  in  an  aponeurotic  sheath.  They 
state  that  a  nerve  is  able  to  proliferate  in  young 
connective  tissue  despite  an  extensive  gap  between 
the  proximal  and  distal  ends.  The  two  ends  elongate 
and  "tend  to  meet. 

Experimental  work  on  dogs  —  section  of  the  sci- 
atic nerve  and  interposition  of  a  graft  of  connective 
tissue — has  shown: 

I.  That  nerve  fibers  have  traversed  the  10  cm. 
of  interp)osed  connective  tissue. 


2.  That  the  central  and  peripheral  ends  have 
proliferated  simultaneously,  one  in  a  centrifugal, 
and  the  other  in  a  centripetal  direction. 

3.  That  these  two  proliferations  occur  side  by 
side,  the  continuity  of  the  nerve  being  re-established 
by  anastomosis  of  the  fibers  at  several  px)ints. 

4.  That  the  nerve  ends  do  not  proliferate  in  adult 
connective  tissue.  W.  A.  Brennan. 

Shelden,  W.  D. :  Tardy  Paralysis  of  the  Ulnar  Nerve. 

Med.  Clin.  N.  Am.,  1921,  v,  499. 

The  author  reports  the  case  of  a  physician  31 
years  of  age  who  complained  of  numbness  along  the 
ulnar  nerve,  weakness  and  atrophy  of  the  small 
muscles  of  the  hands,  and  inability  to  separate  and 
close  the  fingers  normally.  When  he  was  5  years  of 
age  his  right  elbow  had  been  fractured  with  dis- 
placement of  the  interior  condyles  downward  and 
inward;  this  exposed  the  nerve  on  the  apex  of  the 
displaced  fragment  so  that  since  the  accident  it 
had  been  subject  to  traumatism.  On  examination 
the  nerve  was  found  to  have  a  fusiform  enlargement 
for  about  5  cm.  At  operation  it  was  brought 
anterior  to  the  internal  condyle.  As  a  result  it  is 
moveable,  its  function  has  been  improved,  and 
atrophy  and  tenderness  have  almost  disappeared. 
Twenty-two  similar  cases  have  been  observed; 
fifteen  were  operated  on. 

The  etiological  factor  in  tardy  paralysis  of  the 
ulnar  nerve  is  deformity  of  the  elbow  joint  such  as 
fracture-dislocation  in  childhood,  hypertrophic  ar- 
thritis, foreign  bodies  in  the  joints,  the  development 
of  bursa  in  the  ulnar  groove,  and  exostosis.  The  most 
frequent  cause  of  the  deformity  is  fracture-disloca- 
tion. This  occurs  on  the  average  at  the  age  of  7^^ 
years,  while  the  average  age  at  which  symptoms 
aopear  is  40.  Tenderness  and  other  sensory  disturb- 
ances such  as  anaesthesia  to  pain,  temperature,  and 
touch,  are  prominent  symptoms.  Remission  of 
symptoms  occurs  in  some  cases  and  there  is  gradual 
progressive  weakness  with  atrophy  beginning  in 
the  small  muscles  of  the  hand. 

At  operation  the  nerve  shows  a  spindle-shaped 
enlargement  from  one  to  three  times  its  normal 
diameter.  The  nodules  consist  of  thickening  in  the 
perineurium  and  connective  tissue  of  the  nerve. 
Electrical  examinations  usually  show  a  partial  reac- 
tion or  degeneration. 

The  diagnosis  is  easily  made  if  due  consideration 
is  given  to  the  deformity  of  the  elbow  joint.  Pal- 
pation of  the  nerve  is  important  as  in  no  other  lesion 
except  leprosy  are  such  characteristic  changes 
noted. 

The  treatment  consists  in  rest  and  electricity, 
and  if  these  fail,  in  the  transference  of  the  nerve 
anterior  to  the  condyle.  Because  of  the  additional 
disturbance  which  may  be  produced,  it  is  not  well 
to  resect  a  pseudoneuroma.  The  type  of  elbow  in- 
jury, deformity  symptoms,  operative  findings,  and 
postoperative  results  in  seven  cases  reported  are 
shown  in  charts.  Merle  R.  Hoon,  M.D. 
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BLOOD 

Lusena,  M.:  Experimental  Study  on  Blood  Trans- 
fusion (Studio  sperimenta'e  sulla  transfusione  del 
sangue).   Sperimenlale,  1921,  Ixxv,  461. 

In  a  number  of  experiments  Lusena  found  that, 
in  general,  the  animals  all  reacted  in  the  same  way 
to  the  transfusion  of  their  own  blood  removed  a 
few  minutes  previously  from  the  arterial  circulation. 
The  blood  transfused  varied  in  quantity  from  10  to 
20  c.cm.  and  was  defibrinated. 

A  progressive  decrease  in  the  haemoglobin  and 
red  cells  was  the  common  finding,  but  there  was  a 
difference  in  the  resistance  of  the  animals  as  some 
of  them  died  while  others  slowly  regenerated  the 
destroyed  elements.  In  two  cases  transfusion 
caused  a  temporary  hyp)erglobulia.  Citrated  blood 
appeared  to  be  tolerated  better. 

In  the  animals  killed,  macroscopic  examination  of 
the  organs  revealed  nothing  noteworthy.  Micro- 
scropic  examination  of  the  haematopoietic  organs 
showed  the  picture  of  the  haemolytic  ansemia 
described  by  Banti. 

If  transfused  blood  lived  again  in  the  body  from 
which,  for  a  few  minutes,  it  was  removed,  the  devel- 
opment of  anaemia  would  be  proportionate  to  the 
quantity  of  blood  not  restored.  The  experiments 
demonstrated,  however,  that  when  once  the  blood 
is  taken  from  the  organism  it  does  not  again  resume 
its  vitality  but  causes  toxic  phenomena  character- 
ized by  a  decrease  in  the  haemoglobin  and  the  red 
cells.  The  latter  appear  pale  and  sometimes  con- 
solidated and  agglutinated.  The  number  of  cells 
is  not  constant;  frequently  it  is  a  little  increased 
after  the  transfusion.  The  fragility  of  the  cells  in 
the  blood  taken  from  the  general  circulation  does 
not  appear  to  be  diminished.  The  changes  enumer- 
ated vary  in  intensity.  Some  result  fatally,  while 
others  vanish  after  a  few  days.      W.  A.  Brennan. 

BLOOD  AND  LYMPH  VESSELS 

Ott,  W.  0.:  The  Results  of  Twenty-One  Gases  of 
Surgical  Treatment  of  Aneurism.    Ann.  Surg., 

1921, Ixxiv,  513. 

The  author  reports  a  thorough  review  of  twenty- 
one  cases  of  aneurism,  exclusive  of  thoracic  and 
cirsoid  aneurism,  in  which  operation  was  done  at  the 
Mayo  Clinic  between  January  i,  1907.  and  Novem- 
ber I,  1918. 

Complete  cures  were  obtained  in  thirteen  cases. 
Three  were  obtained  by  proximal  and  distal  ligation 
with  excision  of  the  sac  in  cases  in  which  relatively 
unimportant  arteries  were  involved.  Four  were 
proximal  ligations  only,  three  of  the  external  carotid 
artery  and  one  of  the  internal  iliac  artery.  In  one 
case  a  ligature  was  tied  around  the  base  of  the  sac. 
In  three  cases  a  Matas  reconstruction  endo-aneu- 
rismorrhaphy  was  done,  in  two  for  aneurism  of  the 


popliteal  artery  and  in  one  for  aneurism  of  the  femo- 
ral artery  in  Hunter's  canal.  In  one  case  a  compres- 
sion suture  was  thrown  around  the  communication 
in  an  arteriovenous  aneurism,  and  in  another  the 
opening  in  the  artery  was  sutured  by  op)ening  the  sac. 

Improvement  was  obtained  by  a  Alatas  oblitera- 
tion operation  in  a  case  of  popliteal  aneurism,  by 
proximal  ligation  in  a  case  of  aneurism  of  the  com- 
mon carotid,  and  by  the  proximal  application  of  a 
Neff  clamp  in  a  case  of  aneurism  of  the  common 
iliac.  One  patient  was  well  for  three  years  follow- 
ing proximal  ligation  of  the  subclavian  aneurism 
and  then  had  a  sudden  recurrence.  There  were 
three  deaths  in  the  series.  One  patient  died  from  a 
cerebral  embolus  loosened  by  manipulation  of  the 
sac.  Another  death  occurred  from  cerebral  changes 
following  ligation  of  the  common  carotid  artery 
and  internal  jugular  vein  of  a  patient  aged  66  years 
who  had  an  arteriovenous  aneurism  between  the 
common  carotid  artery  and  the  cavernous  sinus. 
A  third  patient  died  of  circulatory  disturbance  fol- 
lowing the  application  of  a  Neff  clamp  proximal  to 
an  aneurism  of  the  common  iliac  artery. 

In  one  case  a  residual  circulatory  disturbance 
characterized  by  numbness  and  formication  in  the 
foot  persisted  for  eight  months  following  the  Matas 
operation  on  the  popliteal  artery. 

The  type  of  operation  indicated  depends  largely 
on  the  location  and  type  of  the  aneurism  to  be  dealt 
with,  and  especially  on  the  efficiency  of  the  collateral 
circulation.  Proximal  ligation,  proximal  and  distal 
ligation  with  or  without  excision  of  the  sac  and,  in 
cases  of  arteriovenous  aneurism,  quadruple  ligation 
were  the  most  common  procedures  for  vascular 
injuries  in  the  recent  war.  In  cases  of  traumatic 
and  arteriovenous  aneurism  good  results  were  ob- 
tained by  proximal  and  distal  ligation  with  excision 
of  the  sac,  provided  the  vessels  were  small  and  their 
ligation  did  not  disturb  the  peripheral  circulation 
In  aneurism  of  the  larger  arteries,  particularly  the 
popliteal,  femoral,  and  posterior  tibial,  the  operation 
used  must  leave  the  lumen  of  the  vessel  intact.  In 
some  cases  the  base  of  the  sac  may  be  ligated.  Pass- 
ing an  unabsorbable  ligature  about  the  point  of 
anastomo'sis  in  arteriovenous  aneurism  may  be  done 
successfully  as  is  illustrated  by  one  of  the  reported 
cases.  Ott  believes  that  the  most  practical  method 
of  dealing  with  aneurisms  of  the  larger  vessels  is 
some  form  of  the  Matas  oj)eration  done  with  a  con- 
strictor applied  proximal  to  the  lesion. 

The  most  successful  method  and  the  method  of 
choice  for  aneurisms  of  small,  unimportant  arteries 
is  proximal  and  distal  ligation  with  excision  of  the 
sac.  For  large  arteries  it  is  some  form  of  the  Matas 
operation.  The  results  of  proximal  ligation  were 
uncertain.  Gradual  occlusion  with  clamps  gave 
only  indifferent  or  poor  results. 

L.  D.  McGuntE,  M.D. 
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Harrigan,  A.  H.:    Arterial  H£etnatonia  Following 
Traumatic  Rupture  of  the  Popliteal  Artery. 

Ann.  Surg.,  1921,  Ixxiv,  625. 

The  author  reports  the  case  of  a  patient  who  was 
injured  by  a  fall  three  months  previous  to  his  admis- 
sion to  the  hospital.  A  cystic,  tense  swelling  in 
the  lower  half  of  the  right  thigh  and  more  prominent 
over  the  internal  aspect  appeared  immediately  after 
the  accident  and  slowly  increased  in  size. 

At  operation  a  longitudinal  incision  was  made 
over  the  most  prominent  part  of  the  swelling.  When 
the  incision  was  deepened  through  the  muscles  of 
the  thigh  a  cavity  containing  a  large  number  of 
black  and  gangrenous  blood  clots  was  entered. 
The  clots,  compressed  into  definite  laminae,  formed 
a  distinct  wall  to  the  cavity.  An  attempt  to  remove 
them  caused  a  violent  haemorrhage.  As  the  bleed- 
ing was  clearly  of  arterial  origin,  the  common 
femoral  artery  was  immediately  compressed  in 
Scarpa's  triangle  and  the  incision  rapidly  enlarged. 
When  the  margins  were  held  apart  with  retractors 
and  the  assistant  released  the  pressure  from  the 
femoral  artery  an  opening  was  detected  on  the  inner 
waU  of  the  beginning  of  the  popliteal  artery  which 
was  gray  and  somewhat  necrotic.  Double  ligation 
of  the  artery  effectively  controlled  the  haemorrhage. 
Two  pieces  of  gauze  were  inserted  in  the  wound  for 
drainage  and  closure  was  effected  with  interrupted 
sutures.  The  color  and  warmth  of  the  leg  remained 
unchanged  during  the  convalescence  although  pulsa- 
tion of  the  dorsalis  pedis  artery  was  never  perceptible. 

The  most  efficacious  treatment  of  arterial  haema- 
tomata  consists  of  early  incision  as  the  prompt 
evacuation  of  the  clots  favors  the  immediate  restora- 
tion of  the  collateral  circulation.  Arteriorrhaphy  is 
a  feasible  method  of  treatment.  Ligation  of  the 
principal  artery  of  an  extremity  should  be  avoided 
except  as  a  last  resort  because,  by  suppressing  many 
of  the  arterial  branches,  it  favors  gangrene.  What- 
ever treatment  is  employed,  drainage  is  absolutely  es- 
sential, one  important  indication  being  the  necessity 
of  detecting  the  early  onset  of  reactionary  or  secon- 
dary haemorrhage. 

Preliminary  to  ligation  of  a  main  artery  an  effort 
should  be  made  to  determine  the  efficiency  of  the 
collateral  circulation,  for  it  is  evident  that  if  this 
is  not  established,  arteriorrhaphy  or  venous  trans- 
plantation will  be  necessary  to  prevent  gangrene. 
Frederick  Christopher,  M.D. 


serum  and  camphorated  oil.  The  septicaemia  per- 
sisted, however,  for  a  month.  An  injection  oi  i}4 
gm.  of  pure  peptone  dissolved  in  30  c.  cm.  of  sterile 
water  was  then  made  into  the  external  saphenous 
vein.  No  reaction  was  observed,  but  from  this 
moment  the  general  condition  rapidly  improved. 

It  is  not  known  how  the  peptone  acts.  Bazy, 
who  submitted  this  report,  stated  that  it  causes  a 
sort  of  expulsive  phenomenon  by  which  the  oganism 
rids  itself  of  both  the  newly  introduced  substances 
and  those  which  it  already  harbors.  This  mechanism 
would  be  somewhat  analogous  to  the  influence  of 
intercurrent  febrile  maladies  on  the  progress  of 
dermatoses  of  chronic  infections.  According  to 
Nolf ,  who  has  been  particularly  identified  with  treat- 
ment by  peptone  injections,  the  peptone  effect  can 
be  produced  by  other  substances  such  as  bacterial, 
animal,  or  vegetable  toxins.  W.  A.  Brennan. 

SURGICAL  DIAGNOSIS,  PATHOLOGY, 
AND  THERAPEUTICS 

Aschner,  P.  W. :    An  Auscultatory  Sign  Observed 
in  Acute  Abdominal  Diseases.    Am.  J.  M.  Sc, 

1921,  clxii,  712. 

In  acute  abdominal  conditions  with  free  pus,  blood, 
or  seropurulent  exudation  into  the  peritoneal 
cavity  (most  of  them  cases  of  app)endicitis)  the 
author  has  frequently  noted  with  the  stethoscope 
that  the  heart  sounds  and  inspiratory  murmur  were 
audible  over  thjee  or  all  abdominal  quadrants, 
that  the  heart  sounds  were  somewhat  distant,  sug- 
gesting foetal  heart  sounds,  and  that  the  inspiratory 
murmur  was  occasionally  audible  during  quiet  respi- 
ration and  at  other  times  only  upon  deep  breathing. 

These  signs  were  not  present  in  cases  of  slow 
accumulation  of  fluid,  such  as  ascites,  in  which  the 
parietes  are  stretched  gradually,  but  appeared 
when  there  was  a  sudden  accumulation  of  fluid  under 
tension. 

Aschner  reports  seventeen  cases  with  positive 
auscultatory  signs  and  positive  findings  at  operation, 
twelve  cases  with  negative  auscultatory  signs  and 
negative  findings  at  operation,  four  cases  in  which 
the  heart  sounds  were  heard  in  only  one  or  in  both 
upper  quadrants,  three  cases  with  negative  ausculta- 
tory signs  and  positive  findings  at  operation,  and  two 
cases  with  positive  auscultatory  signs  and  negative 
findings  at  operation.        Walter  C.  Burket,  M.D. 


GENERAL  BACTERIAL  INFECTIONS 

Leclerc:  The  Treatment  of  Septicaemia  by  Intra- 
venous Injections  of  Peptone  (Le  traitement  des 
6tats  septicdmiques  par  les  injections  intraveineuses 
de  peptone).  Bull,  et  tnSm.  Soc.  de  chir.  de  Par., 
1921,  xlvii,  1122. 

Leclerc  reported  a  wound  of  the  index  finger  which 
was  followed  by  axillary  abscess  and  then  by  septi- 
caemia despite  extensive  incisions  and  free  drainage 
of  the  abscess.  The  treatment  then  adopted  con- 
sisted of  daily  injections  of  large  doses  of  artificial 


EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Albanese,  A.:  The  Changes  in  Transplanted 
Nerves  and  the  Histologic  Reactions  They  Pro- 
duce in  the  Host  (Sulle  modificazioni  del  nervi 
trapiantati  e  sulle  reazioni  istologiche  che  essi  pro- 
vocano  nell*  organismo  dell'  ospite).  Arch.  Hal.  di 
chir.,  1921,  iv,  215. 

Albanese  has  experimented  with  hetero-,  homo-, 
and  auto-transplantation  of  nerves  in  dogs  and 
rabbits.    In  the  hetero-transplantations  he  found : 
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1.  Slow  transformation  of  the  lipoids  from  the 
medullary  sheath  of  the  nerve  into  neutral  fats. 

2.  Rapid  dropsical  swelling  of  the  axis  cylinder 
which  remained  a  long  time  in  the  grafted  fragment 
in  the  form  of  fragments  of  abnormal  thickness  and 
necrotic  appearance. 

3.  Disappearance  of  the  nuclei  of  the  sheath  of 
Schwann  which  persisted  as  a  mass  of  filaments 
deprived  of  definite  organization  giving  the  whole 
fragment  of  'grafted  nerve  the  appearance  of 
a  small  necrotic  mass,  particularly  when  it  was 
observed  under  low  magnification. 

4.  Weak  connective  tissue  proliferation  of  the 
host  and  hence  its  slow  and  scanty  penetration  into 
the  mass  of  the  transplanted  nerve. 

In  the  homo-  and  the  auto-transplantations  of 
nerves  there  were  observed: 

1.  Active  transformation  of  the  lipoids  of  the 
medullary  sheath  into  neutral  fats  and  more  rapid 
re-absorption  of  these  than  in  the  cases  of  hetero- 
transplantation. 

2.  Very  rapid  disappearance  of  the  axis  cyl- 
inders. 

3.  Persistence  of  the  nuclei  of  Schwann's  sheath 
even  forty  days  after  the  grafting,  and  preservation 
of  the  normal  appearance  of  the  organized  tissue. 

4.  Intense  connective  tissue  proliferation  of  the 
host  and  rapid  invasion  of  the  fragment  with  connec- 
tive tissue  sproutings  which  tended  to  organize  the 
fragment  itself. 

This  varied  behavior  of  the  triyisplanted  nerve 
and  the  tissues  of  the  host  is  probably  in  agreement 
with  the  varied  biological  activity  of  the  tissues  of 
different  animal  species  and  dependent  upon  the 
fact  that  the  tissues  of  one  animal  species  possess 
properties  which  disturb  the  normal  evolution  of 
biological  processes  and  necrobiosis  in  those  of  other 
species. 

The  article  is  supplemented  by  colored  histologic 
plates.  W.  A.  Brennan. 

Mann,  F.  C:   The  Transplantation  of  Fat  in  the 
Peritoneal  Cavity.    Surg.  Clin.   N.  Am.,  1921,  i, 

1465. 

Fat  has  been  transplanted  into  the  peritoneal 

cavity  for  several  purposes,  the  most  important  of 
which  were:  (i)  to  prevent  adhesions,  (2)  to  repair 
pathologic  or  surgical  openings  in  the  gastro-intes- 
tinal  tract  or  ureter,  (3)  to  strengthen  a  suture  line 
of  the  gastro-intestinal  tract  or  ureter,  (4)  to  replace 
lost  peritoneum,  (5)  to  occlude  a  portion  of  the 
gastro-intestinal  tract,  and  (6)  to  stop  haemorrhage. 
Since  1914,  Bell,  Harrington,  and  Kinsella  have 
carried  on  independent  series  of  experiments  in 
the  Mayo  Clinic.  For  several  years  Mann  has  been 
conducting  experiments  in  which  fat  has  been  used 
in  connection  with  operations  for  various  purposes; 
at  necrops}'  note  has  been  made  regarding  the 
prevention  or  production  of  adhesions  by  the  trans- 
planted fat. 

The  experimental  work  was  done  with  two  objects 
in  view:   the  determination  of  the  fate  of  the  trans- 


planted fat  and  the  results  produced,  and  the  appli- 
cation of  the  procedure  to  clinical  surgery.  William- 
son and  Mann  have  called  attention  to  the  fact 
that  it  is  difficult  to  standardize  experimental  pro- 
cedures in  the  peritoneal  cavity  because  of  the 
marked  individual  variation  in  the  reaction  of  the 
peritoneum. 

Three  series  of  cxf)eriments  were  carried  out. 
In  the  first,  free  transplants  of  omentum  were  used 
in  the  peritoneal  cavity;  in  the  second,  attached 
transplants  of  omentum;  and  in  the  third,  sub- 
cutaneous fat.  The  results  in  the  first  and  last 
series  were  practically  identical.  Fine  silk  was 
found  to  be  the  best  suture  material  to  hold  the 
omental  transplant  as  it  produces  the  least  reaction, 
but  fine  catgut  carefully  used  is  also  satisfactory. 

The  conclusions  based  on  a  large  number  of  obser- 
vations made  under  various  experimental  conditions 
and  following  a  varied  technique  were  as  follows: 

1.  Free  omental  transplants  have  a  limited 
application  in  the  surgery  of  the  peritoneal  cavity. 

2.  Free  omental  transplants  may  remain  seem- 
ingly viable  for  one  year,  but  as  a  rule  arc  reduced 
in  a  few  weeks  to  fat-free,  scar-like  tissue. 

3.  Free  omental  transplants  may  be  used  to  pre- 
vent adhesions,  but  the  value  of  the  procedure  is 
decreased  by  the  fact  that  unless  great  care  is  exer- 
cised the  results  probably  will  be  worse  than  if  the 
transplants  had  not  been  used. 

4.  Free  omental  transplants  are  not  safe  for 
routine  use  in  patching  an  opening  in  the  gastro- 
intestinal tract. 

5.  Free  omental  transplants  have  little  or  no 
advantage  in  the  reinforcement  of  the  suture  line 
of  a  gastro-intestinal  anastomosis. 

6.  Free  omental  transplants  can  be  used  to  re- 
place lost  peritoneum,  but  are  not  as  good  as 
sutures. 

7.  The  gastro-intestinal  tract  can  be  occluded 
partially  by  a  free  omental  transplant. 

8.  Free  omental  transplants  packed  into  wounds 
of  the  liver,  kidney,  and  spleen  stop  haemorrhage 
from  the  wounds. 

9.  Attached  omental  transplants  can  be  employed 
for  many  purp)oses,  including  those  given.  Their 
use,  however,  carries  with  it  the  potentiality  of 
producing  intestinal  obstruction. 

M.  R.  HooN.  M.D. 

Roeder,  C.  A. :  The  Relation  of  Surgical  Technique 
to GastrojejunalUlcer.  Arch. Surg.,  1921,111,622. 

In  the  order  of  their  frequency  the  position  of 
ulcers  developing  after  gastro-enterostomy  is  as 
follows:  (i)  in  the  jejunum  close  to  the  anastomo- 
sis; (2)  along  the  edge  of  the  anastomosis;  (3) 
in  the  stomach  close  to  the  anastomosis;  and  (4) 
along  the  line  of  closure  of  a  resected  stomach.  One 
noteworthy  feature  of  the  so-called  gastrojejunal 
ulcers  is  that  they  are  always  found  in  proximity 
to  the  region  of  operative  procedure,  that  is,  along 
the  suture  line  or  about  where  a  clamp  was  placed. 
In  order  to  obtain  haemostasis  in  the  thin  jejunal 


GENERAL  SURGERY  —  MISCELLANEOUS 


22^; 


mesentery  it  is  necessary  to  compress  the  thick 
jejunal  walls  with  the  intestinal  clamp  very  severely. 
In  this  article  Roeder  reports  the  results  of  gastro- 
enterostomies he  performed  upon  dogs,  employing 
a  different  technique  in  different  cases  and 
making  careful  autopsies.  His  conclusions  he  sum- 
marizes as  follows: 

1.  The  adjective  "gastrojejunal"  is  used  im- 
properly to  describe  the  type  of  ulcer  following  gas- 
tro-enterostomy  as  it  does  not  designate  the  correct 
regional  and  relational  occurrence  of  the  lesion. 
Since  these  ulcers  follow  operation,  the  technique 
of  surgical  procedure  should  be  more  carefully 
studied. 

2.  The  mucosa  is  the  most  important  layer  rela- 
tive to  chronic  ulcer  in  any  portion  of  the  gastro- 
intestinal tract.  During  operation  it  should  be  pre- 
served to  the  utmost.  Pre-operative  and  postopera- 
tive ulcers  generally  occur  in  areas  where  vascularity 
is  comparatively  decreased  and  the  mucosa  is  less 
abundant. 

3.  The  mucosa  should  be  sutured  separately  and 
only  along  the  very  edge.  In  order  to  prevent  scar- 
tissue  infiltration  and  immobilization — the  pre- 
ulcer  condition — no  other  suture  shovffd  ever  pene- 
trate this  layer.  Whenever  possible,  the  mucosa 
should  be  dissected  free  from  the  muscularis,  a 
measure  which  allows  the  outer  coats  also  to  be 
sutured  separately  with  very  little  chance  of  in- 
cluding the  mucosa. 

Frederick  CmiiSTOPHER,  M.D. 

Schoenbauer,  L.,  and  Demel,  R.:  Experimental 
Research  in  Wound  Drainage  with  Dry  and 
Moist  Dressings  (Experimentelle  Untersuchungen 
ueber  Wunddrainage  bei  trockenem  und  feuchtem 
Verband).  Arch.  f.  klin.  Chir.,  1921,  cxvi,  731. 

The  question  which  the  authors  set  themselves 
to  answer  was  how  far  drainage  by  rubber  tube, 
iodoform  gauze  strips,  or  a  wick  favors  the  entrance 
of  pathogenic  bacteria  into  simple  wounds  or  the 
larger  haematomata  when  dry  and  wet  dressings 
are  used.  For  this  purpose  they  shaved  the  backs 
of  dogs,  cleansed  the  skin  with  benzol  iodide  and 
alcohol,  painted  it  twice  with  iodine,  and  then  made 
transverse  skin  wounds  3  cm.  in  length.  From  the 
left  margin  of  the  wound  a  dressing  forceps  was 
pushed  forward  subcutaneously  toward  the  abdom- 
inal region  to  a  distance  of  12  cm.,  and  from  the 
right  corner  of  the  wound  a  subcutaneous  tunnel  of 
the  same  length  was  formed  with  the  shears.  On  the 
right  side  the  soft  parts  were  cut  up  as  much  as 
possible  to  cause  the  formation  of  a  haematoma. 
Into  each  tunnel  a  long  drainage  tube  or  an  iodo- 
form gauze  or  cotton  wick  was  introduced  and  the 
wound  closed  in  the  middle  by  suture.  The  vicinity 
of  the  wound  was  then  smeared  with  pyocyaneus 
cultures  and  the  wound  covered  with  dry  or  moist 
dressings  (thick  layers  of  gauze  soaked  in  aluminum 
acetate  and  covered  with  Billroth  cambric). 

Later,  the  abdominal  surface  was  disinfected  and 
punctured  in  order  to  examine  the  ends  of  the  sub- 


cutaneously draining  tunnels,  which  here  were  12 
cm.  from  the  wound.  Previous  examination  of  the 
skin  had  proved  that  the  pyocyaneus  bacillus  was 
absent  at  the  point  of  puncture. 

When  drj'  dressings  were  used  the  results  of  the 
puncture  at  the  end  of  the  wound  canal  without  the 
hematoma  were  as  follows: 

Rubber  drain:  After  twenty-four  hours  small 
quantities  of  pus  with  numerous  pyocyaneus  colonies 
(also  gram-positive  cocci),  were  found  which,  after 
p)eriods  of  forty-eight  and  seventy-two  hours,  had 
increased  still  more. 

Iodoform  gauze  strips:  The  secretion  was  more 
abundant  than  when  the  rubber  drain  was  used,  but 
bacteriological  examination  after  twenty-four  hours 
was  negative  for  pyocyaneus,  after  fifty-two  hours 
only  a  few  colonies  of  gram-positive  cocci  were 
cultured,  and  after  seventy-two  and  a  hundred 
and  twenty-four  hours  the  result  was  entirely  nega- 
tive. 

Wick  drainage :  The  secretion  was  slight.  The  first 
puncture  was  bacteriologicaUy  negative  and  not 
until  after  a  p>eriod  of  a  hundred  and  fourteen  hours 
were  gram-positive  cocci  found  in  large  numbers  and 
pyocyaneus  colonies  in  abundance. 

In  cases  of  dr>'  dressings  and  haematoma  the 
findings  were  as  follows: 

Rubber  drain:  Many  pyocyaneus  colonies  were 
found  after  twenty-four  hours. 

Iodoform  gauze:  A  scanty  growth  of  pyocyaneus 
was  obtained  only  when  the  third  puncture  was 
made  after  seventy-two  hours. 

Wick  drainage:  The  first  puncture  after  twenty- 
four  hours  was  negative;  the  second  after  fifty-two 
hours  gave  a  great  number  of  colonies  of  pyo- 
cyaneus. 

The  results  in  cases  of  moist  dressings  and  wound 
tunnels  without  haematoma  were  as  follows: 

Rubber  drain:  Large  amounts  of  purulent  secre- 
tion with  many  pyocyaneus  rods  after  twenty-four 
hours. 

Iodoform  gauze:  A  small  quantity  of  turbid  secre- 
tion after  twenty-four  and  forty-eight  hours,  more 
abundant  after  seventy-two  hours,  with  scanty  cul- 
tures at  the  beginning  and  still  more  scanty  pus. 

Wick  drainage:  Little  secretion,  which  did  not  be- 
come abundant  or  purulent  until  after  seventy-two 
hours;  pyocyaneus  absent;  only  a  few  gram-positive 
cocci  were  found. 

In  cases  of  moist  dressings  and  haematoma  the 
results  were  as  follows: 

Rubber  drainage:  After  twenty-four  hours  there 
was  much  purulent  secretion  with  many  pyocyaneus 
bacilli. 

Iodoform  gauze  and  wick  drainage:  At  no  time 
was  pyocyaneus  found.    ' 

The  same  results  were  obtained  when  the  tunnel 
wound  was  made  horizontal  and  the  site  of  puncture 
was  not  at  the  deepest  p)oint. 

The  authors  conclude  that  the  rubber  drain  favors 
the  entrance  of  bacteria  present  on  the  skin,  that 
iodoform  gauze  does  the  same,  but  in  less  degree, 
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and  wick  drainage  opposes  bacterial  advance.  In 
cases  of  gau2^  and  wick  drainage,  moist  dressings 
appear  to  retard  the  entrance  of  bacteria. 

Marwedel  (Z) 

Carrel,  A.:  Cicatrization  of  Wounds.  Factors 
Initiating  Regeneration.  /.  Exper.  M.,  1921, 
xxxiv,  425. 

If  regeneration  is  a  direct  consequence  of  the  loss 
of  tissue  and' is  initiated  by  an  internal  factor,  the 
cicatrization  of  a  wound  protected  against  all  exter- 
nal irritation  would  take  place  normally.  If  this 
hypothesis  is  not  true,  the  wound  would  not  begin 
to  cicatrize.  It  has  been  observed  that  the  latent 
period  of  cicatrization  of  a  wound  dressed  with 
dead  connective  tissue  or  plasma  clot  is  abnormally 
prolonged.  In  order  to  ascertain  the  measure  to 
which  the  onset  of  regeneration  could  be  delayed  by 
adequate  protection  of  the  surface  of  the  wound, 
the  author  performed  several  experiments  on  dogs. 
In  one  instance  the  latent  period  lasted  very  much 
longer  in  the  wound  protected  by  connecting  tissue 
than  in  the  control  wound. 

It  was  found  that  as  long  as  the  wounds  were  pro- 
tected against  mechanical,  chemical,,  and  bacterial 
irritations  by  a  connective-tissue  dressing  there  was 
no  evidence  of  cicatrization.  The  complete  or  partial 
failure  of  four  of  the  author's  exf)eriments  was  due 
to  the  slipping  of  the  inner  dressing  from  the  wound, 
mechanical  irritation  by  the  gauze,  and  infection. 
In  two  of  the  experiments  in  which  the  connective 
tissue  was 'maintained  at  the  surface  of  the  wound 
cicatrization  had  not  begun  even  at  the  end  of 
twenty-five  and  eighteen  days  respectively  after  the 
operation,  while  in  the  control  wound  the  duration 
of  the  latent  period  did  not  exceed  five  or  six  days. 
The  experiments  were  interrupted  after  the  second 
or  third  inspection  on  account  of  the  technical  im- 
possibility of  again  applying  a  non-irritating  dress- 
ing to  the  wounds  but  Carrel  believes  that  the 
wounds  could  have  been  kept  for  a  much  longer  time 
in  a  condition  of  quiescence. 

While  it  is  not  known  whether  cicatrization  can 
be  prevented  for  an  indefinite  period,  there  is  no 
doubt  that  if  all  external  irritations  are  suppressed 
the  mechanism  of  regeneration  is  not  set  in  motion 
at  the  usual  time.  It  appears,  therefore,  that  under 
ordinary  conditions  cicatrization  is  not  initiated  by 
an  internal  factor. 

On  the  contrary,  the  application  of  turpentine, 
chick-embryo  pulp,  and  staphylococci  markedly 
decreased  the  length  of  the  latent  period,  often  to 
less  than  two  days.  This  fact  demonstrated  the 
importance  of  external  factors  in  the  initiation  of 
cicatrization.  It  appears  that  the  mechanism  of 
regeneration  becomes  adapted  to  the  ordinary  con- 
ditions of  life  of  the  animals.  A  small  wound  will 
begin  to  cicatrize  sooner  if  slightly  infected,  as  is 
practically  always  the  case,  than  if  it  is  thoroughly 
protected  by  a  non-irritating  dressing. 

The  following  are  the  conclusions  drawn  in  the 
author's  report: 


1.  It  may  be  concluded  that,  under  the  conditions 
of  the  experiments,  a  wound  protected  by  a  non- 
irritating  dressing  shows  no  granulation  tissue  or 
beginning  of  contraction  for  at  least  twenty-five 
days. 

2.  The  local  application  of  certain  irritants,  such 
as  turpentine,  chick-embryo  pulp,  and  staphylococci, 
reduces  the  duration  of  the  latent  period  to  less  than 
two  days. 

3.  Apparently  regeneration  is  initiated,  not  by  an 
internal,  but  by  an  external  factor. 

George  E.  Beilby,  M.D. 

FuUe,  G.  B.  C:  Experimental  Research  upon 
Wounds  of  the  Gall-Bladder  and  Experimental 
Cholaemia  (Contributo  sperimentale  alle  ferite 
della  cistifellea  e  alia  colemia  sperimentale).  Arch, 
ital.  di  chir.,  1921,  iv,  339. 

From  a  consideration  of  previous  experimental 
work  on  the  action  of  bile  escaping  into  the  peri- 
toneal cavity,  FuUe  finds  it  evident  that  the  ques- 
tion of  cholaemia,  which  represents  the  final  stage  of 
biliary  wounds  with  intraperitoneal  biliary  effusion, 
has  not  yet  been  completely  answered.  The  major- 
ity of  writer^on  the  subject  still  speak  of  some 
poorly  defined  toxic  action  but  do  not  know  which 
of  the  different  constituents  of  the  bile  is  the  toxic 
agent.  Clinical  results  and  exp>erimental  findings 
are  too  discordant  to  warrant  the  assumptioh  that 
cholaemia  is  the  sole  cause  of  death  following  wounds 
of  the  liver  and  the  biliary  ducts  as  the  death  occurs 
a  few  hours  after  the  injury  although  large  quan- 
tities of  bile  can  remain  in  the  abdominal  cavity  for 
weeks  without  harmful  effect.  Some  other  condi- 
tion, therefore,  must  be  associated  with  the  cholae- 
mia. 

To  study  this  question  further  the  author  carried 
out  a  number  of  experiments  on  dogs  and  rabbits 
to  determine  the  local  action  of  the  bile  on  the 
peritoneum.  The  flow  of  bile  into  the  peritoneal 
cavity  was  effected  by  means  of  various  types  of 
wounds  of  the  gall-bladder.  All  of  the  animals  died 
when  the  wounds  were  severe,  but  some  of  those  with 
slight  wounds  survived.  The  research  included 
examination  of  the  urine,  the  determination  of  the 
power  of  the  peritoneum  to  absorb  normal  bile, 
and  the  determination  of  the  toxicity  of  the  intra- 
peritoneal biliary  effusion. 

All  animals  having  the  fundus  of  the  gall-bladder 
removed  or  with  wounds  3  or  4  cm.  in  length  died 
within  a  period  of  nineteen  to  sixty-two  hours  in 
the  case  of  dogs  and  twelve  hours  to  seven  days  in 
the  case  of  rabbits.  In  dogs  with  smaller  wounds, 
which  were  killed  forty-two  to  sixty-five  days  after 
the  injury,  autopsy  showed  that  the  gall-bladder 
was  surrounded  by  connective  tissue  adhesions  and 
the  peritoneal  cavity  was  entirely  normal,  being 
free  from  adhesions  and  inflammation.  These  re- 
sults agreed  with  those  which  were  obtained  from 
experimental  intraperitoneal  injections  of  ox  bile 
in  rabbits  and  demonstrate  that  normal  bile  is 
usually  sterile. 
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An  important  finding  which  the  author  wishes  to 
emphasize  was  that  in  extensive  wounds  of  the  gall- 
bladder little  biliary  pigment  was  found  in  the 
urine,  while  in  cases  of  small  wounds  it  was  always 
present.  In  all  cases  there  was  complete  absence  of 
cutaneous  and  subconjunctival  icterus.  In  the 
slight  wounds  reaction  was  manifested  in  the  urine 
within  twelve  hours  following  the  injury  and  per- 
sisted for  a  period  varying  from  six  to  thirty-two 
days. 

The  experimental  findings  showed  also  that  the 
normal  bile  collected  directly  from  the  gall-bladder 
of  dogs  and  rabbits  was  undoubtedly  more  toxic 
than  that  which  flowed  from  a  traumatized  gall- 
bladder and  had  had  more  or  less  contact  with  the 
peritoneal  serosa.  The  bile  flowing  from  large  and 
fatal  wounds  of  the  gall-bladder  was  not  more  toxic 
than  that  flowing  from  small  wounds  which  were 
not  fatal.  The  author  suggests  that,  by  reason  of 
its  serous  transudation,  the  peritoneum  is  bacteri- 
cidal and  can  neutralize  biliary  toxins.  However, 
as  blood  also  is  frequently  present  in  these  intra- 
peritoneal effusions,  the  decrease  in  toxicity  may  be 
due  to  dilution  of  the  bile  by  the  blood  serum  or 
peritoneal  exudate.  This  hypothesis,  nevertheless, 
does  not  explain  all  cases  as  in  many  animals 
which  died  or  were  killed  the  bUe  found  in  the  peri- 
toneal cavity  showed  macroscopicaUy  all  the  charac- 
teristics of  bile  freshly  derived  from  the  gall-bladder. 
For  further  study  the  author  therefore  made  intra- 
venous injections  of  the  intra-abdominal  bile  effu- 
sion. Most  of  the  experimental  animals  died,  but 
the  period  of  survival  was  much  longer  than  that 
following  injections  of  normal  bile.  The  longer  sur- 
vival indicated  diminished  toxicity  of  the  bile  in 
the  effusion.  In  all  these  animals  autopsy  showed  a 
moderate  effusion  of  blood  in  the  abdominal  cavity 
which  no  doubt  was  due  to  the  toxic  action  of  the 
bile  on  the  blood  or  the  blood-vessel  waUs. 

From  his  findings  the  author  draws  the  conclusion 
that  the  danger  of  severe  wounds  of  the  gall-bladder 
is  due  to  the  immediate  absorption  of  a  greater 
quantity  of  the  effusion  which  causes  intoxication 
of  the  organism  before  the  i)eritoneum  can  defend 
itself  and  arrests  the  processes  of  elimination. 

W.  A.  Brznnan. 

Eisberg,  H.  B. :  Experimental  Intestinal  Obstruct- 
ion.  Ann.  Surg.,  1921,  Ixxiv,  584. 

In  the  types  of  experimental  intestinal  obstruction 
discussed  in  this  article  the  toxins  seem  to  have  a 
two-fold  origin.  In  obstruction  in  the  duodenal 
region  due  to  severance  of  the  gut  the  pancreas  is 
probably  the  main  source  of  the  toxin.  Bacteria 
are  apparently  not  a  determining  factor. 

In  the  pure  segmental  type  of  obstruction  (i.e., 
an  isolated  segment,  the  continuity  of  the  gut  being 
uninterrupted)  the  damaged  intestinal  tissue  is  the 
deciding  factor  as  regards  a  fatal  outcome.  If  no 
devitalized  tissue  is  present  death  does  not  occur. 
In  non-devitalized  segments  bacteria  alone  will  not 
cause  a  fatal  outcome.   In  some  cases  devitalization 


of  a  segment  appears  to  be  responsible  for  a  fatal 
outcome  long  before  there  has  been  time  for  bacterial 
action  to  play  a  part  in  the  result.  When  severance 
of  the  gut  and  segmental  obstruction  are  both  pres- 
ent but  there  is  no  damage  to  the  intestinal  mucosa 
in  the  segment,  the  fatal  outcome  is  due  to  severed 
gut  obstruction  rather  than  to  the  undamaged  seg- 
ments. 

In  both  types  of  obstruction  the  breaking  down 
of  the  protein  molecules  of  the  host  appears  to  be  an 
important  factor  in  the  formation  of  toxic  sub- 
stances. Whether  the  actual  end-products  in  both 
instances  are  chemically  allied  or  not  is  yet  to  be 
proved. 

In  obstruction  due  to  severance  of  the  gut  death 
appears  to  be  essentially  physiological.  In  the  type 
due  to  devitalization  of  an  intestinal  segment  this  is 
true  in  the  main  but  an  additional  element  is  the 
presence  of  bacteria.  For  the  present,  the  character 
of  the  toxic  product  in  the  former  can  only  be 
conjectured.  In  the  latter  the  not  clearly  defined 
proteose  or  its  split  products  may  be  regarded 
as  the  fatal  agent. 

Frederick  Christopher,  M.D. 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Wakeley,  C.  P.  G. :  Congenital  Synostosis  of  the 
Radius  and  Ulna.  Arch.  Radiol.  Sf  Electrotherapy, 
1921,  xxvi,  185. 

Congenital  synostosis  of  the  radius  and  ulna  was 
formerly  considered  one  of  the  rare  deformities  of 
the  forearm  bones,  but  since  the  introduction  of  the 
roentgen  rays  numerous  instances  have  been  re- 
ported. 

In  some  of  the  cases,  and  esj)ecially  those  in  which 
the  synostosis  is  associated  with  dislocation  of  the 
head  of  the  radius,  a  strong  hereditary  element  is 
present.  The  main  characteristic  of  the  deformity 
is  the  fixation  of  both  forearms  in  a  position  of  pro- 
nation or  mid-pronation.  Extension  and  flexion  at 
the  elbow  and  movements  at  the  wrist  are  always 
free.  There  is  no  movement  of  the  radius  and  ulna, 
however,  as  between  these  bones  there  is  firm 
osseous  union.  When  the  deformity  is  unilateral, 
the  affected  forearm  often  appears  thinner  and  some- 
times shorter  than  the  sound  arm. 

Two  types  of  the  condition  may  be  distinguished: 
(i)  true  radio-ulnar  synostosis,  and  (2)  radio-ulnar 
synostosis  complicating  congenital  dislocation  of 
the  head  of  the  radius. 

In  the  true  radio-ulnar  synostosis  the  upper  end 
of  the  radius  is  completely  fused  to  the  ulna  for  a  dis- 
tance of  from  3  to  6  cm.  The  line  of  fusion  extends 
obliquely  downward  on  the  front  of  the  ulna,  and 
the  concave  border  of  the  bony  arch  corresponds  to 
the  upper  end  of  the  interosseous  membrane.  The 
lower  ends  of  the  radius  and  ulna  are  almost  invari- 
ably free.  In  addition  to  bony  union,  the  soft  parts 
show  considerable  deviation  from  the  normal.  The 
supinator  muscles  are  defective,  and  the  pronator 
radii  teres  and  pronator  quadratus  are  much  short- 
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cned.  In  over  80  per  cent  of  the  recorded  cases  of 
true  radio-ulnar  synostosis  the  condition  was  sym- 
metrical. 

To  determine  the  etiological  factors  the  author 
examined  a  considerable  number  of  human  embryos 
in  various  stages  of  development.  He  has  come  to 
the  conclusion  that,  among  other  possibilities,  the 
deformity  might  be  due  to  failure  of  development  of 
the  supinators  and  pronators  of  the  forearm.  Sev- 
eral theories  advanced  by  others,  such  as  those  as- 
cribing it  to  abnormal  pressure  and  atavism,  are 
mentioned. 

Brief  reports  of  the  eight  cases  which  came  under 
the  author's  observation  are  appended.  Seven  of 
them  belonged  to  Type  i  and  one  to  Type  2.  Sev- 
eral photographs  and  roentgenograms  illustrating 
the  conditions  are  presented. 

In  cases  in  which  the  forearm  is  fixed  in  the  semi- 
l)ronc  position  operation  is  not  advisable.  In  those 
in  which  it  is  fixed  in  the  prone  position  an  operation 
may  be  undertaken  to  separate  the  upper  ends  of 
the  radius  and  ulna;  the  forearm  should  then  b.e 
put  up  in  the  mid-prone  position  in  which  the  dis- 
ability is  not  so  great.  All  operations  on  these 
cases  arc  difficult  because  of  the  danger  of  injuring 
the  posterior  interosseous  nerve.  In  fact,  it  is  a 
question  whether  operation  should  be  advised  at 
all  as  the  disability  is  usually  very  slight,  the  patient 
having  adapted  himself  to  the  deformity. 

Adolph  Hartung,  M.D. 

Melville,  S;:  Some  Points  in  the  Diagnosis  of 
Hilum  Tuberculosis  in  the  Adult  by  Means 
of  the  X-Rays.  Arch.  Radiol.  &  Electrotherapy, 
1921,  xxvi,  178. 

There  is  great  need  for  further  investigation  of 
the  significance  of  abnormal  shadows  seen  in  the 
lungs  and  for  their  correlation  with  the  clinical 
findings. 

In  about  go  per  cent  of  all  autopsies  there  is  evi- 
dence of  thickening  of  the  root  tissues  and  the  pres- 
ence of  enlarged,  and  sometimes  calcareous  glands 
or  peribronchial  thickening. 

Radiographic  evidence  of  obviously  tuberculous 
adenitis  of  the  mediastinal  and  bronchial  glands  is 
very  common  in  children. 

Chronic  interstitial  pneumonia  results  in  the  for- 
mation of  a  great  deal  of  fibrous  tissue  around  the 
bronchial  tubes. 

Chronic  bronchitis  gives  rise  to  an  increase  in  the 
amount  and  density  of  the  shadows  of  the  bronchial 
tissue. 

In  emphysema  the  shadow  of  the  bronchial  tree 
stands  out  in  marked  contrast  to  the  surrounding 
hypertranslucent  lung  and  consequently  appears  to 
be  denser  than  normal. 

Hilum  tuberculosis,  therefore,  cannot  be  included 
with  any  of  these  conditions,  in  all  of  which  there  is 
exaggeration  not  only  of  the  hilum  shadow  but  also 
of  the  peribronchial  shadows.  The  only  exceptions 
are  direct  hilum  infection  in  children  and  certain 
cases  of  known  tuberculous  origin. 


Hilum  tuberculosis  is  a  definite  affection  which 
is  recognized  by  many  able  clinicians.  Among  the 
latter  are  Riviere  and  Beddard.  It  appears  that 
Riviere  bases  his  diagnosis  on  the  symptoms,  the 
presence  of  certain  areas  of  paravertebral  dullness, 
and  the  transverse  narrowing  of  the  apical  expan- 
sion, but  chiefly  the  fact  that  the  affection  is 
bilateral. 

In  the  X-ray  picture  the  cardiac  shadow  is  gen- 
erally small  and  vertical  in  position,  the  left  border 
of  the  heart  being  internal  to  the  root  of  the  left 
lung  and  thus  leaving  the  latter  uncovered.  The 
roots  of  both  lungs  show  thickening  and  increased 
density,  such  thickening  being  of  the  soft  or  "  wool- 
ly" type  or  showing  definite  and  discrete  nodult^s 
(calcareous  glands).  Marked  narrowing  and  les- 
sened expansion  are  noted  at  the  apices  of  both 
lungs.  It  is  to  the  latter  point  that  particular  atten- 
tion is  directed.  Adolph  Hartung,  M.D. 

Carman,  R.  D. :  Primary  Cancer  of  the  Lun(i  from 
the  Roentgenological  Viewpoint.  Mrd.  Clin. 
N.  Am.,  192 1,  V,  307. 

The  author  reports  thirty-seven  cases  of  primary 
cancer  of  the  lung.  In  seventeen,  the  roentgeno- 
logical findings  were  verified  by  autopsy.  Cancer 
was  found  in  seven  of  ten  cases  in  which  biopsy 
was  made.  In  the  three  others  and  in  ten  additional 
cases  the  diagnosis  was  supp>orted  by  clinical  and 
roentgenological  evidence.  Twenty-nine  of  the 
patients  in  this  series  were  men  and  seven  were 
women.  The  average  age  was  50  years.  The  young- 
est patient  in  whom  the  diagnosis  was  confirmed  by 
autopsy  was  17  years  old. 

The  cases  are  classified  as  lobar  (14)  and  hilar 
(23).  In  twelve  cases  of  lobar  cancer  the  primary 
growth  cast  a  massive  shadow,  and  in  six  cases  the 
larger  shadow  was  associated  with  smaller  shadows 
(metastatic  areas).  In  seven  cases  the  shadows  were 
in  an  upper  or  middle  lobe,  and  in  five,  in  a  lower 
lobe.  In  two  cases  small  diffuse  shadows  in  both 
lung  fields  showed  the  condition  to  be  miliary  in 
type.  In  seven  cases  of  hilar  cancer  the  margins 
were  rounded  and  circumscribed,  and  in  the  remain- 
ing sixteen  cases  they  were  hazy  or  irregular  with 
prong-like  projections. 

The  lobar  shadow  is  often  extensive  and  may  in- 
volve more  than  one  lobe.  The  shadows  usually 
are  markedly  dense  and  homogeneous,  though  their 
peripheries  may  show  a  hazy  thinning  out. 

In  both  cases  of  the  miliary  variety  the  metastases 
were  roentgenologically  of  the  miliary  type.  In 
the  absence  of  an  extrathoracic  primary  growth  it  is 
best  to  assume  that  the  innumerable  small  nodules 
are  metastases  from  some  undiscovered  focus,  either 
at  the  root  or  elsewhere  in  the  lung. 

The  clinical  symptoms  of  primary  cancer  of  the 
lung  are  not  pathognomonic  and  the  condition  is 
often  confounded  with  other  lesions,  especially  with 
tuberculosis.  The  roentgen-ray  signs,  however,  may 
be  characteristic.  The  extensive  and  dense  lobar 
shadow  associated  with  smaller  shadows  of  metas- 


GENERAL  SURGERY  —  MISCELLANEOUS 


229 


tasis  is  pathognomonic.  If  the  latter  are  not  pres- 
ent, carcinoma  may  be  only  susp>ected.  Its  pres- 
ence should  be  considered  also  when  a  dense  shadow, 
variable  in  size,  with  a  convex  outer  border 
and  with  either  smooth  or  irregular  margins  is  seen 
at  the  hUus.  Complicating  factors,  such  as  conges- 
tion, atelectasis,  and  effusion,  often  render  the 
interpretation  of  the  roentgenograms  more  difficult. 
Although  cavities  were  found  in  the  postmortem 
examination  in  three  cases,  they  were  filled  with  de- 
bris and  had  not  appeared  as  cavities  on  the  plate. 
Except  the  type  regarded  as  pathognomonic,  all 
varieties  of  primary  cancer  of  the  lung  require  care- 
ful interpretation  in  the  light  of  the  clinical  facts. 
Ch.\rles  H.  Heacock,  M.D. 

Eusterman,  G.  B. :  A  Case  of  Delayed  Postoperative 
Obstruction  of  the  Proximal  Loop  of  the  Jeju- 
num from  Adhesions,  and  a  Description  of  the 
Attendant  Phenomena  Including  Gastric 
Tetany:  Discussion  of  the  Discrepancy  Be- 
tween Clinical  and  Roentgen -Ray  Observa- 
tions on  Motor  Function.  Med.  Ciin.  N.  Am., 
1921,  v,  395. 

Eusterman  reports  two  cases  of  unusual  interest. 
The  first  was  that  of  a  woman,  aged  31,  who  had 
delayed  postoperative  obstruction  of  the  proximal 
loop  of  the  jejunum  due  to  adhesions  and  gastric 
tetany.  Previous  to  the  author's  study  of  the  case 
a  posterior  gastrojejunostomy  had  been  done  else- 
where on  a  diagnosis  made  by  a  roentgenologist. 
Three  months  after  the  operation  the  symptoms  of 
high  intestinal  obstruction  developed. 

Examination  at  the  Mayo  Clinic  elicited  no 
ante-operative  history  suggesting  ulcer,  but  rather 
that  of  a  severe  migraine  of  long  standing.  A 
moderate  six-hour  barium  retention  was  present 
but  the  stoma  could  not  be  seen.  There  was  no 
evidence  of  an  ulcer  either  in  the  duodenal  cap  or 
the  body  of  the  stomach.  Under  further  observa- 
tion in  the  hospital  there  was  definite  clinical  evi- 
dence of  low  duodenal  obstruction  which  was  con- 
firmed by  the  motor  test-meal,  regurgitant  vomiting, 
and  visible  gastric  peristalsis.  A  second  fluoro- 
scopic examination  showed  no  sign  of  barium  reten- 
tion and  did  not  reveal  the  stoma.  A  severe  attack 
of  gastric  tetany  was  precipitated,  but  subsided 
promptly  under  treatment. 

In  summarizing,  the  author  briefly  discusses  the 
following  points  of  interest: 

1.  The  growing  tendency  among  many  surgeons 
to  perform  operations  on  insufficient  evidence. 

2.  The  late  postoperative  development  of  severe 
symptoms  of  obstruction  unlike  the  pre-operative 
complaint.  In  this  case  the  ordinary  test  meal  was 
a  better  criterion  of  motor  derangement  than  the 
barium  meal.  This  is  not  uncommon  in  the  presence 
of  marked  hypersecretion  or  excess  fluid. 

3.  Inability  of  the  radiologist  to  visualize  the  gas- 
tro-enterostomy  opening.  This  may  have  been  due 
to  failure  to  perform  the  gastro-enterostomy,  to  in- 
termittent spastic  closure,  complete  cicatricial  con- 
traction of  the  stoma  due  to  a  gastrojejunal  ulcer, 


or  to  obstruction  of  the  proximal  or  distal  jejunal 
loop,  which  usually  is  the  result  of  technical  error. 

A  diagnosis  was  made  of  non-ulcerative  post- 
surgical obstruction  at  or  just  below  the  stoma,  with 
gastrectasia.  Operation  revealed  a  dilated  stomach, 
an  open  pylorus,  no  evidence  of  ulcer  in  either  the 
stomach  or  duodenum,  and  a  gastro-enterostomy 
opening  admitting  three  fingers.  The  jejunum  had 
been  applied  in  the  wrong  direction  and  adhesions 
were  producing  marked  angulation  of  the  proximal 
loop.  An  entero-anastomosis  was  made  and  the 
patient  recovered. 

The  second  case  was  that  of  a  man,  aged  49  years, 
who  had  a  chronic  penetrating  gastric  ulcer  which 
apparently  had  developed  after  a  successful  gastro- 
jejunostomy five  years  previously  for  an  obstructing 
duodenal  ulcer  involving  the  pylorus.  The  patient 
had  enjoyed  good  health  for  three  months  after 
this  operation.  At  the  end  of  that  time,  following 
an  attack  of  acute  gastro-enteritis,  progressive 
epigastric  symptoms  quite  similar  to  those  of  his 
original  trouble  developed.  One  recent  attack  typi- 
cal of  chronic  gastric  ulcer  was  quite  severe  and  per- 
sisted continuoush'  for  three  months. 

The  principal  findings  on  re-examination  were  an 
area  of  localized  tenderness  in  the  mid-epigastrium 
corresponding  to  the  niche  of  a  p)enetrating  ulcer 
on  the  lesser  curvature  as  seen  with  the  fluoroscope. 
The  stoma  was  functioning  normally,  at  least  two- 
thirds  of  the  barium  leaving  by  this  route.  A  small 
six-hour  barium  retention  was  recorded.  Gastric 
analysis  showed  no  free  hydrochloric  acid,  no  gross 
food  residue,  bile  -1-  +  ,  occult  blood,  and  a  total 
filtrate  of  30  c.cm.  Observation  for  ten  days  at  the 
hospital  confirmed  the  patient's  statements  with 
regard  to  the  severity,  the  time  of  appearance,  and 
the  mode  of  control  of  the  pain.  On  repeated  aspira- 
tion during  the  height  of  his  discomfort  the  gastric 
contents  rarely  exceeded  50  c.cm.;  food  residues 
were  absent  four  hours  after  alimentation,  and 
achlorhydria  was  constant.  However,  simple  as- 
piration, emesis,  eating,  or  alkalies  gave  consistent 
relief.  On  the  basis  of  kymographic  tracings  made 
during  a  typical  period  of  trouble  it  seemed  reason- 
able to  conclude  that  the  pain  was  peristaltic  in 
nature. 

The  second  laparotomy  revealed  above  the  pylo- 
rus a  large  benign  chronic  ulcer  5  cm.  in  diameter. 
This  was  excised.  The  original  ulcer  was  found 
to  be  healed,  and  the  stoma  was  healthy  and  patent. 
The  patient's  convalescence  was  uneventful. 

This  case  was  of  interest  because  of  the  apparent 
occurrence  of  a  new  gastric  ulcer  in  the  presence  of  a 
normally  functioning  gastro-enterostomy  in  addi- 
tion to  achlorhydria,  and  because  of  the  typical 
syndrome  of  a  benign  ulcer  in  the  persistent  absence 
of  free  hydrochloric  acid.  The  author  cites  previous 
cases  of  a  similar  nature  and  discusses  in  detail  the 
causative  factors  giving  rise  to  recurrence  of  ulcer 
after  gastro-enterostomy  and  the  various  factors 
which  may  give  rise  to  anacidity  in  the  presence  of  a 
benign  ulcer. 
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Payne,  R.  A.,  and  Trahar,  F  C:  Developmental 
Rests  in  the  Caecum  and  Ascending  Colon  and 
Their  Roentgen-Ray  Diagnosis.  Am.  J.  Roent- 
genol., 1921,  n.s.  viii,  643. 

The  authors  make  no  claim  for  originality  but 
desire  to  emphasize  the  importance  of  roentgen-ray 
methods  in  the  diagnosis  of  conditions  already  well 
known  to  anatomists  and  surgeons.  With  regard 
to  the  changed  of  the  cxcum  and  colon  in  foetal  life 
they  accept  the  theory  of  Harvey,  which  was  based 
on  that  of  Connell.  Four  main  subdivisions  are 
made,  namely:  migration,  rotation,  descent,  and 
fixation.  Abnormalities  in  any  of  these  develop- 
mental changes  are  described  under  the  headings 
"deficient"  and  "excessive."  The  various  phases 
of  changed  positions  and  relations  of  the  caecum  and 
adjacent  structures  in  foetal  life  are  reviewed. 

Descriptions  and  illustrations  of  the  normal 
descent  and  fusion  in  sthenic  and  asthenic  individ- 
uals and  of  excessive  descent  of  the  caecum  are 
presented.  The  roentgen-ray  evidence  of  deficiency 
in  fusion  must  be  in  terms  of  the  motility  of  the 
parts.  Cases  of  abnormal  motility  of  the  caecum 
and  of  fixed  caecum  and  mobile  hepatic  angle  are 
illustrated.  The  resultant  pathology  is  of  the  nature 
of  a  drag  on  the  attachments  causing  impairment  of 
function  in  bowel  clearing.  Frequently  there  is 
associated  band  formation  from  either  foetal  rem- 
nants or  irritative  substances  passing  through  the 
bowel  wall.  Abnormalities  of  the  appendix,  such  as 
retrocaecal  location,  are  commonly  associated  with 
an  anomalous  position  of  the  caecum,  but  may  occur 
even  if  the  caecum  is  normal. 

In  cases  of  non-descent,  the  caecum  is  found  lying 
well  up  under  the  right  lobe  of  the  liver,  and  if  rota- 
tion has  not  occurred  the  ileum  enters  it  from  above 
and  to  the  right.  Two  such  cases  are  cited.  In 
cases  of  deficient  migration,  non-fusion,  and  non- 
rotation,  the  caecum  is  found  hanging  on  the 
left  side  from  the  splenic  angle,  the  loops  of  ileum 
lying  to  the  right  and  the  ileocaecal  valve  being  on 
the  right  side.    Four  such  cases  are  described. 

Other  cases  of  various  types  have  been  noted. 
The  information  to  be  derived  from  the  roentgen 
examination  may  be  of  the  utmost  importance  to 
the  surgeon  when  corrective  measures  are  indicated 
by  symptoms  due  to  abnormal  functioning  secon- 
dary to  changed  positions  or  other  causes. 

Adolph  Hartung,  M.D. 

Tyler,  A.  F. :  Recent  Developments  in  Deep  Ther- 
apy Technique  —  Facts  and  Fancies.  J.  Radiol., 
1921,  ii,  24. 

The  types  of  cases  suitable  for  radiotherapy  are 
divided  by  the  author  into  three  main  classes:  (i) 
those  in  which  radiotherapy  is  preferable,  including 
epithelioma  of  the  face  and  lip  and  certain  types  of 
mouth  cancer,  cancer  of  the  cervix,  and  lymphosar- 
coma; (2)  cases  in  which  radiotherapy  is  optional, 
such  as  cancer  of  the  tongue,  cancer  of  the  penis, 
and  cancer  of  the  breast;  and  (3)  cases  in  which 
radiotherapy  is  the  last  resort,  viz.,  all  inop>erable 


cases  of  malignancy.  There  should  be  pre-operative 
treatment  in  all  cases  of  malignancy  and  postopera- 
tive treatment  in  all  cases. 

As  regards  technique,  stress  is  laid  upon  the  use 
of  high-voltage  currents  for  the  production  of  roent- 
gen rays  and  on  heavy  filtration.  For  the  past  seven 
years  not  less  than  a  lo-in.  spark  gap  and  a  6  mm. 
aluminum  filter  have  been  used.  Relative  to  the 
advance  in  deep  therapy,  Tyler  states  that  credit 
should  be  given  the  Germans  for  devising  an  ioniza- 
tion chamber  to  be  used  within  cavities  which  per- 
mits actual  measurement  of  dosages  at  a  distance 
from  the  surface.  The  Germans  have  emphasized 
the  importance  of  the  fact  that  cancer  cells  are  more 
susceptible  to  single  massive  doses  than  to  repeated 
doses.  Another  advantage  in  the  technique  advo- 
cated by  German  clinicians  is  the  use  of  a  greater 
anode  skin  distance.  With  this,  a  greater  volume 
of  roentgen  rays  may  be  delivered  to  deep  tissues 
with  less  skin  reaction.  The  duration  of  the  treat- 
ment must  necessarily  be  lengthened  to  compensate 
for  the  added  distance.  When  the  anode  skin 
distance  is  increased  a  larger  port  of  entry  may  be 
employed  and  the  secondary  rays  generatingin  the 
tissues  themselves  will  be  considerably  greater  than 
when  the  port  of  entry  is  smaller  and  the  distance 
is  closer. 

The  filter  employed  in  the  German  technique  is 
not  less  than  yi  mm.  of  pure  copper.  This  has  the 
same  filtering  quality  as  12  mm.  of  aluminum  and 
very  materially  cuts  down  the  number  of  rays  reach- 
ing the  part  treated  unless  the  voltage  is  increased 
accordingly.  Theoretically,  the  Germans  aimed  to 
do  this;  actually,  however,  some  of  the  apparatus 
they  are  using  does  not  furnish  the  required  higher 
voltage. 

The  difference  in  the  quantity  of  rays  passing  to 
the  tumor  through  6  mm.  of  aluminum  filter  and 
the  quantity  passing  through  >^  mm.  copper  filter 
accounts  for  a  considerable  amount  of  the  difference 
in  the  time  factor  employed  by  the  Germans  as  com- 
pared with  that  employed  in  America.  Another 
factor  entering  into  this  element  is  that  in  America 
it  is  the  common  custom  to  employ  5  ma.  of  current 
in  the  tube  while  the  Germans  usually  employ  only 
I  or  2  ma. 

The  points  in  the  report  of  the  German  technique 
which  have  been  misleading  are  those  dealing  with 
the  enormous  voltage  and  the  amount  of  dosage 
employed.  In  America,  the  root  mean  square  voltage 
is  used  in  estimating  the  voltage  passing  between 
two  points.  In  Germany,  the  peak  voltage  method 
of  measurement  is  used.  Consequently  the  German 
clinical  technique  employs  no  higher  voltage  than 
that  which  some  American  radiologists  have  been 
using  for  a  number  of  years. 

In  conclusion  the  author  states  that  if  increased 
filtration  is  used,  higher  voltages  will  be  necessary 
to  produce  shorter  wave  lengths  with  greater  pene- 
tration. The  massive  or  lethal  dose  should  be 
spread  over  a  period  of  two  or  three  days  and  the 
patient  given  proper  preliminary  and  after-care. 
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The  treatment  is  essentially  a  hospital  procedure. 
Its  chief  value  would  appear  to  be  for  malignancy 
involving  the  pelvic  viscera  and  in  deeper  struc- 
tures of  the  trunk  of  the  body. 

Adolph  Hartxtng,  M.D. 

Allison,  R.  G.,  Beard,  A.  H.,  and  McKinley,  G.  A.: 
X-Ray  Treatment  of  Toxic  Goiter.     Am.  J. 

Roentgenol.,  1921,  n.s.  viii,  635. 

The  material  on  which  this  study  is  based  includes 
hospital,  dispensary,  and  private-practice  cases  of 
hyperthyroidism.  No  attempt  at  selection  was 
made  but  they  are  divided  into  three  groups.  The 
first  group  included  cases  of  toxic  goiter  with  and 
without  exophthalmos  varying  from  mild  to  severe. 
The  second  group  consisted  of  six  postoperative 
cases  of  exophthalmic  goiter.  In  the  third  group 
were  three  cases  of  thyrotoxic  adenoma  given 
roentgen-ray  treatment ;  these  are  reported  for  what- 
ever value  they  may  have.  The  patients  led  their 
usual  lives  and  no  other  coincident  treatment  was 
carried  on.  The  estimation  of  the  activity  of  the 
thyroid  gland  was  based  on  the  metabolic  rate  and 
the  clinical  signs  and  symptoms  such  as  the  pidse 
rate,  the  character  of  the  gland,  the  eye  signs,  tre- 
mor, and  nervousness.  The  metabolic  rate  was 
determined  at  intervals  during  the  treatment,  and 
in  aU  cases  the  last  rate  was  recorded  and  checked 
from  three  to  six  weeks  after  the  last  treatment. 

AU  of  the  cases  were  treated  with  a  standard  dos- 
age at  three-week  intervals.  The  radiation  con- 
sisted of  30  milliampere-minutes  of  ray  filtered 
through  4  mm.  of  aluminum  and  one  thickness  of 
sole  leather.  The  target-skin  distance  was  8  in., 
and  the  voltage  was  equal  to  an  8-in.  spark  gap 
measured  between  blunt  points.  Three  portals  of 
entry  were  used,  one  over  each  lobe  of  the  thyroid 
and  one  over  the  thymus.  If  marked  improvement 
was  not  noted  at  the  completion  of  the  fourth  treat- 
ment the  dosage  was  increased  to  34  miUiampere 
minutes,  the  other  factors  being  kept  constant. 

A  tabulated  abstract  of  the  cases  gives  the  symp- 
toms before  treatment,  the  duration  and  number  of 
the  treatments,  the  general  efifect  of  the  treatments 
and  their  efi^ect  upon  the  basal  metabolism,  the 
pulse,  the  tremor,  the  eye  signs,  and  the  thyroid 
gland.  The  authors'  findings  are  summarized  as 
follows: 

I.  Of  twenty-seven  patients  with  uncomplicated 
Graves'  disease  who  were  subjected  to  roentgen-ray 
treatment  but  were  not  operated  upon,  twenty-four 
are  well  from  both  the  clinical  and  the  laboratory 
standpoint.  The  treatment  has  been  complete  for 
nearly  eight  months.  The  remaining  three  patients 
came  to  operation.  Of  these  three,  one  was  defi- 
nitely benefited  before  operation  and  the  two  others 
were  normal  a  few  months  after  operation.  Of  six 
patients  with  postoperative  hyp)erthyroidism  which 
had  relapsed,  one  showed  a  definite  cure.  The 
other  five  were  not  benefited.  Of  three  patients 
with  thyrotoxic  adenoma  none  showed  any  response 
to  roentgen-ray  therapy. 


2.  The  only  patient  of  the  series  who  was  oper- 
ated up)on  during  an  increasing  basal  metabolic  rate 
died  an  operative  death. 

3.  The  results  obtained  in  the  earlier  cases  might 
have  been  obtained  more  quickly  if  more  intensive 
treatment  had  been  given. 

4.  No  poor  results  or  complications  which  could 
be  attributed  to  the  treatment  occurred  in  any  of 
the  series. 

5.  Exi>erience  with  the  treatment  described 
demonstrates  that  satisfactory  results  can  be  ob- 
tained only  with  the  closest  possible  co-operation 
between  the  clinician  and  roentgen  therapist. 

Adolph  Hartung,  M  J). 

Thompson,  H.  B. :  The  Treatment  of  Leuksemia. 

Am.  J.  Roentgenol.,  1921,  n.s.  viii,  629. 

For  practical  purposes  the  author  prefers  the 
original  textbook  classification  of  leukaemias  into  the 
myelogenous  and  lymphatic  types  to  some  of  the 
present-day  classifications  which  include,  in  addi- 
tion, Hodgkin's  disease,  aleukaemias,  subleukaemias, 
myeloses  and  lymphoses,  chloromata,  lymphomata, 
granulomata,  sarcomata,  and  primary  anaemias. 
He  recognizes  the  existence  of  mixed  types  but 
would  assign  the  cases  to  the  groups  to  which  their 
predominating  characteristics  belong. 

Among  the  therap>eutic  measures  used  in  the 
treatment,  benzol  is  mentioned  but  its  use  is  not 
advocated.  Splenectomy  is  still  in  the  experimental 
stage.  Radiotherapy  offers  the  most  promising 
results  even  though  the  improvement  is  only  tem- 
porary. Roentgen-ray  treatment  is  preferable  to 
radium  treatment.  It  makes  very  little  difiFerence 
where  the  radiation  is  applied,  but  the  effect  is 
apparently  proportional  to  the  amount  of  blood 
radiated.  Nearly  always  in  the  true  leukaemias 
the  white  cells  show  a  greater  decrease  and  there 
is  an  increased  toxaemia  when  treatment  is  given 
over  blood-filled  organs  such  as  the  spleen  and 
liver  than  when  it  is  given  over  the  long  bones. 

The  case  must  be  watched  carefully  during  the 
treatment  for  signs  of  increased  toxaemia,  and  the 
amount  of  treatment  gauged  accordingly.  One  can 
usually  count  on  an  improvement  of  the  blood  pic- 
ture for  a  considerable  time  after  the  treatment  has 
been  stopped,  and  for  this  reason  it  is  not  advisable 
to  bring  the  blood  count  below  15,000  to  25,000, 
depending  on  the  rapidity  with  which  it  is  falling 
when  the  treatment  is  stopped.  After  the  blood  has 
reached  a  practically  normal  white  count  there  is 
stiU  a  great  deal  that  can  be  done  to  benefit  the 
patient.  The  erythrocyte  count  and  the  haemoglo- 
bin content  of  the  blood  are  usually  low.  These 
must  be  built  up  by  rest,  good  food,  tonics,  and  the 
administration  of  iron  by  mouth,  hypodermic- 
ally,  or  by  transfusion. 

The  author  uses  a  full  8-in.  spark  gap  between 
ball  points  with  a  4-ram.  aluminum  filter  and  sole 
leather,  and  usually  gives  a  5  to  10  X  dose  daily, 
applying  it  to  a  different  area  each  day  and  treat- 
ing up  one  side  of  the  body  and  down  the  other. 
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If  there  is  too  much  toxaemia  the  treatment  is  given 
every  other  day.  The  initial  course  is  continued 
until  the  white  count  is  nearly  normal.  Regular 
blood  counts  are  made  thereafter  and  another  series 
of  treatments  is  given  as  indicated  by  the  blood 
picture  and  the  patient's  general  condition. 

Two  cases  of  myelogenous  leukaemia  which  came 
under  the  author's  care  within  the  last  year  are 
reported  in  detail.  .\dolph  Hartuno.  M.D. 

Failla,  G.:  Dosage  in  Radium  Therapy.    Am.  J. 

Roenlginol.,  1Q21,  viii,  674. 

Dosage  is  better  estimated  by  the  amount  of  rad- 
iation absorbed  by  the  tissues  than  by  the  amount 
emitted  by  the  radio-active  source.  The  measure- 
ment of  such  absorptions  in  calories  is  suggested. 
The  law  of  conservation  of  energy  obtains  in  the 
human  body  as  elsewhere. 

One  gram  of  radium  emits  134  calories  per  hour. 
Alpha  rays  give  off  q2  per  cent;  beta  rays,  3.2  p)er 
cent;  and  gamma  rays,  4.8  per  cent.  Since  alpha 
rays  never  leave  the  container,  only  8  per  cent  at 
be^t  are  available  for  treatment.  When  penetrating 
gamma  rays  are  used,  only  3  per  cent  of  the  total 
energy  is  available. 

Whatever  action  there  is  in  the  tissues  is  due  to 
the  energy  absorbed  by  the  tissues.  While  our 
knowledge  regarding  the  action  of  radium  on  cells 
is  slight,  it  is  known  that  this  action  is  atomic. 
Atoms  of  the  absorbing  material  are  ionized.  Ioniz- 
ation requires  energy;  as  the  radiation  supplies  this 
energy  it  loses  by  the  action.  Ionization  makes  pos- 
sible chemical  reactions  which  would  not  occur  spon- 
taneously. The  author  presents  evidence  of  these 
reactions.  On  this  basis  a  working  hypothesis  of  the 
effect  of  radiation  on  living  tissue  is  divided  into 
three  stages:  (i)  ionization  at  the  time  of  radiation, 
(2)  unusual  chemical  reactions  due  to  the  presence 
of  ions,  (3)  disturbance  of  the  equilibrium  of  the 
cells  and  the  production  of  changes. 

The  author  believes  the  therapeutic  effect  is  due 
to  a  large  extent  to  ionization.  The  amount  of  ab- 
sorbed radiation  is  therefore  a  good  basis  for  the 
specification  of  dosage  as  ionization  depends  on 
this  absorption.  The  intensity  of  radiation,  that 
is,  the  total  amount  of  energy  absorbed  by  a  given 
tissue  volume  per  hour,  must  be  reckoned  with, 
as  time  and  space  have  a  considerable  effect  on 
the  reaction  of  the  irradiated  tissues.  A  statement 
of  the  milligram-hour  dosage  is  indicative  of  the 
amount  of  energy  emitted  but  not  of  the  amount 
actually  reaching  the  diseased  tissue,  w-hich  frac- 
tional amount  varies  greatly  with  the  method  and 
conditions  of  the  application.  The  author  discusses 
briefly  the  reasons  why  an  accurate  method  of 
estimating  dosage  is  necessary  for  efficient  clinical 
results.  Whatever  method  is  adopted  it  must  be  of 
practical  clinical  value  and  be  based  on  the  following 
data: 

I.  Clinical  history:  the  history  of  the  lesion,  the 
diagnosis,  the  location  and  size  of  the  lesion,  the 
extent  of  infiltration,  etc. 


2.  Physical  conditions  of  treatment:  (i)  the 
strength  of  the  radio-active  source,  (2)  its  distribu- 
tion, (3)  total  filtration  used,  (4)  duration  of  irra- 
diation, (5)  relative  positions  of  the  radio-active 
source,  pathologic  tissue,  and  normal  tissue. 

The  method  of  calculating  the  amount  of  energy 
absorbed  is  carefully  worked  out.  It  shows  that  an 
applicator  composed  of  a  tube  containing  100  mc. 
of  emanation,  14  mm.  long,  0.5  mm.  in  diameter, 
with  filtration  of  2  mm.  brass  and  3  mm.  rubber  and 
a  time  exposure  of  8.6  hours  at  a  distance  of  2  cm. 
from  the  skin  will  cause  the  absorption  of  415  micro- 
calories  of  energy  by  an  area  of  the  skin  directly 
below  the  applicator  measuring  i  cm.  by  i  cm.  by 
I  mm. 

Skin  doses  for  several  standard  applicators  have 
been  worked  out  and  the  results  are  given  in  tables. 
Their  erythema  effects  are  shown  to  be  fairly  pro- 
portional to  the  author's  calculation  of  caloric  ab- 
sorption. The  equivalent  of  2  mm.  brass  filtration 
results  in  the  absorption  of  the  radiation  by  the 
skin  exponentially.  A  decrease  in  radiation  with 
distance  has  also  been  determined.  With  various 
applicators  of  the  same  filtration  the  results  as  re- 
gards erythema  in  a  large  number  of  cases  have 
adhered  closely  to  the  calculations,  but  the  author 
does  not  have  the  necessary  data  to  calculate  the 
absorbed  radiation  with  different  filtrations.  Much 
experimental  work  must  be  done  to  arrive  at  these 
calculations.  Consequently  Failla  cannot  state 
with  certainty  that  the  physiological  effect  depends 
on  the  amount  of  radiation  absorbed  by  the  tissue 
regardless  of  the  quality  of  the  radiation  reaching 
the  tissues.  However,  there  is  evidence  to  support 
this  view.  When  this  problem  is  solved  a  rational 
system  of  dosage  of  general  applicability  will  be 
found.  The  author  discusses  various  previously 
offered  methods  of  dosage.  Ultimately  dosage  de- 
|)ends  on  physical  measurements. 

The  biological  effect,  e.g.,  skin  erythema,  cannot 
be  used  as  a  quantitative  measure  of  irradiation. 
Comparison,  however,  is  possible  as  it  is  known  that 
a  reduction  of  20  to  25  per  cent  from  the  dose  caus- 
ing distinct  reddening  will  produce  no  visible  re- 
action. The  average  skin  dose  can  be  determined  by 
observing  a  large  number  of  cases. 

Failla  shows  by  a  table  that  the  ordinary  method 
of  expressing  dosage  by  milligram  hours  which  is  in 
general  use  in  this  country  permits  a  twenty-two 
fold  variation  in  the  milligram  hours  with  a  fairly 
equal  skin  dosage  as  reckoned  by  calorics  absorbed 
by  the  skin.  With  buried  needles  or  emanation  the 
variation  would  be  many  times  greater.  The  influ- 
ence of  intensity  as  expressed  by  the  number  of 
microcalories  per  hour  absorbed  cannot  be  stated 
but  certainly  must  be  taken  into  account. 

The  decay  constant  of  emanation  per  hour  and 
tables  for  estimating  the  millicurie-hour  dosage  of 
any  applicator  are  given.  Another  table  shows  the 
relative  dosage  of  radiation  reaching  various  depths 
for  various  sf>ecial  applicators. 

\.  J.  Larkin,  M.  D. 


GENERAL  SURGERY — MISCELLANEOUS 


233 


Bowing,   H.   H.:     Hodgkins   Disease  Treated   by 
Radium  and  the  X-Ray :  Report  of  Four  Cases. 

Surg.  Clin.  N.  Am.,  1921,  i,  1327. 
Case  87394.  Mrs.  W.  A.  B.,  aged  40  years,  came 
to  the  Mayo  Clinic  September  9,  191 9,  with  en- 
larged axillary  and  supraclavicular  glands  following 
influenza.  She  had  fever,  night  sweats,  dyspnoea, 
increasing  mediastinal  dullness,  and  dullness  at  the 
base  of  the  left  lung.  Examination  of  the  blood 
showed  a  slight  secondary  anaemia  and  leucocytosis 
with  90  per  cent  polymorphonuclears.  Roentgeno- 
grams revealed  a  mediastinal  tumor  and  fluid  at  the 
left  base.  Section  of  a  gland  showed  Hodgkin's  dis- 
ease. Sixty-three  hundred  milligram-hours  of  rad- 
ium and  deep  roentgen-ray  therapy  were  given  over 
the  involved  areas. 

November  5,  191 9,  there  had  been  marked  im- 
provement. Twenty-six  hundred  miligram-hours 
of  radium  and  deep  reentgen-ray  therapy  were  given 
as  before. 

March  5,  1920,  the  patient's  condition  was  fair; 
1 ,000  mg.-hrs.  of  radium  treatment  were  delivered 
to  the  right  cervical  area.  Deep  roentgen-ray  ther- 
apy was  applied  to  the  anterior  and  posterior  chest 
walls  and  the  right  and  left  groins. 

June  18,  the  condition  of  the  patient  was  fair; 
2,500  mg.-hrs.  of  radium  treatment  were  delivered 
and  deep  roentgen-ray  therapy  was  applied  as  before. 
January  12,  192 1,  there  was  a  slight  increase  in  the 
glandular  enlargement;  1,600  mg.-hrs.  of  radium 
and  deep  roentgen-ray  therapy  were  again  given. 

March  21,  3,700  mg.-hrs.  of  radium  and  deep 
roentgen-ray  therapy  were  given. 

April  12,  the  glands  were  decreased  in  size  and  the 
patient's  condition  was  much  improved.  Deep  roent- 
gen-ray therapy  was  applied  to  the  anterior  and 
posterior  chest  wall,  to  the  abdomen,  and  to  the 
back. 

Case  317905.  Mrs.  G.  G.,  aged  28  years,  came 
to  the  Clinic  June  i,  1920,  for  multiple  tumors  of  the 
head  and  neck  which  recurred  after  excision.  Forty 
roentgen-ray  treatments  and  twenty  short  radium 
treatments  were  given  from  September  to  Decem- 
ber and  were  followed  by  much  relief.  The  patient's 
face  and  feet  had  been  swollen  for  a  year.  She  had 
a  cough  and  pain  in  the  chest,  and  some  of  the 
glands  broke  down.  The  urine  showed  albumin, 
but  examination  of  the  blood  and  roentgenograms 
of  the  chest  were  essentially  negative. 

July  5,  1920,  both  cervical  regions  were  given 
9,700  mg.-hrs.  of  radium  treatment. 

September  i,  the  left  cervical  area  was  given  3,700 
mg.-hrs.  of  radium  treatment. 

November  8,  the  patient  returned  in  good  condi- 
tion but  with  the  cervical  glands  possibly  slightly 
larger.  There  was  an  apparently  normal  six  months 
pregnancy. 

Case  327080.  Miss  I.  H.,  aged  22  years,  came  to 
the  Clinic  in  July,  1920,  complaining  of  attacks  of 
knife-like  pain  in  the  back  at  times  radiating  to  the 
chest  and  abdomen,  enlargement  of  the  cervical 
glands,  and  a  productive  cough,  but  no  fever  or 


night  sweats.  She  had  a  secondary  anaemia  and  a 
slight  leucocytosis,  but  other  tests  were  essentially 
negative.  Roentgenograms  of  the  chest  showed  ir- 
regular consolidation  and  glands  in  the  right  middle 
lobe. 

August  4,  3,650  mg.-hrs.  of  radium  treatment 
were  given  in  the  supraclavicular  and  axillary  re- 
gions. 

September  27,  5,600  mg.-hrs.  of  radium  treatment 
were  given. 

March  10,  after  an  increase  in  symptoms,  1,400 
mg.-hrs.  of  radium  and  deep  roentgen-ray  therapy 
were  applied. 

April  13,  the  patient  felt  improved.  The  glands 
were  smaller  and  the  physical  examination  of  the 
chest  was  negative.  She  was  given  roentgen-ray 
treatment  but  no  radium. 

Case  319178.  Miss  J.  P.,  aged  27  years,  came  to 
the  Clinic  June  9,  1920,  complaining  of  enlarged 
glands,  cough,  fever,  loss  of  weight,  and  general 
pruritis.  In  June  the  left  posterior  triangle  was  dis- 
sected out  and  a  pathologic  diagnosis  of  Hodgkin's 
disease  was  made.  Deep  roentgen-ray  therapy  was 
given. 

In  July  the  patient  was  again  given  roentgen-ray 
and  radium  treatment,  and  in  October  tonsillectomy 
was  done. 

In  May,  1921,  the  patient  wasvery  dyspnceic,  with 
a  large  mediastinal  mass  and  fluid  at  both  bases. 
Deep  roentgen-ray  therapy  was  given  to  the  involved 
areas.  C.  E.  Jameson,  M.D. 

Blaisdell,  J.  H. :  Squamous-Cell  Carcinoma  of  the 
Antrum;  Report  of  a  Case  Treated  with 
Radium  Alone  That  Is  Free  From  Recurrence 
Twenty-Two  Months  After  the  Application. 

Boston  M.  Ss"  S.  J.,  1921,  clxxxv,  570. 

The  use  of  radium  has  materially  improved  the 
prognosis  in  cases  of  squamous-ceU  carcinoma  of 
the  antrum.  Prior  to  its  employment  the  very 
great  majority  of  cases  ended  fatally  in  a  compara- 
tively short  time.  The  author  reviews  the  results 
of  surgery  as  reported  by  Davis  of  the  Charing 
Cross  Hospital  of  London.  Of  nineteen  cases,  only 
three  remained  free  from  recurrence  for  a  period  of 
twelve  months  to  two  years.  The  results  of  a  com- 
bination treatment  with  the  actual  cautery  and 
radium  reported  by  New  of  the  Mayo  Clinic  are 
somewhat  more  favorable. 

Blaisdell  gives  in  detail  the  history  of  a  case  of 
his  own  treated  with  radium  alone  which  is  still 
free  from  recurrence  twenty-two  months  after  the 
last  application.  Fifty  milligrams  of  radium  ele- 
ment screened  with  0.5  mm.  of  silver  and  i.o  mm. 
of  brass  wxre  inserted  directly  into  the  antrum 
through  an  opening  in  the  canine  fossa  and  left  in 
place  for  twenty-four  hours.  This  was  repeated 
after  about  a  month.  After  the  second  treatment 
there  was  marked  necrosis  resulting  in  sloughing 
away  of  the  hard  palate  up  to  the  median  line  and 
the  alveolar  processes.  The  patient  suffered  a  great 
deal  for  about  three  months  but  at  the  end  of  that 
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time  a  large  mass  of  sequestrum  came  away  and  he 
began  to  improve.  The  final  result  was  complete 
removal  of  the  antrum  and  its  surrounding  struc- 
tures from  the  mouth  to  the  orbit.  The  normal 
tissue  healed  readily  and  no  further  treatment  or 
procedure  was  necessary.  Within  a  comparatively 
few  weeks  the  patient  was  back  at  his  work  and 
felt  as  vigorous  as  ever.      Adolph  Hartung,  M.D 

LEGAL  MEDICINE 

Construction    of    Contract    Between    Physicians. 

Slate  ex  rel.    Youngman  vs.  Calhoun,  Circuit  Judge 
iMo.),  231  S.  W.  R.,  p.  647- 

Certain  property  which  was  used  both  for  his 
residence  and  for  his  office  by  the  relator,  a  physi- 
cian, was  sold  and  conveyed  by  him  and  his  wife 
to  another  physician  with  the  agreement  included 
in  and  as  a  part  of  the  contract  of  sale  that  the 
owner  would  not  establish  himself  as  a  practicing 
physician  and  surgeon  within  a  radius  of  five  miles 
of  the  premises  after  December  i,  IQ19,  for  a  period 
of  five  years.  Subsequently  the  relator  opened  an 
office  and  began  making  calls  within  the  prohibited 
district,  whereupon  the  other  physician  brought 
suit  to  enjoin  him  from  maintaining  the  office  and 
from  practicing  medicine  and  surgery  in  any  manner 
with  any  former  patients  or  any  other  persons 
living  within  the  prohibited  district. 

After  that,  suit  was  filed,  but  prior  to  the  hearing 
therein,  the  relator,  admitting  that  his  new  location 
was  within  the  prohibited  district,  closed  his  office 
there  and  made  a  tender  of  all  fees  he  earned  at  the 
office,  as  well  as  the  costs  of  the  suit.  On  final  hear- 
ing he  was  enjoined  from  making  calls  within  the 
district  or  treating  patients  or  residents  of  the 
district  whojuight  call  at  his  new  office  which  had 
been  established  outside  the  district.  Thereupon 
the  relator  filed  this  application  for  a  writ  of  pro- 
hibition against  the  judge,  and  one  was  issued, 
which  was  finally  made  permanent,  prohibiting  the 
judge  from  in  any  way  undertaking  to  enforce 
against  the  petitioner  the  judgment  or  decree 
rendered  by  the  respondent  except  so  far  as  it 
enjoined  the  relator  from  opening  or  establishing 
an  office  for  the  practice  of  medicine  or  surgery 
within  a  radius  of  five  miles  of  the  property  sold, 
for  a  period  of  five  years  from  December  i,  igig. 

After  mature  reflection  the  court  stated  that  no 
other  view  could  be  taken  than  that  the  parties  to 
the  contract  intended  thereby  that  the  relator 
should  not  maintain  an  office  for  the  practice  of 
medicine  or  surgery  within  the  prescribed  district, 
and  nothing  more.  The  court  could  not  read  the 
language  of  this  agreement  as  intending  to  mean 
that  he  was  not  at  any  time  within  five  years  to  call 
on  or  prescribe  for  any  person  living  within  a  radius 
of  five  miles  of  his  former  home.  Wherefore  the 
court  concluded  it  clear  that  the  decree  entered  by 
the  respondent,  so  far  as  it  restrained  and  enjoined 
the  relator  in  his  practice  of  medicine  and  surgery 
from  making  calls  within  said  prescribed  district 


or  treating  patients  living  within  said  district  or 
treating  former  patients  or  residents  of  such  dis- 
trict who  might  call  at  his  ofiice  after  it  was  estab- 
lished outside  the  said  district,  went  beyond  the 
terms  of  the  contract  and  was  to  that  extent  in 
excess  of  the  jurisdiction  of  the  respondent. 

J.  A.  Castagnino. 

Cannot  Require  Submission  to  Major  Operation 
or  One  For  Hernia.  Henley  vs.  Oklahoma  Union 
Ry.  Co.  et  al.  (Okla.),  igj  Pac.  R.,  p.  488. 

The  Supreme  Court  of  Oklahoma  stated  that  it  is 
apparent  that  the  state  industrial  commission  mis- 
construed the  provisions  of  the  workmen's  com- 
pensation law  of  Oklahoma  in  that  it  had  exercised 
jurisdiction  to  order  the  claimant  in  this  case,  who 
developed  a  hernia  as  a  result  of  an  accident  occur- 
ring in  the  course  of  his  employment,  to  submit  to  a 
major  operation  under  penalty  of  forfeiting  his 
right  to  compensation  in  case  of  his  failure  to  com- 
ply. The  law  provides  for  the  injured  employee 
proper  medical  and  surgical  treatment  at  the  expense 
of  the  employer,  and  the  treatment  provided  for  is 
in  addition  to  the  compensation  provided  for  during 
disability.  Nowhere,  however,  is  the  commission 
authorized  to  require  the  injured  employee  to  sub- 
mit to  a  serious  operation  involving  risk  of  life, 
however  slight,  in  order  that  the  pecuniary  obliga- 
tion created  by  the  law  in  his  favor  may  be  mini- 
mized. 

The  award  presupposed  that  the  operation  would 
be  successful  and  that  the  claimant  would  be  cured. 
That  was  in  excess  of  the  commission's  authority. 
The  resjxsndents  contended  that  an  operation  for 
hernia  is  not  regarded  as  a  dangerous  or  serious 
operation,  but  is  a  comparatively  slight  inconven- 
ience and  results  in  a  F>ermanent  cure.  The  record 
did  not  disclose  the  kind  of  hernia  the  claimant  had, 
but  the  court  did  not  agree  with  the  contention  that 
an  ordinary  operation  for  hernia  is  to  be  regarded 
as  a  slight  inconvenience  and  as  a  minor  operation. 
Ordinary  hernia  requires  the  administration  of  an 
anajsthetic  and  an  incision  of  the  abdominal  wall, 
and  in  some  instances  proves  fatal.  The  rule  appears 
to  be  supported  by  the  overwhelming  weight  of 
authority  that  no  man  shall  be  compelled  to  take 
a  risk  of  death,  however  slight,  in  order  that  the 
pecuniary  obligation  created  by  law  in  his  favor 
against  his  employer  may  be  minimized. 

J.  A.  Castagnino. 

Tuckerman,  J.  E. :    Medical  and  Medical-Defense 
Aspects  of  Fractures.    Ohio  State  Af.  J.,  i92i,xvii, 
735- 
Fractures   occasion    one-half   the    suits   against 
physicians.    Therefore  detailed  records  are  exceed- 
ingly important  and  should  give:  the  patient's  pre- 
vious health  and  economic  status;   the  manner  in 
which  the  accident  happened;    the  patient's  state- 
ment; the  nature  and  extent  of  the  injury;    the 
operative    procedures    undertaken,    including   the 
names  of  those  present;    the  progress  of  the  case 
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in  detail;  and,  in  ambulatory  cases,  the  exact  dates 
of  appointments  and  whether  or  not  they  were  kept. 

The  mental  attitude  of  the  patient  often  reveals 
whether  or  not  a  suit  is  impending.  Unfortunately 
it  is  true  that  charity  patients  or  those  misrepresent- 
ing their  economic  status  are  often  induced  to  en- 
ter suit  in  the  hope  of  gain. 

Fractures  usually  occur  as  an  incident  in  some 
active  pursuit,  and  the  individuals  are  in  normal 
health.  Hence  no  special  attention  is  given  to  their 
general  condition  other  than  the  following  out  of 
recognized  hygienic  rules. 

Because  of  their  importance  as  regards  the  prog- 
nosis and  treatment  of  the  fracture,  the  physician 
must  keep  in  mind  rickets,  osteomalacia,  osteomyeli- 
tis, tertiary  lues,  tuberculosis,  and  metastatic  and 
primary  malignant  growths. 

Pressure  sores  occur  in  the  aged,  the  diabetic,  and 
those  with  trophic  disturbances.  The  necessity  of 
applying  splints  in  such  a  manner  as  to  prevent 
necrosis  is  well  recognized. 

Delay  in  union  resulting  from  lues  demands  specif- 
ic treatment.  If  union  has  failed  because  of  too 
great  fixation,  mechanical  stimulation  should  be 
considered.  An  operation  for  slow  repair,  fibrous 
union,  or  even  non-union  is  inadvisable. 

Prolonged  inactivity  is  serious  for  the  aged  be- 
cause of  the  frequency  of  hypostatic  pneumonia. 
Even  in  young  persons  pneumonia  may  become  a 
complication.  The  alcohol  addict  is  prone  to 
pneumonia.  Impairment  of  motion  is  not  always 
due  to  changes  in  the  joints,  but  may  occur  because 
of  injury  to  either  nerves  or  muscles  or  their  involve- 
ment by  callus.  The  possibility  of  tetanus  must 
ever  be  borne  in  mind.  Pain  does  not  continue  if 
the  fragments  remain  in  proper  apposition.  Com- 
plaint is  often  made  of  pain  in  the  muscles  similar 
to  that  called  lumbago.  Usually  there  is  a  history 
of  a  recent  cold  or  sore  throat.  The  question  of 
focal  infection  and  syphilis  must  be  considered. 
Not  all  injuries  resulting  in  fractures  are  immedi- 
ately accompanied  by  loss  of  function. 

The  public  has  been  taught  to  believe  in  the  abso- 
lute finality  of  radiography.  The  value  of  the  radio- 
graph as  an  aid  in  the  diagnosis  cannot  be  ignored. 
As  a  matter  of  record,  even  when  there  is  no  uncer- 
tainty as  to  the  nature  of  the  fracture,  a  radiograph 
should  be  taken  before  and  after  reduction.  The 
patient  who  states  he  cannot  afford  a  radiograph  is 
the  very  one  for  whom  a  radiograph  should  be  made. 

Restoration  of  function  is  a  special  problem. 
Much  can  be  done  to  control  excessive  callus  forma- 
tion in  the  neighborhood  of  joints.  In  the  restoration 
of  function  there  is  a  very  definite  field  for  the  use  of 
active  and  passive  motion,  massage,  and  heat. 

John  Mitchell,  M.D. 

Eastman,  L.  E.:  Legal  Phases  in  Relation  to  Lia- 
bility for  Malpractice,  with  Special  Reference 
to  Fractures.    Ohio  Slate  M.  /.,  1921,  xvii,  739. 

Malpractice  is  defined  in  Craig  vs.  Chambers,  17 
Ohio  State  Report  253,  as  follows: 


"The  implied  liability  of  a  surgeon  retained  to 
treat  a  case  professionally  extends  no  further  in  the 
absence  of  a  special  agreement  than  that  he  will 
indemnify  his  patient  against  injurious  consequences 
resulting  from  his  want  of  a  proper  degree  of  skill, 
care,  or  diligence  in  the  execution  of  his  employment 
By  accepting  the  retainer  the  sur- 
geon bound  himself  to  bring  to  the  performance  of 
his  undertaking  a  reasonable  degree  of  care  and 
skill,  but  in  the  absence  of  a  special  agreement  to 
do  so  he  did  not  undertake  to  perform  a  cure;  nor 
can  negligence  be  implied  from  the  failure  of  the 
defendant  to  effect  a  cure.  Such  failure  may  have 
arisen  from  the  age  and  constitution  of  the  patient, 
or  from  the  inherent  difficulties  growing  out  of  the 
nature  of  the  injury  which  may  have  been  such  as 
to  baffle  the  highest  degree  of  skill  and  care." 

In  the  much  quoted  case  of  Gillette  vs.  Tucker,  67 
Ohio  State  Report  106,  the  statement  of  the  Court 
was  as  follows: 

"The  engagement  was  such  that  the  law  implies 
a  promise  on  the  part  of  the  surgeon  that  for  the 
operation  and  subsequent  necessary  treatment  he 
would  use  due  care  and  diligence  to  the  end  that  a 
recovery  might  be  had.  This  obligation  arose  in  the 
contract  of  employment  and  as  a  matter  of  law, 
and  the  obligation  existed  as  long  as  the  relation  of 
patient  and  physician  and  surgeon  continued.  In 
the  engagement  the  surgeon  assumed  to  exercise 
the  ordinary  care  and  skill  of  his  profession  in  the 
light  of  the  modern  advancements  and  learnings  on 
the  subject,  and  became  liable  for  the  injuries  result- 
ing from  his  failure  to  do  so. 

"This  degree  of  skill  and  care  is  to  be  exercised 
not  only  iri  performing  the  operation  but  also  in  the 
subsequent  necessary  treatment  following  such  op- 
eration, unless  the  terms  of  employment  otherwise 
limit  the  service  or  the  patient  gives  the  surgeon 
notice  that  he  will  not  or  cannot  afford  the  subse- 
quent treatment." 

As  to  diagnosis,  it  has  been  held  that  the  doctor  is 
liable  if  he  fails  to  ascertain  the  nature  of  the  injury 
or  ailment  from  which  the  patient  suffers.  If  he 
makes  a  mistake  in  his  diagnosis  and  this  mistake  is 
occasioned  by  his  failure  to  use  proper  methods  and 
proper  care,  he  is  liable  for  injuries  which  may  result. 
The  test  is  applied  under  the  conditions  that  exist  at 
the  time  the  doctor  is  called,  the  opportunity  he  has 
to  make  the  diagnosis,  the  condition  of  the  patient, 
and  all  the  surrounding  circumstances. 

A  mistake  in  diagnosis  is  not  ground  for  malprac- 
tice unless  it  is  followed  by  wrong  treatment.  The 
physician  is  required  to  follow  the  approved  method 
of  treatment,  and  that  approved  method  must  be 
the  up-to-date  method.  If  he  experiments,  he  does 
so  at  his  own  risk. 

The  ordinary  practitioner  is  not  held  to  the  same 
degree  of  skill  as  a  specialist  but  is  required  to  exer- 
cise the  degree  of  skill  and  care  exercised  by  the 
members  of  his  profession  in  the  same  or  a  similar 
locality  in  the  light  of  the  present  state  of  medical 
science. 
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ILLUSTRATIVE  CASES 

A  boy  had  his  foot  run  over  by  a  truck.  The 
doctor  found  a  laceration  on  the  under-side  which 
he  cleansed,  treated,  and  bound  up.  The  foot  did 
not  improve.  The  father  then  employed  another 
physician.  The  second  physician  examined  the  foot 
with  the  X-ray  and  discovered  a  fracture  of  one  of 
the  bones.  In  discussing  this  case  Eastman  states 
that  when  there  is  an  opportunity  to  make  an  X-ray 
examination  in  the  treatment  of  an  injury  suggesting 
a  fracture,  the  failure  to  do  so  is  malpractice  of  itself. 

A  young  bank  clerk  who  was  suffering  with  pain 
in  his  arms,  wrists,  and  hips  was  given  treatment 
for  articular  rheumatism.  This  was  followed  by 
immediate  improvement.  After  a  week  or  ten  days 
the  patient  insisted  upon  going  to  a  dance  against 
the  physician's  orders.  Subsequently  his  condition 
became  worse.  The  physician  was  then  called  to  task 
by  the  boy's  parents  because  they  charged  he  had 
not  treated  the  case  properly  and  had  not  given  the 
boy  proper  instructions.  He  then  left  the  case,  and 
a  short  time  afterward  learned  that  a  chiropractor 
had  been  engaged.  The  malpractice  suit  followed. 
The  claim  in  the  suit  was  that  the  physician  had 
failed  to  diagnose  a  fracture  of  the  neck  of  the  femur. 
He  had  been  very  careful,  however,  to  inquire  of 
the  young  man  whether  he  had  had  any  injury  to 
his  hip,  which  seemed  to  be  the  seat  of  the  trouble, 
and  was  told  that  he  had  not.  A  fracture  was 
revealed  by  the  X-ray.  During  the  pendency  of  the 
case  the  patient  died  of  pulmonary  tuberculosis 
and  tuberculous  peritonitis.  Eastman's  comment 
with  regard  to  this  case  is  that  if  the  physician  had 
had  a  roentgenogram  made  as  soon  as  he  was  called 
on  the  case,  such  a  claim  would  have  been  impossible 
and  he  could  have  saved  himself  the  unpleasant  ex- 
perience of  being  sued. 

APPROVED  METHODS  OF  TREATMENT 

When  there  are  two  or  more  approved  methods  of 
treatment  the  doctor  is  required  only  to  exercise 
his  best  judgment  in  selecting  which  of  them  it  is 
best  to  follow,  A  case  in  Cincinnati,  Moehleman  vs. 
Ransohoff,  is  in  point.  The  injury  involved  was  a 
compound  fracture  of  the  humerus.  It  appeared 
from  the  evidence  that  this  was  a  very  obstinate  case 
and  that  the  doctor  had  used  the  prop>er  care  and 
skill  in  making  his  diagnosis  and  in  attempting  to 
reduce  the  fracture.  He  had  attempted  to  hold  the 
parts  in  place  by  the  use  of  plates.  The  testimony 
of  the  experts  showed  there  was  a  difference  in 
opinion  as  to  the  course  to  pursue,  one  course  being 
as  much  approved  as  the  other.  The  court  directed 
a  verdict  for  the  defendant  on  the  ground  that  the 
doctor  was  not  liable  when  he  selected  one  of  two  or 
more  approved  courses  of  treatment. 

CONSIDERATION  OF  NEGLECT 

It  has  been  held  that  a  doctor  is  not  required  to 
accept  a  case  unless  he  so  desires,  even  though  he 
may  be  the  only  physician  available.  He  has  the 
right  to  refuse,  but  if  he  assumes  the  case  and  the 


patient  is  relying  upon  him,  he  cannot  abandon  it 
without  good  reason  and  proper  notice  to  the 
patient.  A  physician  responding  to  the  call  of  a 
patient  thereby,  in  the  absence  of  a  special  agree- 
ment, becomes  engaged  to  conduct  the  case  as 
long  as  it  requires  attention  unless  he  gives  notice 
to  the  contrary  or  is  discharged  by  the  patient. 
But  when  a  patient  goes  to  the  office  of  the  physi- 
cian, from  whom  he  receives  proper  treatment,  and 
then  fails  to  return  for  further  treatment,  he  has 
no  right  of  action  against  the  physician  because  of 
subsequent  suffering. 

A  physician  is  not  chargeable  with  neglect  on 
account  of  the  intervals  elapsing  between  his  visits 
when  the  injury  requires  no  attention  during  those 
intervals,  but  he  is  negligent  when  attention  is 
required.  He  is  p>ermitted  to  leave  his  practice 
temporarily  if  he  makes  provision  with  a  competent 
physician  for  attendance  upon  his  patients,  but  a 
physician  who  leaves  his  patient  at  the  critical  stage 
of  a  disease  without  reason  or  sufficient  notice  to 
enable  the  patient  to  procure  another  medical  atten- 
dant is  guilty  of  dereliction  of  duty  and  is  liable. 

A  physician  has  been  held  liable  also  to  respond 
in  damages  for  failing  to  attend  a  patient  when  he 
was  at  the  time  engaged  in  a  confinement  case  which 
he  had  previously  assumed.  The  doctrine  on  which 
the  decision  was  based  was  that  the  doctor  himself 
contracted  the  obligation,  and  that  if  he  contracted 
a  greater  number  of  obligations  than  he  could  meet 
it  was  his  own  loss. 

Performing  an  operation  without  the  consent  of  a 
patient,  except  in  very  exceptional  cases  when  the 
patient  is  unconscious  or  in  a  similar  emergency,  is 
ground  for  malpractice.  A  case  went  to  the  Supreme 
Court,  Wells  vs.  Van  Nort,  in  which  the  surgeon 
operated  upon  a  woman  for  appendicitis.  She  and 
her  husband  had  both  consented  to  the  operation. 
The  surgeon  informed  the  husband  after  the  opera- 
tion that  he  had  found  the  fallopian  tubes  infected 
and  had  removed  them.  He  said,  "I  could  have 
treated  them  in  four  or  five  months,  but  she  is  better 
off  without  them."  The  Supreme  Court  held  that 
this  condition  was  not  an  emergency  justifying  the 
removal  of  the  tubes  and  that  the  surgeon  was  liable. 

INSTRUCTIONS  TO  PATIENTS 

In  taking  charge  of  a  case  it  is  the  duty  of  a  physi- 
cian or  surgeon  to  give  his  patient  all  necessary 
and  proper  instructions  as  to  what  care  and  attention 
he  should  have  in  his  absence.  For  failure  to  dis- 
charge his  duty  in  this  respect  he  may  be  liable  in 
damages.  If  some  method  can  be  devised  whereby 
we  could  have  positive  and  definite  evidence  as  to 
what  instructions  were  given,  it  would  be  of  great 
value.  It  is  suggested  that  the  instructions  neces- 
sary be  written  out  on  a  printed  form  and  that  a  car- 
bon copy  be  retained  by  the  doctor.  Very  often 
the  issue  as  to  just  what  instructions  were  or  were 
not  given  is  sharply  defined  and  is  resolved  into  a 
question  of  veracity  between  the  doctor  and  the 
patient  who  is  often  corroborated  by  others. 
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LIABILITY  FOR  ASSISTANTS 

Our  Supreme  Court  has  held  emphatically  that 
the  surgeon  cannot  escape  liability  by  claiming  that 
it  was  the  duty  of  the  nurse  to  count  the  sponges, 
the  use  of  sponges  being  just  as  much  a  part  of  the 
operation  as  the  use  of  a  knife  or  other  instrument. 
A  doctor  is  not  liable,  however,  for  the  acts  of  an 
intern  in  the  treatment  or  dressing  of  a  case  in  his 
absence  or  when  the  intern  is  not  under  his  direct 
supervision,  but  he  is  liable  for  the  acts  of  his  assist- 
ant. If  he  employs  another  surgeon  to  perform  an 
operation,  both  he  and  the  operator  are  jointly 
liable  for  negligence  as  long  as  they  are  jointly 
engaged.  He  therefore  must  use  due  care  in  select- 
ing his  assistant  or  the  surgeon  he  employs  to  per- 
form an  operation. 

THE  STATUTE  OF  LIMITATIONS 

In  Ohio  the  present  situation  with  regard  to  the 
statute  of  limitations  is  discouraging.  In  the  case 
of  Gillette  vs.  Tucker,  67  Ohio  State  Report  106,  in 
which  the  claim  was  made  that  a  sponge  was  left  in 
the  abdomen  the  patient  returned  to  the  doctor  al- 
most daily  for  treatment.  There  was  a  running  sore 
discharging  pus  which  required  dressing  twice  a  day. 
In  her  p>etition  the  plaintiff  charged  that  it  was  a 
continviing  duty  on  the  part  of  the  doctor  to  remove 
the  sponge  every  day  she  went  to  him,  and  that 
each  da}'  it  annoyed  her  constituted  a  new  breach  of 
his  duty  toward  her.  The  Supreme  Court  sustained 
this  contention  and  held  that  the  after-treatment  was 
as  much  a  part  of  the  operation  as  anything  else. 

The  statute  of  limitations  provides  that  an  action 
for  malpractice  is  barred  within  one  year  after  the 
cause  of  action  accrues.  The  difficulty  has  arisen 
in  determining  when  the  cause  of  action  accrues.  In 
the  Gillette  case  it  was  held  that  the  cause  of  action 
accrued  at  the  time  the  relation  of  patient  and  phy- 
sician terminated.  In  the  case  of  Bowers  vs.  Santee, 
97  Ohio  State,  and  Gillette  vs.  Tucker  the  Supreme 
Court  held  that  the  cause  of  action  accrued  and  the 
one-year  limitation  began  at  the  time  the  relation 
of  physician  and  patient  terminated. 

The  statute  of  limitations  is  a  statute  of  repose. 
It  is  the  policy  of  the  law  that  litigation  should  be 
put  at  rest  during  the  time  that  witnesses  are  avail- 
able and  evidence  has  not  been  lost  or'destroyed. 

J.  A.  Castagnino. 

Hints  Regarding  Expert  Testimony— Duty  of  Sur- 
geon. Lehman  vs.  Knott  (Ore.),  196  Pac.  R.,  p.  476. 

The  Supreme  Court  of  Oregon  stated  that  an 
expert's  opinion  on  a  hypothetical  statement  of  fact 
should  be  exact  as  he  is  not  allowed  to  draw  infer- 
ences or  conclusions  of  fact  from  the  evidence.   It  is 


the  privilege  of  counsel  to  assume  any  state  of  facts 
which  there  is  any  testimony  tending  to  prove,  and 
to  have  the  opinion  of  the  expert  based  on  the  facts 
assumed.  If  the  hypothetical  question  is  clearly 
exaggerated  and  unwarranted  by  any  testimony  in 
the  case,  an  objection  to  it  should  be  sustained. 

The  form  of  the  hypothetical  question,  whether 
it  states  facts,  puts  facts  hypothetically,  or  refers  to 
the  testimony  of  witnesses  as  being  true,  should  be 
shaped  so  as  to  give  the  witness  no  occasion  or 
opportunity  to  decide  on  the  evidence.  Hypothet- 
ical questions  are  clearly  improper  if  they  directly 
seek  the  opinion  of  the  witness  on  the  merits  of  the 
case.  In  a  malpractice  case  the  question  as  to 
whether  in  a  given  case  a  physician  has  adopted  the 
proper  treatment  is  one  on  which  medical  men  may 
give  their  opinion  in  evidence  and  may  state  whether 
in  their  opinion  the  treatment  was  prop)er  or  not  and 
whether  it  was  in  conformity  with  the  rules  and 
practice  of  the  profession. 

As  the  opinion-evidence  rule  is  intended  to  pro- 
vide against  the  danger  of  invasion  of  the  province 
of  the  jury,  a  court  should,  as  far  as  possible,  exclude 
the  inference,  conclusion,  or  judgment  of  a  witness 
as  to  the  ultimate  fact  in  issue,  even  though  the 
circumstances  presented  are  such  as  might  warrant 
a  relaxation  of  the  rule  excluding  opinions  but  for 
this  circumstance.  However,  the  rule  is  not  absolute, 
for  frequently  the  only  possible  or  practicable  meth- 
od of  making  proof  of  the  fact  in  issue  is  by  means  of 
opinion  evidence. 

In  the  case  under  consideration  it  was  an  error  to 
ask  a  medical  witness  whether  the  application  of 
side  splints  was  unskillful  and  negligent.  The  dis- 
tinction between  improper  treatment  and  negligent 
treatment  is  not  as  broad  as  it  is  vital.  Improper 
surgical  treatment  nught  be  due  to  an  error  in 
judgment  of  a  skillful  surgeon  and  might  not  con- 
stitute negligent  treatment.  It  would  seem  that  if 
the  opinion  of  the  experts  is  to  be  of  any  assistance 
to  the  jury  it  would  be  necessary  for  them  to  know 
the  condition  in  which  the  splints  were  applied  to 
the  arm.  If  the  splints  practically  encircled  the 
wrist,  the  court  failed  to  see  that  it  would  be  very 
material  whether  they  were  termed  "side  splints" 
or  "anterior  and  posterior  splints."  Moreover, 
while  mention  was  made  of  the  place  where  the 
defendant  practiced  and  treated  the  plaintiff,  the 
practice  regarding  which  the  experts  were  interro- 
gated was  in  no  way  confined  to  the  practice  in  simi- 
lar localities.  The  fact  that  a  witness  who  was 
skilled  in  medicine  and  surgery  had  never  treated 
a  similar  case  would  not  disqualify  him  from  giving 
his  opinion.  The  objection  would  go  only  to  the 
weight  of  his  testimony.  J.  A.  Castagxiko. 
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Okabayashi,  H.:  Radical  Abdominal  Hysterec- 
tomy for  Cancer  of  the  Cervix  Uteri;  Modifi- 
cation of  the  Takayama  Operation.  Surg., 
Gynec.  b'Obst.,  192 1,  xxiii,  335. 

The  author  chooses  the  abdominal  route  instead 
of  the  vaginal  because  by  the  former  he  can  dis- 
sect out  the  parametrialand  paravaginal  tissues  more 
completely.  The  patient  is  given  no  special  prepara- 
tion. The  abdominal  incision  is  made  long  to  allow 
free  exposure.  An  examination  is  made  to  determine 
the  operability  and  extent  of  the  growth. 

The  first  step  is  the  division  of  the  broad  ligament 
down  to  the  entrance  of  the  uterine  arteries  to  the 
cervix,  the  ovaries  being  removed  or  left,  according 
to  the  indications.  Next,  the  uterine  arteries,  which 
are  found  at  the  base  of  the  broad  ligament,  are 
ligated,  and  the  ureters  then  separated  from  the 
posterior  layer  of  the  broad  ligament.  In  the  next 
step  the  rectum  is  separated  from  the  vagina,  and 
the  loose  pelvic  tissue,  the  glands,  and  infiltrated 
areas  are  freed  by  blunt  dissection.  The  exposed 
blood  vessels  are  easily  ligated  without  loss  of  blood. 

The  operative  measures  posterior  to  the  uterus 
having  been  completed,  the  bladder  is  separated 
from  the  cervix,  the  ureters  are  isolated  from  the 
tissue  at  their  entrance  to  the  bladder,  and  the 
bladder  separation  is  then  completed.  The  anterior 
and  lateral  parametrial  and  paravaginal  tissues  are 
severed  between  clamps.  R.  E.  Chkistie,  M.D. 

Kelly,  H.  A. 

xlv,  761. 

The  author  uses  the  term  "polyp"  in  its  general 
clinical  and  historical  sense,  applying  it  to  all  pedun- 
culated mucous  or  fibrous  tumors  of  the  uterus  or 
cervix  which  are  covered  with  mucous  membrane. 

Mucous  polyps  arise  either  from  the  mucosa  of 
the  uterus  or  cervix,  while  fibrous  or  muscular 
polyps  develop  from  the  deeper  layers  of  the  uterus. 

Mucous  growths  usually  are  small,  being  about 
the  size  of  a  pea  or  raspberry,  while  a  fibrous  tumor 
is  usually  the  size  of  an  egg  though  it  may  attain  that 
of  a  fist. 

Mucous  polyps  are  usually  single  or  at  the  most 
two,  while  fibrous  polyps  are  obviously  single,  but 
within  the  body  of  the  uterus  are  often  found  in 
groups. 

A  polypoid  endometritis  should  not  be  mistaken 
for  a  polyp,  for  it  has  no  relation  to  it.  The  former 
has  an  abundance  of  material  coming  from  the  en- 
dometrium, while  the  true  polyp  is  single,  elongated, 
and  smooth. 

Polyps  may  be  grouped  clinically  as  intra-uterine 
and  extra-uterine.    The  latter  are  readily  seen  and 


Uterine  Polyps.    Therap.  Gas.,  1921, 


indicate  the  source  of  a  haemorrhage,  while  the 
former  would  not  be  readily  diagnosed  in  case  of 
haemorrhage. 

A  brief  review  of  the  history  of  polyps  is  interest- 
ing and  instructive.  Levret  (i  703-1 780)  invented 
a  forceps  to  throw  a  wax  ligature  around  the  pedicles 
of  intra-uterine  p)olyp>s.  Attempts  were  made  to 
cause  the  expulsion  of  the  p)olyps  by  the  use  of  drugs 
such  as  iron  and  ergot  but  were  unsuccessful.  In 
the  latter  part  of  the  last  century  a  powerful  chain- 
saw  instrument,  the  invention  of  Charles  Chassaig- 
nac,  was  used  very  extensively.  Excision  with  the 
scissors  was  also  performed,  the  bleeding  being 
controlled  by  tight  uterine  packing. 

In  Sim's  time  the  external  os  was  opened  to  render 
the  uterine  cavity  more  accessible,  and  a  Chassaig- 
nac  ecraseur  was  applied.  With  the  advent  of 
anaesthesia  and  greater  skill  in  the  manufacture  of 
instruments  much  progress  was  made  in  the  treat- 
ment of  intra-uterine  polyps.  Two  dangers,  however, 
still  frequently  threatened,  namely  haemorrhage 
and  sepsis. 

Occasionally  the  peritoneum  was  inverted  into 
the  pedicle  of  the  tumor  or  an  inverted  uterus  was 
mistaken  for  a  fibroid  polyp. 

Today  the  first  step  is  the  correct  diagnosis. 
Sessile  cervical  tumors  may  be  safely  twisted  off  or 
burned  with  the  cautery.  Small  intra-uterine  polyps 
can  be  twisted  with  polyp  forceps,  while  larger  ones, 
the  size  of  an  egg  or  larger,  should  be  excised  after 
the  cervix  has  been  opened  in  the  midline  to  the 
uterine  cavity. 

If  the  tumor  is  very  large  it  should  be  bisected 
after  being  grasped  between  two  museau  forceps 
and  before  being  excised  at  the  pedicle.  In  this  way 
fatal  results  may  be  avoided  should  the  peritoneum 
or  fundus  be  inverted  into  the  tumor  mass. 

C.  H.  Davis.  M.D. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Smith,  R-.  R.,  and  Butler,  W.  J.:  Concerning  Tor- 
sion of  the  Uterine  Adnexa  Occurring  Before 
Puberty,  Together  with  a  Consideration  of 
Torsion  of  Normal  Adnexa:  Report  of  a  Case 
and  a  Review  of  the  Literature  Since  1900. 
Am.  J.  Obst.  brGyncc.,  1921,  ii,  507. 

Torsion  of  ovarian  tumors  is  an  uncommon  occur- 
rence in  childhood,  as  shown  by  the  fact  that  only 
26  cases,  including  those  reported  by  the  authors, 
have  been  reported  in  the  literature  since  1900. 
About  50  per  cent  of  these  tumors  occurred  between 
the  ages  of  8  and  10.  Sixty  p>er  cent  of  them  were 
dermoids.  They  varied  in  size  from  that  of  an  adult 
ovary  to  growths  which  reached  above  the  um- 
bilicus. 
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The  symptoms  are  those  of  an  abdominal  crisis 
similar  to  that  of  the  same  accident  in  adult  life — 
sudden  abdominal  pain,  vomiting,  a  variable  degree 
of  prostration,  tenderness,  rigidity,  distention,  fever, 
an  increase  in  the  pulse  rate,  and  the  presence  of  an 
abdominal  tumor.  The  diagnosis  is  usually  difficult, 
probably  because  of  the  rarity  of  the  condition. 
Apf)endicitis  is  often  the  pre-operative  diagnosis. 
The  causes  are  much  the  same  as  in  adult  life. 

Fourteen  cases  of  torsion  of  normal  adnexa  have 
been  reported  to  date.  Eight  occurred  before  the 
age  of  20;  four  under  12,  presumably  before  puberty. 

The  tube  alone  may  be  involved,  the  ■  tube  and 
ovary  together,  or  the  ovary  alone.  In  a  large  per- 
centage of  the  cases  the  torsion  occurs  in  close  re- 
lation to  the  menstrual  period.  Three  reported 
occurred  during  pregnancy.  Some  question  stUl 
remains  as  to  whether  a  normal  tube  can  undergo 
torsion,  but  it  seems  to  have  been  proved  that  a 
normal  ovary  may  do  so.  Factors  such  as  the 
length  of  the  mesentery,  the  size  of  the  ovary,  and 
the  length  of  the  tube  must  be  considered  as  well 
as  the  histologic  structure  of  the  organ. 

Torsion  of  adnexa  in  hernial  sacs  (apart  from 
strangulation)  is  relatively  rare.  It  occurs  only  in 
congenital  inguinal  herniae  and  usually  in  the  first 
year  of  life.  E.  L,  Cornell,  M.  D. 

Delepine,  J. :  Strangulated  Hernia  of  the  Fallopian 
Tube  (Le  hernia  de  la  trompe  de  Fallope;  son 
6tranglement).  Rev.  franq.  de  gynic.  et  d'obst.,  1921 , 
xvn,  548. 

Though  not  so  rare  as  some  authors  allege,  hernia 
of  the  tube  is  less  frequent  than  tubo-ovarian  hernia. 
Delepine  reports  the  case  of  a  woman  53  years  of 
age  who  came  to  the  hospital  with  a  small  swelling 
in  the  left  groin  which  was  first  observed  at  about 
the  age  of  50  but  was  easily  kept  reduced  by  means 
of  a  bandage  until  the  crisis  necessitating  treatment. 
A  diagnosis  of  strangulated  epiplocele  was  made. 
At  operation,  a  cylindrical  cord  the  size  of  the  little 
finger  was  found  in  the  sac  instead  of  omentum  or 
intestine.  This  proved  to  be  the  fallopian  tube. 
Its  walls  were  much  thickened  and  infiltrated,  and 
showed  ecchymoses.    The  patient  recovered. 

This  type  of  hernia  is  usually  discovered  only  at 
autopsy  or  operation.  Since  the  time  of  Cruveilhier 
it  has  been  generally  believed  that  hernia  of  the 
tube  precedes  hernia  of  the  ovary.  Recent  studies, 
however,  have  shown  that  this  is  not  always  true. 
As  a  rule  the  outer  end  of  the  tube  leaves  the  ab- 
domen and  drags  the  rest  of  the  organ  after  it,  but 
in  other  cases  it  forms  a  loop  with  its  convexity  down- 
ward and  frontward,  the  internal  and  external  ex- 
tremities remaining  within  the  abdomen.  The 
latter  was  the  mechanism  in  the  author's  case. 

In  the  adult  the  herniated  tube  is  usually  diseased. 
In  most  cases  there  are  no  symptoms  indicating  its 
involvement  in  a  hernia.  Strangulation  may  occur 
but  lacks  the  serious  consequences  of  strangulation 
of  an  intestinal  loop,  and  the  patient  may  go  on  for 
a    considerable    time    with    this    condition.     The 


symptoms  of  such  strangulation  closely  resemble 
those  of  hernial  strangvdation  of  the  vermiform  ap- 
pendix. If  the  strangulated  organ  is  not  freed  by 
of)eration  it  becomes  gangrenous  and  there  is  sup- 
puration of  the  sac.  The  prognosis  of  operation  is 
always  good.  Therefore  surgical  treatment  is  in- 
dicated in  every  case.  W.  .\.  Brennan. 

Hellendall,  H.:  A  Case  of  Pregnancy  After  Steril- 
ization by  Double  Ligation  and  Division  of 
Both  Fallopian  Tubes  (Ein  Fail  von  Schwanger- 
schaft  nach  Sterilisiering  mittels  doppelter  Unter- 
bindung  und  Durchschneidung  beider  Eileiter). 
Med.  Klin.,  1921,  xvii,  11 16. 

In  a  woman  43  years  of  age  both  fallopian  tubes 
were  doubly  ligated  and  divided  to  effect  steriliza- 
tion. Three  years  later,  after  a  delay  of  the  men- 
strual period  for  eight  days,  a  sudden  and  severe 
haemorrhage  set  in  which  persisted  for  four  weeks. 
Curettage  revealed  tissue  containing  chorionic  villi 
(Pathologic  Institute  of  Duesseldorf). 

There  are  three  possible  explanations:  (i)  the 
fallopian  tubes  may  have  grown  together  again  and 
their  lumina  may  have  become  patent  as  the  result 
of  gradual  loosening  of  the  ligature;  (2)  the  perito- 
neum may  have  been  so  injured  during  the  ligation 
that  a  peritoneal  fistula  resulted ;  and  (3)  there  may 
have  been  atrophy  of  the  musculature  due  to  pres- 
sure of  the  ligatures  which  resulted  in  patency  of  the 
lumina  (Nuernberger).  Geppert  (Z) 

Malcolm,  J.  D.,  and  Gibb,  G.  A.:  Over  Five  Hun- 
dred Gallons  of  Fluid  from  an  Ovarian  Tumor. 

Brit.  M.  J.,  1921,  ii,  631. 

The  cyst  in  the  case  reported  was  first  noted  in 
1893.  A  consulting  surgeon  then  advised  against 
operation.  In  the  next  ten  years  the  patient  had 
probably  more  than  twenty-five  tappings,  although 
no  record  was  kept.  It  is  estimated  that  about  506 
gallons  of  fluid  were  removed.  Twice  an  attempt 
was  made  to  remove  the  cyst. 

At  autopsy  it  was  found  firmly  adherent  every- 
where and  the  wall  was  so  friable  that  removal 
would  have  entailed  niany  hours  of  careful  dis- 
section. The  patient  had  had  an  enormous  appetite, 
which  indicated  the  nourishment  required  by  the 
growth,  and  she  had  been  kept  alive  only  by  removal 
of  the  pressure. 

Two  other  instances  are  described  wherein  large 
amounts  of  fluid  were  removed  by  tapping. 

J.  W.  Ross,  M.D. 

Holden,  F.  C:  Radical  Conservatism  in  the  Sur- 
gical Treatment  of  Chronic  Adnexal  Disease. 

Am.  J.  Obst.  SyGynec,  1921,  ii,  493. 

The  author's  technique  is  described  as  follows: 
After  severance  of  the  adhesions,  the  inflamma- 
tory mass  is  brought  into  view  and  inspected  to 
determine  the  extent  to  which  the  diseased  tissue 
shall  be  retained.  An  incision  of  the  diseased  tube 
is  made  along  its  anterior  surface,  from  the  clubbed 
end  to  the  uterine  cornua.    This  is  best  done  with  a 
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sharp-pointed,  straight  scissors.  After  a  culture 
specimen  is  taken,  the  tube  is  wrapped  in  a  hot, 
wet  pad,  while  the  other  side,  if  involved,  is  similarly 
treated.  The  bleeding  of  small  severed  vessels  is 
controlled  by  fine  suture  ligaments.  The  incised 
tubes  are  suspended  to  the  round  ligaments  by 
three  or  four  fine  interrupted  linen  sutures  so  as  to 
turn  the  raw  surface  of  the  incised  tubes  downward. 
The  ovaries  are  suspended  (Pool  method)  by  draw- 
ing the  peritdneum  away  from  the  side  of  the  pelvis 
and  uniting  it  with  a  fine  linen  suture  to  the  perito- 
neum of  the  infundibulopelvic  ligament,  just  as  it 
reaches  the  ovary.  The  uterus  is  then  suspended. 
The  procedure  of  choice  in  this  class  of  cases  has 
been  the  Olshausen  operation.  Thus  it  will  be  seen 
that  the  retroverted  uterus  with  its  adnexa  is  freed, 
the  tube  or  tubes  are  incised,  and  all  are  so  suspended 
that  they  cannot  reach  the  cul-de-sac. 

In  the  first  case  drainage  was  established  through 
the  vagina,  but  in  the  remainder,  closure  was  effected 
without  drainage.  Cultures  in  all  cases  were  nega- 
tive. Each  patient  made  an  uneventful  recovery 
with  about  the  same  p)ostoperative  morbidity  as  that 
associated  with  radical  operations  for  similar  patho- 
logic lesions. 

The  conclusions  drawn  are  as  follows: 

1.  It  has  been  demonstrated  that  pyosalpinges 
may  be  incised  and  suspended  without  mortality  or 
excessive  morbidity. 

2.  A  young  woman  with  chronic  adnexal  disease 
who  is  physically  disabled  and  does  not  respond  to 
several  weeks'  rest  and  treatment  should  be  offered 
a  choice  between  radical  operation,  with  its  surgical 
menopause,  and  conservation,  with  its  possibility  of 
re-operation. 

3.  If  conservation  of  ovarian  tissue  is  decided 
upon,  the  technique  described  in  this  article  may  be 
of  benefit.  E.  L.  Cornell,  M.D. 

EXTERNAL  GENITALIA 

Allan,  J.:    Imperforate  Hymen.    Med.  J.  Australia, 

1921,  ii,  402. 

The  author  was  called  at  night  to  see  a  young  girl, 
13  years  old,  who  was  complaining  of  severe  head- 
ache, giddiness,  great  pain  over  the  lower  abdomen, 
and  difficulty  in  urinating. 


According  to  the  history  there  had  been  a  men- 
strual molimen  every  month  for  the  four  previous 
months,  with  difficult  urination  and  a  feeling  of 
inability  to  evacuate  the  bowel  completely.  The 
temperature  was  found  to  be  39.2°C,  the  pulse  120, 
and  respiration  30  per  minute.  Oblique  light  showed 
the  intestines  to  be  making  "ladders"  all  over  the 
abdomen,  and  the  peristaltic  waves  were  very 
marked  to  the  palpating  hand.  The  abdomen  was 
too  tender  to  allow  deep  palpation,  but  a  rounded 
swelling  reaching  halfway  to  the  umbilicus  could 
be  seen  and  felt.  Lying  on  this  swelling  was  a 
smaller  rounded  swelling  extending  about  6.25  cm. 
above  the  pubes. 

A  sedative  was  given  that  night.  The  next 
morning  a  vaginal  examination  under  anaesthesia 
disclosed  an  imperforate  hymen  which  completely 
occluded  the  orifice.  In  the  center  was  a  small, 
thinned  translucent  area  6.25  mm.  in  diameter 
which,  when  punctured,  allowed  the  escape  of  a 
thin,  dark  brown,  odorless  fluid.  The  pressure  at 
first  forced  a  column  of  the  fluid  up  about  25  cm. 
About  740  c.cm.  of  this  fluid  were  collected. 

The  fluidity  of  the  discharge  in  this  case  was  re- 
markable as  it  is  generally  described  as  tarry  in 
consistency.  The  inspissated  matter  usually  evac- 
uated is  generally  attributed  to  absorption  but  in  this 
instance  little  or  no  absorption  could  have  taken 
place.  The  author  is  of  the  opinion  that  the  explan- 
ation of  the  varying  consistency  of  the  matter 
evacuated  and  the  various  ages  at  which  the  symp- 
toms begin  is  to  be  found  in  the  permeability  of  the 
occluding  membrane. 

In  the  case  reported  evacuation  of  the  bowel  did 
not  change  the  temperature,  and  as  the  symptoms 
cleared  up  after  evacuation  of  the  fluid  it  is  difficult 
to  believe  that  the  toxins  were  the  products  of  in- 
fection. This  leaves  the  menstrual  blood  as  their 
probable  source  and  leads  to  two  questions:  Is  the 
menstrual  discharge  of  the  nature  of  an  excretion 
containing  toxins?  Or  were  the  toxins  produced  by 
decomposition? 

The  thin  central  area  found  in  the  hymen  would 
seem  to  favor  the  view  that  the  latter  is  develof>cd 
from  the  end  of  the  solidly  fused  muellerian  ducts, 
as  apposed  to  the  view  that  it  is  a  later  growth  of 
the  vaginal  mucosa.  C.  H.  Davis.  M.D. 
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ADRENAL,  KIDNEY,  AND  URETER 

Caulk,  J.  R.:   Renal  Tuberculosis.    /.  UroL,  1921, 
\-i,  97. 

In  the  author's  series  of  cases  about  22  per  cent 
of  the  operations  on  the  kidney  were  for  tubercu- 
losis. Caulk  emphasizes  the  importance  of  early- 
diagnosis  and  early  nephrectomy.  The  chief  diag- 
nostic aids  are  the  cystoscope  and  the  pyelogram. 
In  Caulk's  series  of  fifty-five  cases  there  were  no 
deaths  although  the  average  mortality  of  nephrec- 
tomy for  renal  tuberculosis  is  7  to  10  p)er  cent. 

T.  F.  Fdtegan,  M.D. 

Ouinby,  W.  C:  The  Transperitoneal  Approach  to 
the  Kidney,  Its  Indications  and  Limitations. 

J.  Urol.,  1921,  vi,  135. 

The  transperitoneal  approach  to  the  kidney  has 
been  practically  abandoned  by  the  majority  of 
operators  because  of  the  shock  which  follows  its  use 
and  the  danger  of  peritonitis.  The  author,  how- 
ever, strongly  recommends  it  for  selected  cases.  In 
many  cases  of  hypernephroma  the  renal  vein  is  in- 
vaded. Ligation  of  the  renal  vessels  by  means  of  the 
transperitoneal  approach  wiU  lessen  trauma  and  the 
subsequent  dissemination  of  the  tumor  cells  through- 
out the  body.  This  holds  true  also  for  a  limited 
number  of  cases  of  tuberculosis.  It  is  not  uncommon 
to  find  generalized  miliary  tuberculosis  following 
nephrectomy  by  the  lumbar  route.  Attention  was 
called  to  these  types  of  cases  in  1905  by  Walker.  In 
1907,  Holt  reported  the  cure  of  a  persistent  renal 
fistula  by  ligation  of  the  renal  vessels  after  four 
attempts  at  nephrectomy.  Kellock  did  the  same 
in  1913  in  a  case  of  stone  with  a  sinus  after  two 
attempts  at  nephrectomy. 

Two  interesting  cases  are  reported  by  Quinby. 
The  first  showed  a  marked  aneurism  of  the  abdomi- 
nal aorta.  The  renal  vessels  were  not  ligated. 
Autopsy  demonstrated  a  fusiform  aneurism  of  the 
aorta  closely  adherent  to  the  lower  pole  which  had 
been  caused  by  a  long-standing  psoas  abscess.  The 
lower  pole  of  the  left  kidney  and  the  kidney  pelvis 
were  involved  in  the  infection. 

The  second  case  demonstrated  ligation  in  the 
treatment  of  a  renal  tumor.  Exposure  by  the  lum- 
bar route  showed  the  right  kidney  to  be  filled  with 
the  growth.  Delivery  of  the  kidney  was  impossible 
because  of  dense  adhesions  and  its  size.  The  neo- 
plasm was  diagnosed  as  a  hypernephroma.  Later 
ligation  of  the  renal  vessels  was  done.  The  patient 
died  of  pulmonary  tuberculosis.  Autopsy  revealed 
pulmonary,  hepatic,  and  splenic  tuberculosis.  The 
kidney  showed  soft  necrotic  material  with  only  a 
very  small  area  of  tumor  tissue. 

C.  D.  PiCKRELL,  M.D. 


Hammer,  A.  W.:  The  Difficulties  in  the  Diag- 
nosis of  Ureteral  Calculi.  Am.  J.  Surg.,  1921, 
xxxv',  348. 

As  the  pain  in  affections  of  the  kidney  and  ureter 
is  not  always  the  typical  pain  described  in  the  text- 
books, its  significance  is  often  misinterpreted.  In 
some  cases  it  may  be  referred  to  the  region  of  the 
appendix  and  gall-bladder,  and  gastro-intestinal 
symptoms,  such  as  nausea,  epigastric  distress,  and 
indigestion,  may  be  present. 

The  roentgen  rays  and  other  adjuncts  are  inval- 
uable aids  in  the  diagnosis  but  in  some  instances  may 
lead  to  error;  calculi  which  may  be  present  may  not 
be  demonstrated  by  the  roentgen  ray,  and  occasion- 
ally extra-ureteral  shadows  are  mistaken  for  those  of 
calculi. 

Although  much  dependence  is  placed  upon  urin- 
alysis, in  a  certain  number  of  cases  the  urine  may  be 
normal  and  in  others  the  presence  of  blood  and  pus 
may  be  due  to  causes  other  than  stone  such  as  renal 
tumor,  renal  tuberculosis,  acute  cystitis,  and  bladder 
tumor.  Herm.\x  L.  Krztschmer,  M.D. 

Judd,  E.  S.,  and  Struthers,  J.  E:  Primary  Car- 
cinoma of  the  Ureter:  Review  of  the  Literature 
and  Report  of  a  Case.    /.  Urol.,  vi,  115. 

The  authors  have  collected  twenty-five  cases  of 
primary  tumors  of  the  ureter  from  the  literature  and 
add  one  case  of  their  own.  Calculi  were  found  in 
only  four  of  the  cases  and  thus  could  be  considered 
as  an  etiological  factor  in  only  16  per  cent.  Some 
writers  consider  leukoplakia  as  a  probable  origin  of 
both  benign  and  malignant  neoplasms. 

Tumors  of  the  renal  j)elvis  and  ureters  are  classi- 
fied as:  (i)  epithelial  growths:  (a)  papilloma,  (b) 
papillary  epithelioma,  and  (c)  epithelioma  (non- 
papillary);  (2)  mesodermal  growths;  and  (3)  adeno- 
carcinoma. In  the  cases  collected  by  the  authors 
carcinoma  predominated,  there  being  ten  cases  in  the 
group  of  twenty-five.  The  other  fifteen  cases  were 
about  equally  divided  between  papillary  and  non- 
papillary  epitheliomata.  Hydronephrosis  was  defi- 
nitely known  to  be  present  in  40  per  cent  of  the 
cases,  and  in  others  there  were  findings  suggestive 
of  hydronephrosis.  If  infection  takes  place,  pyelo- 
nephritis or  pyonephrosis  with  fever  will  develop. 
The  kidney  may  become  large  and  palpable. 

Haematuria,  the  most  frequent  inidal  sign,  is 
usually  profuse,  and  when  clots  are  formed  the  pain 
is  apt  to  be  colicky.  When  ureteral  clots  are  ex- 
pelled, they  are  seen  in  the  form  of  casts.  Vesical 
disturbance,  manifested  by  frequent  micturition,  is 
common.  Pain  occurred  in  about  one-third  of  the 
cases  and  varied  from  a  dull  ache  to  colic;  some- 
times both  types  were  present.  The  age  incidence 
was  found  to  be  between  40  and  60. 
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Cystoscopic  examination  revealed  variable  find- 
ings. The  bladder  may  appear  normal;  the  growth 
may  be  seen  bulging  from  the  meatus;  an  inflamma- 
tory reaction  about  the  meatus,  manifested  by  a 
ring  of  oedema,  may  be  seen ;  or  there  may  be  diffuse 
cystitis  as  a  sequel  to  infection  above  following  par- 
tial obstruction.  Again,  the  ureteral  catheter  may 
meet  with  obstruction  at  any  point  along  the  course 
of  the  ureter  and,  depending  on  the  degree  of  the 
obstruction  as  well  as  the  length  of  time  it  has  been 
present,  various  pathologic  states  of  the  kidney  may 
be  found.  Thus,  there  may  be  pyelonephritis,  hy- 
dronephrosis, or  pyonephrosis  with  any  grade  of 
destruction  of  renal  tissue.  Blood  may  be  seen 
oozing  or  clots  protruding  from  one  ureteral  meatus, 
or  if  neither,  the  passing  of  the  ureteral  catheter  may 
start  profuse  bleeding. 

The  treatment  is  governed  by  the  extent  and  loca- 
tion of  the  lesion  as  well  as  by  the  integrity  of  the 
kidney.  When  the  growth  is  in  the  lower  ureter,  a 
ureteral  catheter  should  be  passed  by  the  surgeon  in 
an  attempt  to  rule  out  other  growths  higher  up.  If 
no  growths  are  present,  an  attempt  to  transplant  the 
ureter  into  the  bladder  at  a  new  point  should  be 
made.  In  cases  in  which  there  is  an  infected,  func- 
tionless  kidney,  nephrectomy  and  ureterectomy 
should  be  performed. 

The  authors  state  that  the  immediate  results  of 
surgery  are  good,  but  there  is  grave  danger  of  recur- 
rence of  the  disease  within  a  few  months  or  several 
years  after  operation. 

The  case  reported  was  that  of  a  man,  aged  48, 
whose  urologic  symptoms  began  with  hxmaturia 
and  pain  in  the  head  of  the  f>enis  at  the  end  of  urina- 
tion. Haematuria  occurred  every  four  to  seven  days 
and  lasted  two  days,  varying  considerably  in  quan- 
tity from  time  to  time.  For  six  months  there  was 
daily  haematuria.  One  attack  of  acute  pain  in  the 
suprapubic  area  as  well  as  in  the  glans  p)enis  occurred 
during  the  passage  of  a  clot  1.25  by  1.87  cm. 

The  general  examination  was  negative.  The 
urine  showed  a  few  pus  cells,  and  the  roentgeno- 
grams showed  a  suspicious  shadow  in  the  lower  left 
ureteral  area.  Cystoscopy  revealed  haematuria  on 
the  left  side  and  obstruction  of  the  left  ureter  at 
the  meatus  due  to  a  neoplasm  which  bled  easily  on 
contact.  There  was  apparently  no  urinary  secretion 
from  the  left  side.  Functional  and  other  findings 
were  normal  for  the  right  side.  A  diagnosis  of  left 
ureteral  and  left  renal  neoplasm  was  made  and 
exploration  of  the  left  kidney  and  left  lower  ureter 
was  advised. 

January  10,  192 1,  the  left  kidney,  which  was  pyo- 
nephrotic,  was  removed.  Convalescence  was  un- 
eventful. January  21,  1921,  the  left  ureter  and  an 
area  of  bladder  3.5  by  2.5  cm.  were  removed  through 
an  anterior  extraperitoneal  incision.  A  papillary 
epithelioma  8  cm.  in  diameter  was  found  in  the 
lower  ureter.  Above  it  the  ureter  was  about  3  cm.  in 
diameter.  February  2 1  the  patient  was  discharged  in 
good  condition  with  wounds  healed. 

J.  W.  Pangburn,  M.D. 


BLADDER,  URETHRA,  AND  PENIS 

Hunt,  V.  C. :  A  Huge  Diverticulum  of  the  Bladder. 

Surg.  Clin.  N.  Am. ,ig2i,  i,  1267. 

The  author  reports  a  case  of  diverticulum  of  the 
bladder  in  which  suprapubic  drainage  was  effected. 
Three  weeks  later,  when  renal  function  had  greatly 
improved,  the  suprapubic  sinus  was  enlarged  and  a 
huge  diverticulum  with  a  capacity  of  1,000  c.cm. 
was  found  arising  from  the  right  wall  of  the  bladder 
and  closely  associated  with  the  right  ureter.  The 
ureter  was  cut,  doubly  ligated  at  the  base  of  the 
pelvic  brim,  and  dropped  back.  The  diverticulum 
was  excised  by  the  transperitoneal  route  and  the 
peritoneum  then  accurately  closed  without  drainage. 

Severe  reaction  followed  the  operation.  The 
urine  was  scanty,  the  abdomen  distended,  the  pulse 
rapid,  and  the  general  condition  poor  after  thirty- 
six  hours.  This  was  explained  on  the  basis  of  p>eri- 
tonitis  and  renal  insufficiency.  Under  local  anaes- 
thesia the  abdomen  was  opened,  drains  were  in- 
serted for  the  low-grade  peritonitis,  and  the  dis- 
tended pelvis  of  the  right  kidney  was  drained 
through  the  back.  The  catheter  was  left  in  the 
right  kidney  pelvis  for  three  weeks.  At  the  end  of 
this  time  15  per  cent  of  phenolsulphonephthalein 
return  was  obtained  through  the  catheter  from  the 
right  kidney  and  25  per  cent  through  the  bladder 
from  the  left  kidney  in  two  hours  and  fifteen  min- 
utes. 

On  removal  of  the  catheter  the  sinus  immediately 
closed  and  the  kidney  atrophied.  Cystoscopic  ex- 
amination later  showed  urine  entering  the  bladder 
only  from  the  left  kidney. 

The  large  size  of  the  diverticulum  and  the  effect 
of  ligation  of  the  ureter  are  of  interest.  Drainage  of 
the  right  kidney  carried  the  patient  along  until  the 
left  kidney  was  able  to  compensate  and  take  over 
the  entire  function.  G.  S.  Foulds,  M.B. 

Mayo,  C.  H.:  The  Formation  of  a  Cloaca  in  the 
Treatment  of  Exstrophy  of  the  Bladder.  Surg. 
Clin.  N.  Am.,  1921,  i,  1257. 

Exstrophy  of  the  bladder  is  a  very  rare  anomaly 
resulting  from  failure  of  the  maternal  placenta 
properly  to  remove  embryonic  residues  from  the 
fcrtal  circulation  during  the  renal  functional  change 
from  wolffian  body  to  kidney.  If  the  embryonic 
bladder  is  not  developed  sufficiently  to  care  for  this 
premature  function,  it  probably  splits  its  anterior 
surface,  including  the  urethra  and  the  hypogastric 
canal,  to  the  umbilicus. 

This  condition  has  been  seen  in  seventy-two 
patients  at  the  Mayo  Clinic,  most  of  whom  were 
less  than  30  years  of  age.  Thirty-six  of  these  were 
operated  on,  twenty-nine  successfully.  The  opera- 
tive mortality  was  less  than  20  per  cent. 

In  the  early  cases  the  method  of  Maydl  and  Moyn- 
ihan  was  employed;  an  artificial  cloaca  was  formed 
by  making  an  opening  between  the  bladder  and  the 
anterior  rectal  wall.  Patients  operated  on  later  have 
been  treated  by  the  Coffey  method  of  transplanting 
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Fig.  I  Mucous  membrane  exposed  and  opening  made  in  the  mucosa  to  receive 
the  ureter. 

Fig.  2  Entire  area  buried  beneath  the  continuous  approximating  sutures  in  the 
serous  coat. 


the  ureters  into  the  sigmoid  by  a  two-stage  opera- 
tion and  complete  cystectomy  with  closure  of  the 
wound  by  fascia  (Figs,  i  and  2),  as  the  third  and 
last  stage.  The  dangers  of  this  method  are:  (i) 
peritonitis,  as  the  operation  is  usually  intraperiton- 
eal, and  (2)  an  ascending  pyelitis  from  the  bowel. 
Most  of  the  twenty-seven  patients  not  operated  on 
were  too  young;  a  few  were  too  old,  or  had  renal 
complications,  such  as  hydro-ureter,  hydronephro- 
sis, or  atrophic  kidney.  The  best  time  for  operation 
is  between  the  fifth  and  tenth  year  of  age. 

The  justification  of  the  operation,  with  its  attend- 
ant 20  per  cent  mortality  risk,  is  the  fact  that  if  the 
condition  is  left  alone  75  per  cent  of  the  patients  will 
die  before  they  are  30  years  of  age,  while  if  treated, 
they  are  relieved  of  a  most  distressing  condition. 
Frank  S.  Schoonover,  Jr.,  M.D. 

Bagger,  S.  V.:  SigmoidoTesical  Fistula  Following 
Chronic  Sigmoiditis  (Ueber  Sigmoid- Blasenfistel 
als  Folge  chronischer  Sigmoiditis).  Hosp.-Tid.,  ig2i, 
kiv,  424,  433. 

Bagger  gives  a  detailed  description  of  two  cases  in 
which  a  sigmoidovesical  fistula  developed  during  a 
chronic  sigmoiditis  or  perisigmoiditis.  These  fistulae 
were  typical  examples  of  so-called  acquired  internal 
intestinal  fistulae,  i.e.,  communications  persisting  for 


a  considerable  length  of  time  between  the  intestinal 
canal  and  a  hollow  organ  or  an  excretory  duct.  The 
connection  of  the  intestinal  lumen  with  another  or- 
gan (for  example,  a  fistula  between  the  intestine  and 
an  abscess  of  the  liver)  is  an  incomplete  fistula. 
Many  cases  of  incomplete  and  complete  fistulae  be- 
tween the  intestine  and  neighboring  organs  are  de- 
scribed in  the  literature. 

According  to  their  etiology,  these  fistulae  are 
traumatic  or  non-traumatic.  The  first  group  is 
made  up  chiefly  of  those  due  to  projectile  or  stab 
injuries  and  those  following  operation.  Foreign 
bodies  which  perforate  the  intestine  (needles,  chick- 
en bones,  fish  bones)  are  not  infrequently  given  as 
the  cause  of  fistula  formation.  Among  non-traum- 
atic fistulae,  those  arising  from  a  carcinoma  of  the 
digestive  tract  are  the  most  common.  Tuberculosis 
and  syphilis  are  rarer  etiological  factors.  Ammen- 
torp  has  described  a  case  in  which  a  fistula  formed 
between  the  app>endix  and  bladder  secondary  to 
actinomycosis.  Cystitis  and  pericystitis  are  often  the 
cause  of  fistula  and  usually  in  such  cases  the  fistula 
leads  into  the  rectum.  The  most  frequent  etiological 
factors  are  general  inflammatory  processes  in  the 
intestines,  such  as  typhoid  fever,  dysentery,  and 
other  varieties  of  ulcerating  enterocolitis,  and  chronic 
inflammation  in  the  region  of  the  caecum,  appendix, 
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and  sigmoid.  The  causative  sigmoiditis  is  due  us- 
ually to  faecal  irritation  and  diverticulum.  As  a  rule 
the  fistulae  are  single,  but  Bruchet  reported  a  case 
in  which  six  fistulous  openings — two  vesical  and  four 
intestinal — were  demonstrated. 

The  symptoms  of  the  cause,  those  of  the  fistula 
itself,  and  the  secondary  symptoms  must  be  dis- 
tinguished. The  three  chief  symptoms  due  to  fistula 
are  pneumaturia,  the  admixture  of  faeces  with  the 
urine,  and  the  presence  of  urine  in  the  stool.  Pneu- 
maturia is  recognized  by  emergence  of  air  through 
the  urethra  before,  during,  and  at  the  close  of  urin- 
ation. Immediately  after  the  formation  of  the  fistula 
the  entrance  of  faeces  into  the  urine  is  not  sufficiently 
great  to  establish  a  faecaluria,  but  the  picture  of  an 
increasing  cystitis  (leucocytosis)  develops  until 
finally  the  abnormal  constituent  is  revealed  by  its 
odor.  The  admixture  of  urine  with  the  stool  is  noted 
chiefly  in  a  chronic  diarrhoea.  A  few  cases  have  been 
described  in  which  the  sphincter  ani  took  over  the 
function  of  the  sphincter  vesicje  so  that  the  patient 
could  give  escape  to  the  urine  voluntarily  without 
defaecation. 

The  secondary  symptoms  are  chiefly  disturbances 
occasioned  by  the  cystitis,  urethritis,  and  pyelone- 
phritis. The  diagnosis  is  usually  not  diflicult,  but  it 
must  be  borne  in  mind  that  the  presence  in  the  urine 
of  bacteria  forming  hydrogen  sulphide  may  cause  a 
faecal  odor  when  there  is  no  communication  between 
bladder  and  intestine.  In  some  cases  the  administra- 
tion of  charcoal,  lycopodium,  etc.,  by  mouth  and  of 
enemas  of  milk  or  some  dye  has  been  of  aid. 
Cystoscopy  or  rectoromanoscopy  usually  give  the 
necessary  information. 

Of  great  prognostic  importance  are  the  changes 
shown  by  the  bladder,  the  urethra,  and  particularly 
the  kidneys.  The  epithelium  of  the  bladder  is  fre- 
quently very  resistent,  but  sometimes  there  is  a  true 
necrotic  cystitis.  Guyon  and  Hilzenreiner  claim 
that  pyelonephritis  is  more  rare  than  is  generally 
believed.  In  both  of  Bagger's  cases  there  was  severe 
pyelonephritis.  In  a  few  cases  spontaneous  healing 
is  said  to  have  taken  place,  but  as  a  rule  surgical 
treatment  will  be  necessary.  In  one  case  Hepner 
exposed  the  fistulous  passage,  pinched  it  off,  and 
invaginated  one  stump  in  the  sigmoid  and  the  other 
in  the  bladder.  Saxinger  (Z) 

Corbus,  B.  C:  The  Treatment  of  Tumors  of  the 
Bladder  Without  Local  Excision:  An  Experi- 
mental and  Clinical  Study.  Surg.,  Gynec.  &• 
Obst.,  1921,  xxxiii,  517. 

Electrocoagulation  of  the  normal  bladder  wall 
of  the  dog  by  diathermy  is  followed  by  distinct, 
uniform  tissue  reaction. 

The  immediate  effect  is  a  slow  cooking  through  of 
the  underlying  tissues.  The  effect  upon  the  deeper 
structures  is  the  same  as  that  upon  the  mucosa. 
This  action  is  followed  by  an  aseptic  death  of  the 
submucosa  and  muscularis.  Round-cell  infiltration 
is  marked  only  for  the  first  three  days.  Eventually 
the  entire  area  is  replaced  by  a  dense  proliferation 


of  fibrous  tissue,  the  line  of  demarcation  between 
the  treated  area  and  the  surrounding  normal  tissue 
being  definitely  preserved. 

The  ureteral  wall  may  be  turned  back  in  the  dog 
almost  to  the  entrance  of  the  intramural  portion. 
The  results  have  shown  no  derangement  of  function 
in  the  ureteral  activity  or  the  contractibility  of  the 
bladder.  No  obstruction  to  the  ureteral  outflow 
occurred  in  five  months. 

The  author  cautions  against  the  excision  of  a 
piece  of  tumor  when  it  may  cause  transplantation 
metastasis.  If  tissue  must  be  removed  for  diagno- 
sis, the  cautery  method  should  be  used.  In  the 
large  majority  of  cases,  cystoscopy,  palpation,  and 
X-ray  examination  give  all  the  positive  information 
necessary. 

In  cases  of  benign  papillomata  in  which  the 
growths  are  few  in  number  and  easily  accessible, 
transurethral  fulguration  is  used  and  followed  by 
the  transurethral  application  of  radium  with  a  spe- 
cial applicator. 

For  multiple  benign  papillomata  and  tumors  in- 
accessible through  the  urethra,  Corbus  employs 
suprapubic  fulguration  with  diathermy  and  follows 
it  by  the  application  of  radium  through  the  supra- 
pubic fistula  by  means  of  a  special  radium  appli- 
cator. 

Carcinomata  are  treated  by  the  same  method  as 
multiple  papillomata  except  that  the  diathermy 
coagulation  is  more  extensive  and  radium  is  applied 
more  intensively. 

The  author  describes  the  preparation  of  the  oper- 
ating table  and  the  proper  adjustment  of  the  wires 
from  the  electrodes  to  avoid  short  circuiting. 

The  anaesthetic  recommended  is  morphine  and 
scopolamine  with  gas  oxygen.  Ether  anaesthesia 
is  extremely  dangerous  because  of  the  short-circuit- 
ing of  the  current. 

Diathermy  is  absolutely  bloodless  if  a  flat  or  blunt 
electrode  is  employed.  If  properly  applied,  it 
insures  not  only  total  destruction  of  the  mass  but 
also  sufficient  coagulation  of  the  tissues  in  the  imme- 
diate neighborhood  to  minimize  the  possibility  of 
cell  implantation.  Adjacent  vascular  structures  are 
sealed,  the  absorption  of  infection  being  thereby 
lessened  and  the  p)eriod  of  convalescence  shortened. 
The  fact  that  the  postoperative  shock  is  minimized 
is  of  particular  advantage  if  the  patient  is  of  ad- 
vanced age.  Of  greatest  imp>ortance,  however,  is 
the  density  of  the  scar  tissue  resulting  from  the  em- 
ployment of  diathermy  in  the  treatment  of  malig- 
nant disease.  The  body  defense  against  carcinoma 
metastasis  lies  in  the  formation  of  a  connective- 
tissue  capsule.  The  scar  tissue  formed  after  a  dia- 
thermy burn  is  more  dense  and  spreads  farther 
into  the  surrounding  tissue  than  that  following  a 
cutting  operation,  and  this  constitutes  an  extensive 
reinforcement  of  the  body's  attempt  to  throttle  the 
embryonic  cell. 

The  author's  cystoscopic  radium  applicator  is 
described  and  shown  in  several  illustrations. 

E.  F.  Hess,  M.D. 
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Judd,  E.  S.:  Adenomyoma  Presenting  as  a  Tumor 
of  the  Bladder.   Surg.  Clin.  N.  Am.,  ig2i,i,  ii-ji. 

Judd  reports  the  case  of  a  single  woman,  aged 
34  years,  who  complained  of  lower  abdominal  pain. 
Four  years  before  coming  to  the  Mayo  Clinic  for 
examination  she  had  had  a  pelvic  tumor  and  her 
appendix  removed,  and  two  years  following  this 
operation  a  hysterectomy  had  been  performed. 
For  four  or  five  years  she  had  had  frequent  and  pain- 
ful micturition,  with  straining  and  more  severe  pain 
at  its  termination. 

Physical  examination  disclosed  a  somewhat  fixed 
and  tender  mass  in  the  right  side  of  the  p)elvis. 
Cystoscopic  examination  revealed  a  tumor  of  the 
bladder  involving  the  right  side  of  the  trigone,  the 
right  ureteral  meatus,  and  the  right  wall  of  the 
bladder.  The  tumor  seemed  to  be  entirely  covered 
with  normal  mucous  membrane. 

On  account  of  the  patient's  suffering,  operation 
was  undertaken  in  the  hope  of  removing  the  growth. 
A  diffuse  infiltrating  tumor  was  found  in  the  right 
side  of  the  pelvis,  involving  the  wall  of  the  bladder 
and  extending  to  the  large  muscles  just  inside  the 
bony  pelvis.  The  right  ovary  contained  a  cyst  and, 
with  the  tube,  was  adherent  to  the  tumor.  The  neo- 
plasm protruded  into  the  bladder  but  the  vesical 
mucous  membrane  was  intact.  The  right  ureter  was 
dilated  above  the  growth  and  disappeared  into  it. 
With  considerable  difficulty  the  growth  was  re- 
moved with  the  lower  10  cm.  of  the  right  ureter 
and  the  right  lower  quadrant  of  the  bladder.  The 
patient  was  dismissed  from  the  hospital  in  six  weeks, 
in  good  general  condition  and  with  the  wound  com- 
pletely healed.  Today,  two  years  after  the  operation, 
she  is  entirely  well  and  working.  The  bladder 
function  is  normal.  The  kidney  with  ligated  ureter 
has  given  no  trouble. 

The  tumor  was  an  adenomyoma  of  the  bladder 
wall  8  cm.  in  diameter.  A  smaller  growth,  apparently 
a  separate  adenomyoma,  was  found  in  the  fallopian 
tube.  "  G.  S.  FouLDs,  M.B. 

Smith,  G.  G. :  Radical  Treatment  of  Cancer  of  the 
Bladder.   /.  Urol.,  1921,  vi,  173. 

Squier,  in  1914,  and  Beer,  in  1921,  emphasized 
the  importance  in  bladder  surgery  of  a  long  incision 
to  make  allowance  for  wide  retraction,  mobilization 
of  the  bladder,  cauterization  of  the  tumor  surface 
on  presentation,  removal  of  the  tumor  and  the  sear- 
ing of  all  raw  surfaces  with  the  cautery,  and  bathing 
of  the  wound  with  alcohol. 

In  191 5  Garder  collected  666  cases  in  which  opera- 
tion was  performed  for  bladder  tumors.  Of  these, 
43.7  per  cent  showed  recurrences  following  partial 
resection,  while  88  per  cent  showed  recurrences  after 
excision  alone.  When  metastasis  has  developed, 
curettage  followed  by  cauterization  gives  relief. 
Radium  was  used  in  twenty-four  cases  of  inoperable 
cancer  with  only  fair  success.  Schmitz  had  the 
same  experience.  Radium  is  of  value  in  cases  of 
small  multiple  growths  too  widely  scattered  for 
resection. 


When  partial  cystectomy  is  not  indicated  the 
ureters  should  be  transplanted  and  the  entire  blad- 
der removed  or  extensively  treated  with  radium. 
Uretero-enterostomy  is  more  satisfactor>'  to  the 
patient  than  lumbar  nephrostomy  or  ureterostomy. 
The  early  results  of  uretero-enterostomy  were  not 
encouraging.  Since  Coffey's  work  in  1911,  in  which 
he  demonstrated  his  so-called  "physiological  im- 
plantation," the  results  have  been  more  favorable  as 
is  evident  from  the  reports  of  the  Mayos. 

Implantation  within  the  bony  pelvis  is  a  techni- 
cally difficult  operation.  The  ureters  should  be  im- 
planted at  different  times  according  to  the  technique 
of  Coffey.  When  partial  cystectomy  cannot  be 
performed,  ureteral  implantation  followed  by  total 
cystectomy  or  the  use  of  large  doses  of  radium 
is  the  op)eration  of  choice.  The  mortality  will  be 
high  but  a  small  percentage  of  cases  will  be  cured. 

C.  D.  PiCKRELL.  M.D. 

GJJNITAL  ORGANS 

Judd,  E.  S.,  Bumpus,  H.  C,  Jr.,  and  SchoU,  A.  J., 
Jr.:  The  Prognosis  in  Cases  of  Carcinoma  of 
the  Prostate  Discovered  at  Operation.  Surg. 
Clin.  N.  Am.,  1921,  i,  1279. 

Carcinoma  of  the  prostate  treated  surgically  is 
of  three  types :  (i)  the  carcinomatous  changes  which, 
although  undoubted,  are  deemed  sufficiently  early 
to  warrant  an  attempt  at  surgical  removal,  (2) 
suspected  carcinomata  which  cannot  be  diagnosed 
positively,  and  (3)  the  type  discovered  at  operation. 
It  would  naturally  be  supposed  that  the  prognosis 
in  the  last  type  would  be  the  best,  and  that  in  the 
first  type  the  poorest. 

In  order  to  determine  whether  or  not  the  form 
of  oi)eration  had  any  bearing  on  the  final  results, 
the  patients  were  grouped  according  to  whether  the 
operation  was  suprapubic  or  perineal.  Seventy-five 
patients  were  operated  on  by  the  suprapubic  route. 
Eleven  (14  per  cent)  of  these  lived  more  than  three 
years  following  operation.  Forty-two  patients  were 
operated  on  by  the  perineal  route,  and  five  (12  per 
cent)  have  survived  more  than  three  years.  Three 
years  is  not  used  arbitrarily  as  a  unit  of  measure, 
but  because  in  studying  a  series  of  231  untreated 
patients  34.59  months  was  found  to  be  the  average 
duration  of  the  disease,  and  obviously  with  any 
form  of  surgical  or  radium  treatment  a  considerable 
number  of  the  patients  treated  must  live  longer  than 
three  years  if  the  treatment  is  to  be  regarded  as  of 
any  value. 

Sixty-six  of  the  seventy-seven  patients  in  whom 
cancer  was  either  diagnosed  or  suspected  prior  to 
operation  have  been  traced.  Of  these,  only  eight 
(12  per  cent)  have  lived  more  than  three  years,  a 
result  indicating  that  if  carcinoma  of  the  prostate 
has  progressed  sufficiently  to  be  recognized  clinically 
surgery  offers  no  better  results  than  radium. 

Of  still  greater  interest  are  the  data  obtained  from 
the  group  of  sixty-two  patients  in  whom  the  malig- 
nancy was  so  obscure  as  to  escape  clinical  detection 
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Fig,  I.    Typ)e  i  glandular  carcinoma  of  the  prostai 
(xioo). 


and  was  discovered  only  at  operation  or  after  care- 
ful examination  of  the  gland  microscopically.  The 
authors  have  completed  records  of  fifty-one  of 
these  patients,  eight  of  whom  (15  per  cent)  lived 
more  than  three  years. 

Pathologically  and  clinically  there  are  two  types 
of  prostatic  cancer  but  of  course  there  are  also  inter- 
mediate states.  This  division  was  such  as  to  afford 
a  very  valuable  prognostic  aid.  The  first  type 
(Fig.  i)  is  the  more  common,  and  its  degree  of  malig- 
nancy is  lower  than  that  of  the  second  type  (Fig.  2). 
The  cells  are  partly  differentiated,  fairly  regular 
in  size  and  shape,  and  retain  the  long-tufted  end 
projecting  into  the  glandular  lumen  which  is  the 
most  significant  feature  of  prostatic  epithelium. 
The  nuclei  are  round,  relatively  larger  than  the 
nucleoli  found  in  normal  or  hypertrophied  glands, 
and  contain  the  distinct  nucleoli  which  are  so 
prominent  in  undifferentiated  cells.  Clinically  these 
prostates  are  large,  nodular,  and  stony,  and  produce 
the  symptoms  of  obstruction  first  calling  attention 
to  their  presence.  The  second  typ>e  of  cancer,  which 
does  not  retain  the  usual  prostatic  gland  structure, 
is  often  confused  with  lymphocytic  infiltration. 
The  malignant  cells  that  have  migrated  into  the 
stoma  often  show  a  streaked  or  etched-out  appear- 
ance in  contrast  to  the  clumped  localized  disposi- 


.  .f,.  -.  -.. ,.c  -  ......; luf  the  prosUlc.  Marked  fi- 
brosis. Deeply  stained  malignant  cells  scattered  through 
stroma  with  practically  no  gland  formation  (150). 

tion  of  lymphocytic  infiltration.  The  cells  in  such 
glands,  either  from  morphologic  or  mechanical  influ- 
ences, have  lost  their  original  structure;  they  do 
not  conform  to  the  usual  type,  but  vary  in  size  and 
arrangement.  These  may  comprise  great  masses  or 
extending  wedges  of  tightly  packed  cells  containing 
large,  deeply  staining  nuclei.  In  other  cases  the 
cells  may  be  loosely  arranged,  separated,  and  sup- 
ported by  a  small  amount  of  connective  tissue. 

In  100  of  the  146  cases  in  this  series  it  was  possible 
to  correlate  the  histologic  findings  with  the  postop- 
erative course.  Forty-four  cases  were  of  Type  i. 
Eleven  of  these  patients  lived  more  than  three  years; 
twenty-two  are  still  alive,  one  after  six  years,  two 
after  five  years,  four  after  four  years,  three  after 
three  years,  six  after  two  years,  and  six  after  one 
year.  Fifty-six  cases  were  of  Type  2.  Sixteen  patients 
lived  two  years,  seven  lived  three  years,  and  only 
one  lived  more  than  three  years.  Three  patients 
are  still  alive,  one  three  years,  and  two,  one  year  after 
operation. 

It  seems  evident,  therefore,  that  in  cases  of  cancer 
of  the  prostate  the  degree  of  malignancy  as  demon- 
strated microscopically  determines  the  prognosis, 
and  that  when  the  disease  has  advanced  sufficiently 
to  be  recognized  clinically  the  possibility  of  surgical 
cure  is  diminished.  G.  S.  Foulds,  M.D. 
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Lillie,  W.  I. :  Ocular  Phenomena  in  Cases  of  Chias- 
mal Lesions  Not  of  Pituitary  Origin:  Report 
of  Six  Cases.   Surg.  Clin.  N.  Am.,  1921,  i,  1363. 

The  early  ocular  changes  produced  by  lesions  of 
pituitary  origin  may  be  summarized  as  follows: 
(i)  lowered  visual  acuity  in  one  or  both  eyes,  (2) 
characteristic  changes  in  the  visual  fields,  and  (3) 
waxy  pallor  of  the  nerve  heads  without  loss  of 
substance. 

The  progressive  field  changes  which  are  due  to 
chiasmal  lesions  of  pituitary  origin  have  been 
divided  into  four  main  groups:  (i)  bitemporal,  (2) 
homonymous,  (3)  amaurotic,  and  (4)  unclassified. 
The  field  changes  are  classified  also  according  to  the 
progression  and  type  of  change:  (i)  changes  in  the 
color  fields,  (2)  changes  in  the  form  fields,  and  (3) 
bizarre  fields,  such  as  scotomatous  fields. 

The  six  cases  reported  in  this  series  were  selected 
from  a  group  of  thirty  cases  of  chiasmal  lesions  for 
which  operation  was  performed  in  the  Mayo  Clinic 
in  the  past  twenty  months.  They  are  reported  in 
order  to  show  the  striking  similarity  in  the  ocular 
phenomena  of  chiasmal  lesions  not  of  pituitary 
origin.  The  remaining  twenty-four  cases  of  this 
group  were  cases  of  pituitary  tumor. 

The  six  cases  were  those  of  three  males  and  three 
females  whose  ages  ranged  from  20  to  45  years. 
The  visual  symptoms  varied  in  duration  from  six 
months  to  six  years  and  were  generally  out  of  pro- 
portion to  the  fundus  findings.  Vision  could  not  be 
improved  with  glasses  and  was  normal  in  only  one 
case.  In  most  cases  it  had  either  failed  entirely  or 
amounted  only  to  the  ability  to  count  fingers.  The 
ophthalmoscopic  examination  of  the  disks  in  two 
cases  showed  a  pallor  with  loss  of  substance  which 
is  not  typical  of  pituitary  tumor.  In  the  other  four 
cases  the  disk  changes  could  not  be  differentiated 
from  those  of  pituitary  tumor.  The  visual  fields 
varied  from  a  bitemporal  hemianopsia  to  a  homon- 
ymous hemianopsia,  and  in  one  case  there  was  pres- 
ervation of  the  upper  temporal  quadrant  which  is 
not  typical  of  pituitary  tumor.  Roentgenograms 
showed  the  sella  to  be  normal  in  three  cases  and 
enlarged.  Grade  2  to  4,  in  three  cases.  In  only  two 
was  there  any  evidence  of  thinning  or  destruction  of 
the  pxjsterior  clinoids.  The  general  examination  was 
negative  in  four  cases,  and  in  two  the  neurological 
examination  revealed  definite  changes.  In  one  case 
definite  localization  was  possible  only  by  neurolog- 
ical examination. 

The  pathologic  conditions  found  at  operation 
were:  (i)  malignant  basal-cell  tumor,  (2)  glioma  of 
the  midbrain,  (3)  basal-cell  endothelioma,  (4) 
psammoma   of   the   meninges,   and    (5)    basal-ceU 


glioma  arising  from  the  right  temporosphenoidal 
globe.  In  the  sixth  case  it  was  impossible  to  remove 
a  specimen  of  the  tumor  for  examination.  At  opera- 
tion all  the  growths  were  found  to  be  of  extra  sellar 
origin,  but  involved  the  chiasm. 

All  of  the  patients  in  the  series  came  to  the  Clinic 
primarily  because  of  failing  vision  or  complete 
blindness  in  one  or  both  eyes. 

Definite  ophthalmic  lesions  were  found  in  every 
case  at  the  time  of  examination,  while  only  two 
patients  showed  definite  neurological  changes. 

The  fact  that  the  ocular  changes  in  four  of  the 
patients  could  not  be  distinguished  from  those  char- 
acteristic of  a  pituitary  syndrome  shows  the  neces- 
sity for  careful  examination  of  the  fields  and  fundus 
early  in  the  course  of  the  disease  in  order  to  detect 
the  progressive  changes. 

Only  one  of  the  patients  gave  a  history  of  changes 
in  menstruaUon;  in  this  case  uterine  fibroids  had 
been  treated  with  radium. 

None  of  the  six  patients  had  any  evidence  of 
acromegaly.  In  four  cases  in  which  the  metabolic 
rate  was  estimated  it  varied  from  3  to  27  per  cent. 

Four  patients  died  and  two  autopsies  were  ob- 
tained. Nothing  has  been  heard  from  the  remaining 
two  with  regard  to  changes  in  vision  and  fields. 

Black,  N.  M.:  Eye  Findings  in  Brain  Injuries.  Am. 

J.  Ophth.,  1921,  iv,  819. 

Extra-ocular  conditions  associated  with  brain 
injuries  include  muscle  paralysis,  nystagmus,  and 
conjugate  deviations. 

Among  intra-ocular  conditions  are  aflfections  of 
the  optic  nerve  head  and  retina;  affections  of  the 
pupil,  including  miosis,  mydriasis,  aniscoria,  hippus, 
and  the  Argyll- Robertson  pupil;  an  increase  or 
decrease  of  intra-ocular  tension;  and  subjective 
findings  in  the  visual  fields. 

The  author  discusses  choked  disc  in  some  detail. 
Thomas  D.  Allen,  M.D. 

Knapp,  A. :  The  Action  of  Adrenalin  on  the  Glau- 
comatous Eye.   Arch.  Ophth.,  1921,  I,  556. 

The  author's  observations  were  based  on  a  series 
of  sixty-five  cases  of  primary  glaucoma,  some  of 
which  had  been  operated  on.  Cases  of  atrophic 
iritis  and  posterior  synechia  were  excluded. 

The  pupil  dilated  in  sixty  cases,  but  the  degree  of 
mydriasis  was  not  so  great  as  if  pilocarpine  had 
been  given  previously. 

The  tension  was  unaffected  in  forty  cases,  de- 
creased in  twenty,  and  increased  in  five.  In  Knapp's 
opinion  the  reduction  in  tension  is  due  probably  to 
the  freeing  of  the  edge  of  the  iris  from  the  anterior 
surface  of  the  lens  and  the  consequent  easier  flow 
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of  aqueous  from  the  posterior  to  the  anterior  cham- 
ber. 

In  fifteen  cases  the  glaucoma  affected  only  one 
eye.  The  normal  eye  reacted  to  adrenalin  as  fol- 
lows: in  twelve  the  pupil  dilated,  in  three  there  was 
no  change  in  size,  in  twelve  the  tension  was  un- 
affected, and  in  three  the  tension  was  reduced. 
"This  suggests  that  a  susceptibility  to  adrenalin 
may  be  present,  long  before  the  usual  clinical  signs 
of  glaucoma."  Thomas  D.  Allen,  M.D. 

Benedict,  W.  L. :  The  Character  ot  Iritis  Caused  by 
Focal  Infection.    Arch.  Ophth.,  1921,  1,  560. 

In  an  investigation  to  determine  the  character  of 
iritis  caused  by  focal  infection,  fourteen  cases  of 
iritis  in  which  other  {X)ssible  causes  of  the  condition 
were  eliminated  were  selected  as  test  cases.  Five 
of  these  were  acute  and  nine  were  chronic.  In- 
jection of  cultures  from  foci  in  patients  with  acute 
iritis  produced  acute  iritis  in  rabbits  in  four  in- 
stances, but  iritis  was  not  produced  by  the  injection 
of  cultures  from  foci  in  chronic  or  inactive  cases. 

The  iritis  produced  in  rabbits  ran  the  same  course 
as  that  in  the  patients  from  whom  the  cultures  were 
taken.  It  was  caused  by  streptococcus  viridans  of 
the  short-chain  type  and  the  infection  was  carried 
by  the  blood  stream.  The  specificity  of  the  cultures 
of  the  organism  for  iritis  is  influenced  by  aerobic 
conditions  of  the  culture  medium.  In  order  to 
retain  a  specific  affinity  the  organism  must  be 
grown  under  conditions  of  oxygen  tension  similar  to 
those  to  which  they  are  accustomed. 

Iritis  due  to  focal  infection  is  a  myositis  caused  by 
an  organism  that  at  some  period  of  its  growth  may 
produce  iritis,  and  at  other  periods,  inflammation  of 
some  other  muscle.  It  involves  the  f)ortion  of  the 
muscle  of  the  iris  corresponding  in  location  to  that 
of  the  muscle  infection  in  arthritis.  This  affinity 
for  the  tissue  of  the  iris  becomes  a  function  of  the 
organism  spontaneously  or  may  be  acquired  by  its 
growth  on  iris  tissue.  The  organism's  affinity  for 
the  iris  is  easily  lost  when  it  is  grown  in  different  en- 
vironments; it  will  change  its  affinity  for  special 
structural  tissues  or  even  lose  its  virulency  to  a 
marked  extent.  R.  O.  Grigsby,  M.D. 

Smith,  H.:    The  Treatment   of  Cataract.     Arch. 
Ophth.,  1921,  1,  515. 

This  is  Smith's  answer  to  adverse  criticism  of  the 
Smith  Indian  operation.  Iritis,  Smith  believes,  is 
due  merely  to  capsule  and  not  at  all  to  lens  matter, 
as  in  a  case  of  his  own  in  which  lens  matter  was 
left  in  the  wound  through  premature  rupture  of  the 
capsule  iritis  did  not  develop  following  the  com- 
plete removal  of  the  capsule.  Moreover,  iritis  does 
not  occur  in  Smith's  cases  nearly  as  frequently  as  in 
those  of  others  who  use  the  capsulotomy  method. 
After-cataract  he  does  not  have  to  contend  with  at 
all.  With  regard  to  the  incision  he  states  that 
hemisection  of  the  cornea  does  not  interfere  with  its 
nutrition.  In  the  intracapsular  operation  iridec- 
tomy is  not  necessary. 


A  skilled  operator  should  have  no  more  than  7 
per  cent  vitreous  loss  by  the  Smith  method.  The 
loss  of  one-third  of  the  vitreous  is  not  followed  by 
serious  consequences,  particularly  if  there  is  no 
subsequent  iritis  or  iridocyclitis.  In  iridectomy 
cases  the  pillars  are  not  tied  down  by  adhesions  to 
the  capsule;  consequently  there  is  no  keyhole  or 
drawn-up  pupil. 

As  in  other  surgical  procedures,  the  use  of  daily 
dressings  is  meddlesome  and  complications  are  best 
left  alone.  Thomas  D.  .\llen,  M.D. 

Benedict,  W.  L.:  Retinitis  of  Acute  Nephritis: 
Report  of  Six  Cases.  Med.  Clin.  N.  Am.,  1921, 
V,  27S- 

The  visible  changes  which  take  place  in  the  retina 
as  the  result  of  impairment  of  the  function  of  the 
kidneys  are  characteristic  of  the  change  within  the 
kidneys  and  indicate  to  some  extent  its  quality  and 
quantity.  Kidneys  which  have  been  inflamed 
repeatedly  or  continuously  for  months  or  years  may 
suddenly  be  overwhelmed  by  an  attack  that  will 
seriously  impair  or  arrest  their  function.  Such  an 
attack  leads  to  changes  in  the  retina  which  are 
best  termed  the  "retinitis  of  acute  nephritis." 

The  ophthalmoscopic  picture  of  the  retina  of 
acute  nephritis  is  not  always  accompanied  by  changes 
in  the  urine  or  blood  chemistry,  and  nephritis  may 
be  overlooked  or  denied  on  evidence  that  can  be 
deduced  from  laboratory  tests.  The  findings  of  this 
type  of  retinitis  indicate  that,  within  a  short  time, 
the  patient  has  suffered  from  impairment  of  renal 
function  to  such  an  extent  that  changes  have  been 
produced  in  the  eye.  These  attacks  may  be  brought 
on  by  exposure  to  inclement  weather,  dietary  indis- 
cretions, infection,  or  stone  in  the  kidney. 

Case  256254.  A  woman,  aged  47,  was  examined 
at  the  Mayo  Clinic  January  15,  1919.  For  eight 
days  previously  she  had  had  frequent  voiding,  but 
no  other  symptoms  of  nephritis.  The  systolic  blood 
pressure  was  210,  the  diastolic  120.  Examination 
of  the  urine  was  negative  and  the  phenolsulphone- 
phthalein  test  of  renal  function  was  50  per  cent. 
The  fundus  oculi  showed  marked  changes  of  hyper- 
tension. February  5,  192 1,  she  came  to  the  Clinic 
for  re -examination.  Two  months  previously  her 
tonsils  had  been  removed,  and  since  then  she  had 
suffered  from  headache,  backache,  nausea,  and 
vomiting.  The  systolic  blood  pressure  was  220, 
the  diastolic  124.  The  phenolsulphonephthalein 
test  of  renal  function  was  55  j>er  cent.  Examination 
of  the  urine  was  negative.  Vision  was  6/6  in  both 
eyes.  Retinitis  of  acute  nephritis  was  diagnosed  after 
ophthalmoscopic  examination.  February  19,  the 
phenolsulphonephthalein  return  was  70  per  cent 
The  blood  pressure  had  been  reduced  to  164  systolic 
and  108  diastolic.  At  the  time  of  the  patient's  dis- 
missal from  the  hospital  she  had  good  renal  func- 
tion, normal  blood  urea,  and  no  albuminuria.  The 
retinitis  had  disappeared  except  for  evidences  of 
hypertension.  The  retinitis  observed  in  this  in- 
stance was  characteristic  of  the  lesion  produced  by 
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a  renal  break  in  a  case  of  high  blood  pressure  of  vary- 
ing degree  which  had  been  present  for  several  years 
and  had  produced  a  moderate  sclerosis  of  the  retinal 
arteries. 

Case  344317.  A  man,  aged  40,  came  to  the  Clinic 
for  examination  December  21,  1920.  December  27, 
the  nerve  heads  of  both  eyes  were  found  to  be 
markedly  swollen  (about  6  or  7  diopters)  but  there 
were  no  other  characteristic  signs  of  acute  retinitis. 
Examination  of  the  urine  was  negative.  There  were 
25  mg.  of  urea  per  100  c.cm.  The  phenolsulphon- 
ephthalein  return  showed  55  per  cent  and  50  per 
cent.  During  the  next  three  weeks  the  phenolsul- 
phonephthalein  tests  gave  returns  of  40  per  cent, 
25  per  cent,  and  20  per  cent.  The  retinitis  increased 
rapidly.  The  retinae  became  detached.  Blood  pres- 
sure was  increased  to  240  systolic  and  140  diastolic. 
This  was  considered  a  marked  case  of  hypertension 
on  a  nephritic  basis. 

Case  346351.  A  man,  aged  54,  was  examined  at 
the  Clinic  January  13,  1921.  Opthalmoscopic 
examination  showed  some  retinal  arteriosclerosis, 
but  no  definite  exudates  or  haemorrhages.  January 
21  early  signs  of  retinitis  of  nephritis  were  found. 
The  blood  pressure  was  increased  although  the 
blood  urea  was  not  above  normal.  Phenolsulphone- 
phthalein  tests  gave  returns  of  20  p>er  cent,  30 
per  cent,  and  35  per  cent.  The  patient  improved, 
but  the  retinitis  increased  for  a  few  days  before  it 
subsided.  February  18,  the  patient  suffered  an 
attack  of  nausea  with  fever  and  chUls.  Two  days 
later  there  were  84  mg.  of  blood  urea  per  100  c.cm. 
although  the  blood  pressure  was  not  elevated.  The 
phenosulphonephthalein  excretion  was  32  per  cent. 
A  few  days  later  the  eye  grounds  in  both  eyes 
showed,  besides  the  vascular  condition,  areas  of 
exudate.  The  uraemic  symptoms,  which  came  on 
about  February  18,  were  attributed  to  blockage  of 
the  right  kidney  by  a  stone.  During  observation 
in  the  hospital,  the  phenolsulphonephthalein  test 
showed  improvement  of  kidney  function,  a  little 
more  than  50  per  cent  being  returned.  By  April 
16  the  fundus  had  resumed  its  usual  appearance. 
In  his  observation  of  this  case  the  author  was  fortu- 
nate to  have  for  reference  full  clinical  data  and 
laboratory  reports  on  the  urinalysis  and  chemical 
examinations  of  the  blood,  both  after  and  before  a 
decided  break  in  the  function  of  the  kidney. 

Retinitis  of  acute  nephritis  occurs  when  the  renal 
function  has  been  impaired.  It  indicates  that  there 
has  been  an  accumulation  of  products  ordinarily 
eliminated  by  the  kidney  which  are  loading  the  blood 
to  the  detriment  of  body  tissues.  If  this  accumula- 
tion reaches  beyond  bodily  tolerance,  either  in 
amount  or  time,  the  results  will  be  registered  in 
tissue  damage  of  a  proportionate  degree.  Regard- 
less of  what  else  may  befall  the  retina,  the  presence 
of  these  substances  in  the  blood  produces  changes 
characteristic,  if  not  pathognomonic,  of  nephritis, 
and  the  cases  reported  herein  indicate  that  with  the 
lessening  of  the  elimination  by  the  kidneys  there  is 
an  increase  in  the  severity  of  the  retinitis. 


EAR 

Broders,  A.  C:  Epithelioma  of  the  Ear:  a  Study 
of  Sixty-Three  Gases.  Surg.  Clin.  N.  Am.,  192 1, 
i,  1401. 

A  prognosis  with  regard  to  a  neoplasm  should 
never  be  attempted  without  some  knowledge 
regarding  its  microscopic  nature,  its  size,  and  its 
location.  In  the  series  of  sixty-three  cases  studied 
three  types  of  epithelioma  of  the  ear  were  encoun- 
tered, namely,  basal-cell  epithelioma,  squamous-cell 
epithelioma,  and  melano-epitheUoma. 

Basal-cell  epithelioma  is  the  least  malignant  and 
melano-epithehoma  the  most  malignant.  If  an 
epithehoma  showed  three-fourths  differentiation  or 
keratinization  and  one-fourth  undifferentiation,  it 
was  graded  x.  If  the  amounts  of  differentiated  and 
imdifferentiated  epithelium  were  equal,  it  was 
graded  2.  If  the  undifferentiation  formed  about 
three-fourths  of  the  growth,  it  was  graded  3,  and 
if  there  was  no  differentiation  it  was  graded  4. 
Grade  4  squamous-cell  epithelioma  is  about  as 
malignant  as  melano-epithelioma,  while  the  basal- 
cell  epithelioma  is  slightly  less  malignant  than  a 
squamous-cell  Grade  2. 

Of  the  sixty- three  patients,  76.19  per  cent  were 
males,  and  of  these,  64.44  per  cent  were  farmers. 
The  average  duration  of  the  tumor  was  4.1 1  years, 
and  the  average  maximum  diameter  3.22  cm. 
Eighty-four  and  twelve  hundredths  per  cent  of  the 
lesions  were  on  the  auricle,  14.28  per  cent  in  the 
canal,  and  1.58  per  cent  in  the  middle  ear. 

Thirty-nine  and  sixty-eight  hundredths  per  cent 
of  the  patients  had  had  non-surgical  treatment, 
28.57  per  cent  had  had  surgical  treatment,  and  53.68 
per  cent  had  had  a  combination  of  treatments  before 
entering  the  Mayo  Clinic 

In  fifty-six  cases  the  growth  was  operable  and  in 
seven  inoperable.  In  92.85  per  cent  of  the  operable 
cases  the  treatment  was  surgical,  and  in  7.14  per 
cent  radium  was  given.  Forty-six  and  fifteen 
hundredths  per  cent  of  the  patients  treated  surgi- 
cally were  given  radium  treatment  also.  Radiiun 
or  X-ray  treatment  was  given  in  the  inoperable 
cases. 

Sixty-one  and  thirty-nine  hundredths  per  cent  of 
the  epitheUomata  were  of  the  squamous-cell  type, 
33-33  per  cent  of  the  basal-ceU  type,  and  4.76  per 
cent  melanotic.  Of  the  squamous-ceU  t>'pe,  5.12  per 
cent  were  Grade  i,  66.66  per  cent  Grade  2,  23.07 
per  cent  Grade  3,  and  5.12  per  cent  Grade  4. 

Eighty-five  and  seventy-one  hundredths  per  cent 
of  the  seven  patients  had  metastasis  in  removed 
lymph  nodes.  Involvement  of  the  lymph  nodes  and 
salivary  glands  was:  parotid  lymph  nodes,  50  per 
cent;  external  jugular  nodes,  50  per  cent;  parotid 
glands,  33.33  per  cent;  submaxillary  lymph  glands, 
16.66  per  cent;  superior  deep  cervical  glands,  16.66 
I>er  cent;  and  inferior  deep  cervical  nodes,  16.66 
per  cent. 

Forty-seven  and  five  hundredths  per  cent  of  the 
patients  are  alive  with  good  results.    The  average 
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duration  of  life  was  3.53  years;  20.58  per  cent  are 
alive  with  fair  results  after  an  average  life  of  one 
and  sixty-three  hundredths  years. 

In  the  cases  of  melano-epithelioma  icx)  per  cent 
poor  results  followed  treatment. 

Fifty-eight  and  thirty-three  hundredths  per  cent 
of  the  patients  with  basal-cell  epithelioma  are  alive 
with  good  results,  25  per  cent  are  alive  with  fair 
results,  and  16.66  per  cent  are  dead. 

Forty-five  per  cent  of  those  with  squamous-cell 
epithelioma  are  alive  with  good  results,  20  per  cent 
are  alive  with  fair  results,  and  35  per  cent  are  dead. 

Of  the  patients  with  squamous-cell  epithelioma 
of  Grade  i,  one  died  (50  per  cent).  Of  those  with 
Grade  2  neoplasms  50  per  cent  are  alive  with  good 
results,  2$  per  cent  are  alive  with  fair  results,  and  25 
per  cent  are  dead,  the  results  havng  been  poor.  Of 
those  with  neoplasms  of  Grade  3,  42.85  per  cent 
are  alive  with  good  results  14.28  per  cent  are  alive 


with  fair  results,  and  42.85  per  cent  are  dead.   All 
of  those  with  neoplasms  of  Grade  4  are  dead. 

All  of  the  cases  with  metastasis  had  poor  results, 
and  all  of  those  without  metastasis  had  good  results. 
Of  the  patients  who  did  not  require  the  removal  of 
regional  nodes  or  salivary  glands  53.33  per  cent  are 
alive  with  good  results,  26.66  per  cent  are  alive  with 
fair  results,  and  20  per  cent  are  dead,  the  results 
having  been  poor. 

Of  the  patients  with  lesions  of  the  auricle  51.61 
per  cent  are  alive  with  good  results,  16.12  per  cent 
are  alive  with  fair  results,  and  32.25  per  cent  are 
dead.  Sixty-six  and  sixty-six  hundredths  per  cent 
of  those  with  lesions  in  the  external  auditory  canal 
are  dead. 

Of  seven  inoperable  cases  five  were  fatal.  The 
lesions  were  located  on  the  auricle  in  three  cases,  in 
the  canal  in  three,  and  in  the  middle  ear  in  one. 

French  K.  Hansel,  M.D. 


SURGERY  OF  THE  NOSE,  THROAT,  AND  MOUTH 


NOSE 

Lillie,  H.  I. :  Observations  in  the  Management  of 
Chronic  Frontal  Sinusitis  with  External  Man- 
ifestations:   Report    of    Twenty-Two    Gases. 

Surg.  Clin.  N.  Am.,  1921,  i,  1381. 

The  material  for  this  study  consisted  of  twenty- 
two  patients  observed  in  the  Mayo  Clinic,  all  of 
whom  had  external  manifestations  of  frontal  sinus 
disease.  Sixteen  had  discharging  fistulae,  five  had 
subperiosteal  abscesses,  one  showed  evidence  of 
mucocele,  and  all  but  four  of  them  had  had  some 
extranasal  operation.  In  only  three  instances  was 
the  pathologic  condition  shown  by  the  roentgeno- 
gram. 

In  such  cases  the  two-stage  ojieration  is  employed. 
First,  an  intranasal  operation  is  performed  under 
local  anaesthesia  to  enlarge  the  nasofrontal  duct  and 
exeuterate  thoroughly  all  diseased  sinuses  of  the 
nose.  Sp)ecial  care  is  taken  in  flattening  the  lateral 
wall  of  the  agger  nasi  and  in  smoothing  off  all  rough 
edges  to  lessen  the  formation  of  granulation  tissue. 
As  a  general  nile  the  external  operation  is  performed 
about  ten  days  after  the  intranasal  operation. 
Modifications  of  the  Killian  of)eration  performed 
imder  general  anaesthesia  are  used  in  most  cases. 
Special  care  is  taken  to  eradicate  all  p)ockets  and 
overhang  and  to  smooth  the  inner  table.  All  mucous 
membrane  lining  the  frontal  sinus  is  removed.  The 
upper  edge  of  the  outer  table  is  beveled  to  lessen  the 
deformity  and  eliminate  pocketing.  The  upper 
wall  of  the  orbit  is  removed  as  far  as  necessary  to 
uncover  any  lateral  ethmoid  cells;  these  are  found 
frequently.  In  case  a  double  frontal  operation  had 
been  performed  previously,  the  nasofrontal  duct 
regions  are  joined  somewhat  after  the  method  sug- 
gested by  Lathrop.  Vaseline  gauze  is  used  for 
packing  and  allowed  to  protrude  through  the 
nose.  The  external  incision  is  closed  with  inter- 
rupted silkworm  suture. 

In  all  cases  previously  operated  on  the  operation 
had  failed  because  of  incomplete  removal  of  infected 
pockets  and  overhang.  In  five  cases  the  outer  table 
had  been  broken  through  by  erosion:  in  three 
cases  into  the  orbit  and  in  two  over  the  forehead. 
In  three  cases  a  definite  hyp>ertrophic  osteitis  had 
developed. 

The  postoperative  care  consisted  entirely  of  keep- 
ing the  nasal  cavities  clean,  generally  by  the  use  of 
the  suction  apparatus.  Packs  were  removed  on  the 
third  day.  There  were  four  cases  of  diplopia,  three 
of  which  cleared  up  in  one  week.  Three  patients 
had  well-marked  chemosis.  Meningitis  occurred  in 
one  instance  as  the  result  of  fracture  of  the  inner 
table  in  a  case  of  hypertrophic  osteitis. 

H.  E.  BozER.  M.D. 


Barlow,  R.  A.:  Observations  on  the  Sphenopala- 
tine Ganglion  Syndrome  of  the  Sympatlietic 
Type:  Report  of  Three  Cases.  Med.  Clin.  N. 
Am.,  1921,  V,  289. 

The  author  discusses  the  clinical  manifestations 
and  treatment  of  sphenopalatine  disturbances  and 
reports  three  typical  cases  treated  by  him  at  the 
Mayo  Clinic.  Irritation  of  the  sphenopalatine 
ganglion  so  closely  simulates  the  repeated  paroxysms 
of  sneezing  occurring  in  hay-fever  that  some  cases 
of  this  condition  have  been  incorrectly  diagnosed. 

The  sphenopalatine  ganglion  is  the  most  super- 
ficial sympathetic  ganglion  in  the  body  and  consists 
of  fine  interlacings  of  fibers  with  neurones  from  the 
sjonpathetic  system.  The  preganglionic  and  post- 
ganglionic fibers  compose  the  efferent  nerve  mechan- 
ism. The  superficial  position  of  the  ganglion 
renders  it  vulnerable  to  external  stimuli  such  as 
infection  in  the  nasal  chamber,  dust,  cold  air,  etc. 

Sphenopalatine  disturbances  are  of  two  types: 
the  neuralgic  and  the  sympathetic.  Patients  with 
neuralgic  disturbances  complain  of  severe  lower- 
half  headaches.  Patients  with  sympathetic  dis- 
turbances have  persistent  sneezing,  lachrymation, 
and  attacks  resembling  hay-fever  which  are  not 
dei>endent  on  season  or  climate. 

The  treatment  of  the  condition  is  very  simple. 
The  nasal  ganglion  is  first  cocainized  by  passing  into 
the  nose  to  the  posterior  end  of  the  middle  turbinate 
an  applicator  with  cotton  dipped  in  10  per  cent 
cocaine.  This  is  withdrawn  and  a  second  applica- 
tor, dipped  in  sterile  water,  is  inserted  to  the  same 
sp>ot  and  allowed  to  remain  about  one  minute.  This 
procedure  rules  out  functional  disturbances.  If  the 
first  treatment  is  without  effect  by  the  second  day, 
cocaine  is  applied  again.  This  time  the  second 
applicator  is  dipped  in  50  per  cent  silver  nitrate 
solution  instead  of  sterile  water  and  allowed  to  re- 
main in  position  about  thirty  seconds.  The  treat- 
ment is  applied  to  both  sides  and  is  usually  followed 
by  severe  attacks  of  sneezing.  About  the  third  day 
it  is  repeated.  As  a  general  rule  two  treatments  are 
sufficient. 

The  ganglion  covdd  be  injected  with  alcohol  as  in 
the  neuralgic  types  of  nasal  ganglion  disturbances, 
but  the  silver  nitrate  treatment  is  equally  efficacious 
as  silver  has  a  certain  selective  action  on  nerve 
tissue.  Moreover,  the  application  of  silver  is  less 
technical  than  the  injection  of  alcohol  and  less  apt 
to  be  followed  by  complications. 

Frank,  I.,  and  Strauss,  J.  F.:  An  Invisible  Scar 
Method   in   Cosmetic  Nasal   Surgery.     Ann. 

Otol.,  Rhinol.  br  Laryngol.,  1921,  xxx,  670. 

For  the  correction  of  nasal  defects  the  authors 
prefer  the  external  to  the  internal  operation  as  in 
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the  former  the  field  can  be  sterilized  so  that  the 
chance  of  infection  is  greatly  lessened  and  the  opera- 
tive field  is  larger. 

The  external  operation  has  been  so  modified  that 
the  usual  broad  scar  is  now  hardly  noticeable. 
Moreover,  the  surgeon  can  of>erate  successfully  upon 
the  three  types  of  bridge  deformity  through  an 
incision  made  in  a  field  readily  sterilized  and  in  a 
hidden  location  so  that  there  is  no  need  for  anxiety 
if  a  pigmented  scar  persists.  The  technique  is  as 
follows: 

The  patient's  head  and  face  are  thoroughly 
washed  before  he  is  taken  to  the  operating  room. 
With  an  indelible  pencil,  a  line  yi  in.  in  length  is 
drawn  on  the  horizontal  axis  of  the  eyebrow,  as  close 
to  its  median  extremity  as  possible  without  extend- 
ing beyond  the  hair  line.  The  brow  is  then  partly 
or  wholly  removed  with  the  scissors,  the  pencil- 
marked  location  of  the  incision  on  the  skin  being 
left  plainly  visible.  On  the  operating  table  the  eyes 
are  covered  with  sterile  cotton  pads  and  the  re- 
mainder of  the  face  is  spxinged  with  ether-alcohol. 

The  incision  is  made  yi,  in.  in  length,  down  through 
the  periosteum  to  the  frontal  bone.  A  periosteal 
elevator  with  a  slightly  curved  shank  is  then  intro- 
duced and  the  skin  and  subcutaneous  tissues  are 
elevated  from  the  bone  and  cartilage  along  the 
median  line  of  the  bridge  of  the  nose  down  to  the 
tip,  the  instrument  being  guided  in  its  course  by 
the  operator's  hand.  Into  the  pocket  thus  formed  a 
slightly  curved  rasp  is  introduced  and  all  humps  are 
removed.  In  a  case  of  depressed  nose  a  properly 
prepared  transplant  of  bone  or  cartilage  is  inserted. 

For  the  broad  nose  two  incisions  are  necessary: 
the  usual  one  in  the  left  eye  and  another  similarly 
placed  on  the  right  side.  Through  these  openings 
the  periosteum  covering  the  frontal  process  of  the 
superior  maxilla;  is  elevated  and  a  small,  specially 
designed  saw  is  inserted.  The  processes  are  then 
sawed  through  at  the  base  of  the  nasal  bridge  and 
the  walls  of  the  nose  are  pressed  inward  to  a  pwsition 
cosmetically  satisfactory  and  retained  with  an  ex- 
ternal splint  of  padded  heavy  sheet  copper.  The 
incisions  are  closed  with  interrupted  horsehair  su- 
tures and  sealed  with  tincture  of  benzoin  over  thin 
cotton.  J.  C.  Braswell,  M.D. 

New,  G.  B.:  Rhinophyma;  Rhinoscleroma.    Surg. 
Clin.  N.  Am.,  1921,  i,  1393. 

The  case  of  rhinophyma  reported  was  that  of  a 
man  aged  60  years,  who  had  a  huge  growth  on  the 
tip  of  the  nose  which  had  begun  eighteen  years 
before  and  had  gradually  become  larger.  The  pa- 
tient was  a  heavy  drinker,  and  had  had  syphilis 
thirty-five  years  before,  but  had  not  been  treated. 

Examination  revealed  an  irregular,  soft,  nodular 
tumor  4  cm.  in  diameter  on  the  tip  of  the  nose  and 
thickening  of  the  alae.  Previous  to  operation,  which 
was  performed  under  ether  anaesthesia,  a  tertiary 
syphilitic  lesion  on  the  left  hand  was  treated. 

In  191 9,  the  author  published  an  article  drawing 
attention  to  the  treatment  of  rhinophyma  by  decor- 


tication. Plastic  flaps  or  grafts  are  not  necessary 
after  this  procedure.  The  left  index  finger  should 
be  inserted  into  each  nostril  to  prevent  paring 
through  into  the  nose.  Hot  packs  and  vaseline 
dressing  control  oozing,  and  the  use  of  the  electric 
bulb  dries  the  secretions.  In  a  few  days  little  islands 
of  epithelium  will  be  noticed  over  the  denuded  area. 
These  are  formed  from  the  cut  ends  of  the  hyper- 
trophied  ducts,  and  in  two  weeks  the  area  is  well 
covered  with  epithelium.  The  cosmetic  result  is  all 
that  could  be  desired. 

The  case  of  rhinoscleroma  reported  v^s  that  of  a 
farmer,  27  years  of  age,  who  was  born  in  Russia  and 
came  to  the  Clinic  because  of  enlargement  of  the 
nose  and  nasal  obstruction.  The  condition  had  been 
noticed  one  year  before,  following  an  injury  due  to 
the  kick  of  a  horse.  The  injury  was  not  severe,  but 
soreness  and  swelling,  a  foul  discharge,  and  gradual 
nasal  obstruction  developed.  During  the  first  six 
months  after  the  injury  there  was  very  little  enlarge- 
ment of  the  external  nose. 

Examination  revealed  granulomatous  masses 
filling  each  nostril.  The  external  nose  was  three 
times  its  normal  size.  The  meatus  were  occluded 
and  the  soft  palate  was  retracted  upward.  The 
nasopharynx  contained  granulomata  but  no  ulcer- 
ation. The  condition  was  diagnosed  rhinoscleroma 
on  the  basis  of  the  clinical,  bacteriologic,  and  micro- 
scopic examination  of  the  tissue. 

Fifty  milligrams  of  radium  were  inserted  into 
each  nostril  for  four  hours  each,  and  50  mg.  into 
the  nasopharynx  for  six  hours.  One  month  later 
similar  treatment  was  applied  to  the  nose,  and  two 
months  later  the  nasopharynx  was  treated  for  four 
hours  with  66  mg.  of  radium.  The  condition  was 
clinically  cured.  This  is  the  third  case  in  which 
radium  was  used  with  striking  results. 

Rhinoscleroma  is  a  granulomatous  neoplasm 
which  affects  the  nose,  nasopharynx,  larynx,  and 
trachea,  and  is  due  to  a  micro-organism  similar  to, 
if  not  the  same  as,  the  bacillus  of  Friedlander. 

At  one  time  the  condition  was  seen  only  in  Central 
Europe,  but  today  seems  to  occur  in  all  parts  of  the 
world.  French  K.  Hansel,  M.D. 

THROAT 

New,  G.  B.:  The  Treatment  of  Multiple  Papil- 
lomata  of  the  Larynx  in  Children.  Ann.  Otol., 
Rhinol.  br  Laryngol.,  1921,  xxx,  631. 

The  treatment  of  multiple  papillomata  of  the 
larynx  in  children  has  always  been  difiicult  because 
of  the  tendency  to  recurrence.  Many  methods  have 
been  employed,  such  as  tracheotomy,  thyrotomy, 
and  cauterization,  endoscopic  operative  measures, 
fulguration,  the  application  of  various  drugs  locally, 
and  X-ray  and  radium  treatment.  During  the  past 
six  years  the  author  has  employed  radium  both 
within  the  larynx  and  outside  of  the  neck  and  has 
obtained  results  more  satisfactory  than  those  given 
by  other  methods. 

Mackenzie,  Clark,  and  Smith  have  stated  that 
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they  believe  tracheotomy  to  be  the  most  efficient 
method  of  treating  these  cases.  While  the  value  of 
tracheotomy  is  well  known,  cases  are  reported  in 
which  the  patients  have  worn  tubes  for  years  with- 
out any  improvement.  Polyak  discussed  the  use  of 
radium  as  a  substitute  for  operative  measures. 
Abbe,  in  1898,  was  the  first  in  this  country  to  treat 
multiple  papUlomata  of  the  larynx  with  radium. 
Several  observers  have  reported  poor  results  from 
the  use  of  radium,  but  on  the  whole  the  outcome 
seems  to  be  quite  good.  Lynch's  suspension  appara- 
tus has  added  a  great  deal  to  the  efficient  care  of 
these  patients.  His  results  in  removing  multiple 
papUlomata  by  operative  measures  have  been  supe- 
rior to  all  others  on  record  in  this  country.  He 
now  believes,  however,  that  fulguration  or  the  use 
of  acid  nitrate  of  mercury  is  the  best  method. 

During  the  years  from  1914  to  1920  the  author 
examined  at  the  Mayo  Clinic  twenty-six  children 
between  the  ages  of  10  and  12  years  with  multiple 
papillomata  of  the  larynx.  Such  patients  were 
usually  brought  to  the  Clinic  because  of  hoarseness 
or  shortness  of  breath  which  began  at  the  age  of  2 
or  3  months  as  a  slight  wheezing  or  crowing  cough. 
Sometimes  the  symptoms  do  not  appear  untU  the 
age  of  3  or  4  years. 

Multiple  papillomata  of  the  larynx  are  often 
diagnosed  as  laryngismus  stridulus,  asthma,  or  en- 
larged thymus,  but  these  conditions  can  be  ruled  out 
by  a  carefully  taken  history.  The  diagnosis  can 
be  made  only  by  laryngoscopic  examination. 

Many  of  the  patients  in  this  series  had  been 
operated  on  by  endoscopic  methods.  One  patient 
had  six  thyrotomies  and  cauterizations  which 
resulted  in  a  marked  scarring  of  the  glottis  and  the 
necessity  of  wearing  a  tracheotomy  tube.  One 
patient  had  six  suspensions  and  the  removal  of 
papillomata  but  when  seen  by  the  author  the  larynx 
was  filled.  Nineteen  of  the  patients  had  tracheot- 
oniies  previously  or  shortly  after  their  arrival  at  the 
Clinic.  Tracheotomy  was  not  performed  unless 
obstruction  made  it  necessary. 


The  treatment  in  this  series  of  cases  was  given 
under  ether  by  means  of  the  Lynch  suspension  apn 
paratus.  Except  in  a  few  of  the  early  cases,  no 
attempt  was  made  to  remove  the  papillomata.  A 
small  tube  containing  radium  salt  or  emanation  was 
inserted  into  the  glottis  and  was  kept  moving 
under  observation.  From  75  to  150  mg.  or  mc.  of 
radium  were  used  for  from  twenty  to  thirty-five 
minutes.  No  screening  was  employed  except  the 
silver  tube  which  was  i  mm.  thick.  The  treatments 
were  given  once  in  six  weeks  to  two  months.  The 
patients  must  be  seen  at  definite  intervals.  The 
greatest  number  of  suspensions  in  one  case  was  six, 
and  the  smallest  number,  one.  Besides  this  treat- 
ment, radium  was  applied  outside  the  larynx,  the 
average  dose  being  3,000  mg.-hrs.,  with  i  in.  of  wood 
and  2  mm.  of  lead  screening. 

Of  the  twenty-six  cases,  nine  cannot  be  considered 
in  the  results  as  some  were  not  treated  at  all  and 
others  received  only  one  treatment  because  they 
could  not  return  at  definite  intervals. 

Of  the  seventeen  patients  regarding  whom  definite 
information  was  obtained,  eleven  are  entirely  free 
from  papillomata;  nine  of  these  had  had  tracheot- 
omies and  the  tube  had  been  removed.  The  tube 
is  always  left  in  place  at  least  six  months  after  the 
larynx  is  free  from  the  growths.  One  patient  had  a 
collapse  of  the  trachea  above  the  opening,  but  a  two- 
way  tube  was  inserted  for  a  while  and  later  removed. 
Two  of  the  eleven  patients  did  not  have  tracheot- 
omies or  treatment  by  suspension  because  of  fre- 
quent colds,  but  were  treated  by  external  applica- 
tions of  radium.  Six  of  the  seventeen  patients  are 
still  under  treatment,  but  five  during  the  last  year 
only.  Four  of  these  six  patients  are  almost  entirely 
free  of  papillomata  and  the  voice  is  fairly  good. 
Three  of  these  four  can  cork  their  tubes.  In  the 
entire  group  the  author  has  not  seen  any  poor  re- 
sults from  the  use  of  radium.  He  believes  that 
undoubtedly  this  is  due  to  the  fact  that  the  radium 
was  under  direct  observation  and  was  kept  moving 
while  in  the  glottis.  French  K.  Hansel,  M.D. 
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OPERATIVE  SURGERY  AND  TECHNIQUE 

Mosskalenko,  W.  W. :  The  Anatomo-Mechanical 
Bases  of  Drainage  of  the  True  Pelvis  (Die  anat- 
omisch-mechanischen  Grundlagen  der  Drainage  des 
kleinen  Beckens).  Inaug.-Diss.,  Petrograd,  1921. 

This  monograph  of  386  pages  is  based  upon  the 
author's  very  thorough  anatomical  reasearch  on  112 
cadavers.  Drainage  of  the  true  pelvis  depends  upon: 
(i)  the  operative  procedure  used  for  the  introduc- 
tion of  the  drainage  tube,  and  (2)  the  topography 
of  the  pelvic  organs. 

Mosskalenko  discusses  from  the  standpoint  of 
anatomy  all  the  proposed  operative  methods  of 
effecting  drainage  and  describes  the  variations  of 
the  organs  of  the  true  pelvis  having  an  influence  on 
the  evacuation  of  fluids.  The  cadavers  studied 
were  hardened  with  a  10  per  cent  solution  of  for- 
malin. By  control  experiments  it  was  determined 
that  such  hardening  does  not  cause  displacement 
of  the  organs.  The  outline  of  the  sacrum  and  the 
organs  of  the  pelvis  were  reproduced  on  glass  in 
their  natural  size  and  position,  and  in  this  manner  a 
series  of  drawings  showing  the  topography  of  the 
pelvic  organs  was  obtained. 

The  cadavers  of  forty-three  men,  fifty-six  women, 
and  thirteen  children  were  examined.  In  addition, 
dogs  were  dissected.  The  author  gives  a  detailed 
description  of  the  aponeurosis  of  Denonvillier,  the 
posterior  and  lateral  pelvic  wall,  the  pelvic  floor,  and 
the  topography  and  variants  of  the  rectum,  bladder, 
urethra,  prostate,  vas  deferens,  uterus,  vagina,  and 
pelvic  peritoneum.  On  the  basis  of  all  the  variants 
certain  topographical  types  of  pelvic  organs  were 
determined.  In  his  review  of  the  literature  the  au- 
thor quotes  311  authors. 

The  aponeurosis  of  Denonvillier  is  of  great  im- 
portance as  it  indicates  the  topographical  peculiar- 
ities of  the  pelvic  organs.  It  may  be  either  vertical 
or  oblique,  i.e.,  it  may  lie  nearer  the  symphysis  or 
nearer  the  os  sacrum.  Its  position  is  related  to  the 
topography  of  all  the  pelvic  organs.    Mosskalenko 


differentiates  two  types  of  topographical  position  of 
the  pelvic  organs:  (i)  the  symphysopetal  type,  in 
which  they  lie  near  the  symphysis;  and  (2)  the  sacro- 
petal  type,  in  which  they  lean  toward  the  sacrum. 
In  the  symphysopetal  type  the  aponeurosis  of  De- 
nonvillier is  inclined  against  the  symphysis,  while 
in  the  sacropetal  type  it  is  inclined  toward  the 
sacrum. 

On  the  basis  of  comparative  anatomy  one  must 
regard  the  sacropetal  type  as  the  perfect  type  and 
the  symphysopetal  type  as  the  imperfect  type.  Each 
of  these  types  points  to  certain  peculiarities  in  the 
construction  of  the  individual  pelvic  organs  and  is 
of  great  importance  in  the  choice  of  an  operative 
method.  In  the  sacropetal  type  the  route  to  the 
prostate,  seminal  vesicles,  and  uterus  through  the 
anterior  abdominal  wall  is  verj"^  disadvantageous  as 
the  organs  lie  deep  in  the  true  pelvis.  The  route 
through  the  perineum  or  through  the  vagina  is 
easier  as  the  organs  lie  nearer  these  routes.  The 
topographical  type  is  of  importance  also  in  cathe- 
terization of  the  male  urethra.  In  extreme  cases  of 
the  sacropetal  type  the  catheterization  must  be 
undertaken  with  a  slightly  bent  catheter  whUe  in 
cases  of  the  symphysopetal  type  the  catheter  must 
be  decidedly  bent.  In  extreme  cases  of  the  sacro- 
petal type  the  prevesical  peritoneal  fold  lies  under 
the  symphysis  and  high  section  is  diflScult  to  perform 
without  injuring  the  peritoneum. 

The  presence  of  the  symphysopetal  or  the  sacro- 
petal type  and  the  position  of  the  aponeurosis  of 
Denonvillier  can  be  ascertained  by  the  ordinary 
measurement  of  the  pelvis.  The  conjugata  vera  is 
determined  in  the  usual  manner.  When  this  is  more 
than  II  cm.  and  the  anteroposterior  diameter  is 
more  than  11. 5  cm.,  the  pelvic  topography  is  of  the 
sacropetal  type.  If  the  measurements  are  less,  the 
type  is  symphysopetal.  A  line  which  forms  an  angle 
of  55  degrees  with  the  conjugata  vera  represents  the 
horizontal  line  of  the  pelvis  in  the  vertical  position. 
The  angle  of  55  degrees  indicates  the  angle  6f  pelvic 
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inclination  to  the  horizontal  line.  The  aponeurosis 
of  Denonvillier  forms  two  angles  with  the  horizontal 
line,  an  anterior  and  a  posterior  angle.  The  poste- 
rior angle  is  termed  by  Mosskalenko  the  "angle  of 
the  aponeurotic  inclination."  The  average  is  approx- 
imately 113  degrees.  In  61  per  cent  of  cases  it  is 
greater;  in  39  per  cent,  less. 

The  form  of  the  sacrum  is  also  of  practical  impor- 
tance. The  autht)r  distinguishes  two  types  of  sacrum : 
the  intra-articular  type,  and  the  extra-articular 
type.  A  line  which  unites  the  two  postero-inferior 
spines  of  the  ilium  divides  the  sacrum  into  two  parts. 
In  the  extra-articular  type  of  sacrum  the  extra- 
articular or  lower  portion  forms  the  greater  part  and 
the  articular  surface  lies  above  the  third  sacral 
foramen.  The  form  of  the  sacrum  is  very  complex, 
its  curvature  slight,  and  the  coccyx  short.  In  the 
intra-articular  type  of  sacrum  the  upper  or  intra- 
articular portion  forms  the  greater  part.  The  artic- 
ular surface  is  sunken  beneath  the  level  of  the  third 
sacral  foramen,  and  in  shape  the  sacrum  is  distin- 
guished by  its  simplicity,  its  pronounced  curvature, 
and  the  long  coccyx.  The  type  is  of  great  importance 
in  the  choice  of  the  operative  route  to  the  rectum. 

With  regard  to  the  pelvic  floor  the  author  care- 
fully studied  the  topography  of  the  ischiorectal 
fossa  and  the  recto-urethral  trigone.  He  found 
that  there  are  two  types  of  ischiorectal  fossa,  one 
pyramidal  and  the  other  prismatic.  The  first  is  seen 
chiefly  in  women  and  in  cases  of  long  perineum;  the 
second  indicates  a  short  perineum  and  is  found 
usually  in  men.  The  recto-urethral  trigone  has 
either  a  short  height  and  a  long  base  (Type  i),  or 
the  reverse,  a  great  height  and  a  short  base  (Type  2). 
From  the  standpoint  of  comparative  anatomy,  the 
first  type  is  more  perfect.  It  is  found  in  man  oftener 
than  in  animals.  Type  i  is  usually  present  when  the 
angle  of  inclination  of  the  aponeurosis  of  Denonvil- 
lier is  greater  than  the  average. 

In  his  study  of  the  organs  of  the  true  pelvis  Moss- 
kalenko found  two  types  of  rectum:  the  ampullar 
and  the  cylindrical.  In  the  first  the  ampulla  is 
highly  developed.  In  the  second  it  is  not  pronounced 
and  the  intestine  therefore  assumes  a  cylindrical 
form.  The  ampullar  or  perfect  type  is  generally 
found  in  man.  The  type  may  be  determined  by 
measuring  the  distance  between  the  anus  and  the 
coccyx.  When  this  distance  is  less  than  3.5  cm.,  the 
rectum  is  usually  of  the  ampullar  type,  and  when  it 
is  greater  than  3.5  cm.,  the  rectum  is  of  the  cylin- 
drical type.  The  cylindrical  type  is  usually  found 
in  children  and  the  ampullar  type  in  adults. 

The  position  of  the  rectum  with  relation  to  the 
median  line  of  the  body  depends  upon  the  construc- 
tion of  the  sacrum.  When  the  sacrum  is  symmetrical 
the  rectum  deviates  in  the  direction  of  the  sacral 
foramen,  but  when  the  sacrum  is  asymmetrical  the 
rectum  lies  on  the  opposite  side  from  the  displaced 
sacral  foramen. 

When  the  inclination  of  the  aponeurosis  of  Denon- 
villier is  more  than  113  degrees  the  fundus  of  the 
bladder  is  low,  but  when  the  inclination  is  less  than 


113  degrees  the  fundus  of  the  bladder  will  be  found 
high. 

The  author  describes  two  types  of  the  male  ure- 
thra. One  type  is  the  small  urethra  with  an  even 
curvature  and  great  length  of  the  fixed  segment — 
the  shallow-curve  urethra.  The  other  is  the  ure- 
thra with  a  curvature  very  pronounced,  situated 
chiefly  in  the  bulb,  and  a  shorter  fixed  segment — the 
sharply  bent  urethra.  The  curvature  of  the  urethra 
becomes  greater  with  filling  of  the  rectum  and  less 
with  filling  of  the  bladder. 

With  regard  to  the  position  of  the  vagina  the  au- 
thor has  determined  that  the  vaginal  angle  of  inclin- 
ation corresponds  to  that  of  the  aponeurosis  of 
Denonvillier.  The  lower  border  of  the  peritoneal 
sac  is  subject  to  various  changes.  When  the  angle 
of  inclination  of  the  aponeurosis  of  Denonvillier  is 
less  than  1 13  degrees  it  is  situated  low,  but  when  the 
angle  is  greater  than  1 13  degrees  it  is  situated  high. 
The  vesico-uterine  jxjuch  is  wide  when  the  afore- 
mentioned angle  is  greater  than  113  degrees.  The 
vesicorectal  pouch  exhibits  the  same  p>eculiarities. 

The  second  part  of  the  monograph  is  devoted  to 
exi>erimental  clinical  research.  Mosskalenko  de- 
scribes the  contour  of  the  pelvic  reservoir  in  certain 
pathologic  processes  (inguinal  hernia,  posterior  pel- 
vic cellulitis,  hypertrophy  of  the  retrorectal  fatty 
tissue,  adhesions  of  the  posterior  part  of  the  Douglas 
pouch)  and  discusses  the  peculiarities  of  the  dis- 
tribution of  fluids  in  the  true  pelvis  under  certain 
mechanical,  pathologic,  and  clinical  conditions  (the 
influence  of  the  position  of  the  body,  the  topography 
of  abscesses  of  the  posterior  portion  of  the  Douglas 
pouch,  the  distribution  of  the  fluid  in  ascites,  cysts 
of  the  posterior  portion  of  the  pouch  of  Douglas, 
ovarian  tumor,  and  the  distribution  of  the  fluids 
following  certain  op>erations  on  the  pelvic  organs 
such  as  extirpation  of  the  uterus  or  bladder. 

.Attention  is  given  also  to  the  drainage  of  the 
true  pelvis  from  the  standywint  of  surgery  and 
gynecology.  Mosskalenko  distinguishes:  (i)  peri- 
neal, and  (2)  sacral  drainage.  For  perineal  drainage 
a  slanting  position  of  the  body  is  best,  Fowler's  posi- 
tion or  the  semi-sitting  position  of  Federoff.  Fow- 
ler's position  is  of  value,  however,  only  when  the 
pelvic  topography  is  of  the  symphysopetal  type, 
while  Fedoroff's  position  gives  equally  good  results 
in  both  the  symphysopetal  and  the  sacropetal  types. 
Of  all  types  of  perineal  drainage  the  rectal  is  best 
for  males  and  the  vaginal  for  females.  Of  all  meth- 
ods of  sacral  drainage  the  coccygeal  method  of 
Wrenden  is  most  efficient.  Technically,  rectal  and 
vaginal  drainage  are  the  simplest,  but  the  coccygeal 
method  has  a  better  mechanical  effect.  In  the  ab- 
sence of  clinical  indications  regarding  the  method  of 
draining  the  true  pelvis  the  choice  must  be  based 
upon  the  anatomy.  In  the  symphysopetal  type  of 
pelvic  topography  the  rectal  or  vaginal  method  must 
be  employed;  in  the  sacropetal  type,  the  coccygeal. 

The  monograph  contains  several  case  histories 
illustrating  the  author's  points,  292  illustrations, 
and  protocols  of  the  experiments.      Walcker  (Z). 
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HEAD 

Wilensky,  A.  O. :  The  Neurological  Manifestations 
of  Fracture  of  the  Skull  (Craniocerebral  In- 
juries).  Surg.  Clin.  N.  Am.,  1921,  i,  1709. 

A  simple  fracture  of  the  skull  is  a  relatively  be- 
nign lesion,  but  when  associated  with  trauma  to 
the  underlying  brain  it  becomes  more  serious. 

The  extent  of  a  head  injury  may  vary  within  wide 
limits.  There  are  cases  in  which  the  wound  is  of 
comparatively  small  size  and  others  in  which  the 
entire  skull  is  cracked  like  an  eggshell.  With  bony 
injuries  of  such  varied  nature  and  extent  the  asso- 
ciated intracranial  injury  may  show  a  similar  diver- 
sification; the  injury  may  be  limited  to  a  single  cra- 
nial nerve,  to  a  venous  sinus,  or  to  a  localized  and 
comparatively  small  area  of  contused  brain  tissue, 
while  in  other  cases  the  entire  brain  may  be  dis- 
organized more  or  less  completely.  The  latter  type 
of  injury  is  immediately  fatal. 

The  lesions  in  the  brain  may  consist  of  numerous 
small  contusions  localized  in  a  single  area  or  wide- 
spread throughout  the  major  portion  of  the  brain. 
In  more  extensive  lesions  there  are  one  or  more 
lacerations  in  the  brain  tissue  in  addition.  In  others 
the  surface  of  the  brain  cortex  loses  its  normal  mor- 
phology and  is  replaced  by  a  mass  of  grumous,  blood- 
stained, semisolid  material  resulting  from  the  com- 
plete disorganization  of  the  normal  structure.  In 
extreme  cases  the  entire  brain  is  involved. 

Perceptible  lesions  in  the  brain  may  be  produced 
by  pressure  from  without,  either  by  a  depressed 
fragment  of  bone  or  the  pressure  of  a  large  blood 
clot.  As  a  rule  the  accumulated  blood  clot  gathers 
over  the  surface  of  the  brain  either  between  the 
dura  and  the  bone  (subdural)  or  directly  over  the 
cortex  (subarachnoid).  In  other  cases  it  is  situated 
in  the  midst  of  the  brain  tissue,  either  at  the  bottom 
of  a  deep  laceration  or  independent  of  the  latter. 

A  less  common  cause  of  neurological  disturbance 
is  interference  with  the  blood  supply  of  some  por- 
tion of  the  brain  either  by  pressure  upon  an  impor- 
tant blood  chaimel,  especially  the  longitudinal  sinus, 
or  by  thrombosis,  or  both. 

It  is  not  necessarily  true  that  the  subjacent  brain 
injury  will  lie  in  anatomical  relationship  to  the  area 
of  fracture. 

In  about  40  per  cent  of  persons  with  head  injuries 
sustained  in  civil  life  no  abnormal  neurological  find- 
ings are  noted.  Cases  with  no  neurological  symp- 
toms at  the  time  of  examination  may  be  divided  into 
two  groups:  (i)  the  very  mild  cases,  those  with  scalp 
contusions  and  lacerations  in  which  fracture  of  the 
skull  is  not  suspected,  but  is  subsequently  demon- 
strated by  X-ray  examination  (these  make  up  the 
largest  number),  and  (2)  cases  with  such  quickly 
disappearing  symptoms  that  by  the  time  the  patient 
reaches  the  hospital  (usually  within  an  hour)  the 
signs  of  neurological  disturbance  no  longer  persist. 


The  symptoms  produced  by  brain  injuries  asso- 
ciated with  skull  fracture  may  be  classified  into  two 
groups.  One  group  is  composed  of  general  symp- 
toms related  to  the  brain  as  a  whole  and  not  refer- 
able to  any  one  area  that  can  be  differentiated.  This 
group  has  two  subgroups.  In  the  first  subgroup  the 
general  symptoms  reflect  a  general  or  diffuse  inter- 
ruption of  brain  function,  are  associated  with  the 
primary  general  contusion  and  initial  hyperstimula- 
tion  of  brain  substance,  and  are  related  particularly 
to  the  primary  unspecialized  functions  of  the  brain. 
In  the  second  subgroup  there  is  a  general  and  pro- 
gressively increasing  intracranial  compression.  The 
second  large  group  of  cases  in  which  neurological 
disturbances  are  present  are  those  in  which  the 
signs  indicate  that  only  a  localized  area  of  brain  or 
nerve  tissue  is  involved. 

The  typical  signs  of  progressive  intracranial  com- 
pression following  an  injury  include:  (i)  progress- 
ively increasing  stupor;  (2)  progressive  slowing  of 
the  pulse  and  respiration;  (3)  a  rise  of  the  blood  pres- 
sure followed  by  a  fall;  (4)  swelling  of  the  optic  nerve 
heads;  (5)  contraction  of  the  pupils  which  is  followed 
in  the  later  stages  by  dilation  and  (6)  Cheyne- 
Stokes  breathing.  Other  neurologic  symptoms  and 
signs  may  coexist.  The  danger  signs  include:  (i) 
very  slow  pulse  and  respiration;  (2)  low  blood  pres- 
sure, and  (3)  dilated  pupils.  These  are  the  signs 
which  indicate  medullary  involvement. 

It  is  very  important  to  be  able  to  recognize  cases 
of  compression  which  are  due  to  oedema  alone  inas- 
much as  in  these  operation  is  not  suitable  or  is  of  no 
avail  and  may  possibly  do  harm.  When  intracran- 
ial compression  is  due  to  oedema,  spontaneous  re- 
covery may  result. 

Symptoms  indicating  injury  of  an  area  of  brain  or 
nerve  tissue  that  can  be  differentiated — that  is,  focal 
symptoms — may  be  referable  to  any  part  of  the 
body;  they  are  present  in  from  20  to  25  per  cent  of 
the  cases. 

Among  the  cranial  nerves  the  facial  and  auditory 
are  most  often  the  site  of  disturbance  after  cranio- 
cerebral injuries,  and  complete  recovery'  does  not 
alwa)'-s  follow. 

Focal  signs  referable  to  the  extremities  are  most 
common.  In  general  they  may  be  grouped  as  those 
characterized  by  paralysis  and  those  which  are 
signs  of  cortical  irritation.  It  must  be  borne  in 
mind  that  frequently  symptoms  of  the  latter  nature 
which  are  present  immediately  after  an  injury  are 
due  to  the  stimulation  of  the  initial  violence  and 
are  only  temporary  phenomena.  One  should  wait  a 
sufficiently  long  time  to  make  sure  that  they  are 
established  symptoms  before  accepting  them. 

Focal  symptoms  indicating  irritation  need  not 
necessarily  be  limited  to  any  one  extremity.  Focal 
symptoms  of  a  paralytic  nature  are  classified  as  re- 
gards the  number  of  extremities  involved  as  mono- 
plegias, diplegias,  and  hemiplegias.   In  the  majority 
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of  cases  paralytic  symptoms  are  due  to  some  form 
of  pressure  upon  the  cortex. 

A  group  of  cases  with  longitudinal  sinus  injury  has 
been  distinguished  by  Holmes  and  Sargent.  These 
exhibit  characteristic  symptoms  constituting  what 
is  called  the  "longitudinal  sinus  syndrome."  The 
pathology  includes  compression  or  laceration  of  the 
longitudinal  sinus  or  some  of  its  anastomotic  bran- 
ches in  the  neighborhood  of  the  motor  cortex  which 
often  is  associated  with  injuries  in  the  paracentral 
lobules  or  in  the  convolutions  bordering  the  fissure 
of  Rolando;  thrombosis  of  the  sinus  is  frequently 
found. 

The  proper  course  of  treatment  for  craniocerebral 
injuries  should  be  determined  on  the  basis  of  the 
average  results  obtained  with  the  conservative  and 
operative  forms  of  treatment.  Wilensky  has  found 
that  the  mortality  of  conservative  treatment  aver- 
ages approximately  27  per  cent.  He  summarizes  his 
ideas  regarding  treatment  as  follows: 

1.  Conservative  and  expectant  methods  of  treat- 
ment under  proper  conditions  yield  the  best  results. 

2.  Operation  is  imperative  in  every  case  of  advanc- 
ing intracranial  pressure  and  should  be  done  in  the 
early  stages  before  there  is  evidence  of  medullary 
involvement. 

3.  Irritation  or  paralytic  focal  symptoms  pointing 
to  pressure  upon  or  disorganization  of  definite  cor- 
tical areas  are  the  next  most  important  indications 
for  operative  intervention.  In  cases  of  this  type 
operation  is  very  seldom  as  urgent  as  in  cases  of  the 
second  group. 

In  the  author's  experience  lumbar  puncture  has 
not  given  complete  satisfaction  as  a  therapeutic 
measure.  In  mild  cases  of  intracranial  compression 
the  release  of  cerebrospinal  fluid  has  been  followed 
by  symptomatic  relief  of  slight  or  moderate  degree, 
but  in  other  similar  cases  the  ultimate  result  has  not 
differed  from  that  obtained  when  no  such  procedure 
was  used.  Margaret  I.  Maloney. 

Basilio,  M.:  Decompressive  Craniectomy  by  Parla- 
vecchio's  Method  (Craniectomie  decompressive 
col  metodo  del  Parlavccchio).  Policlin.,  Roma,  1921, 
xxviii,  sez.  chir.,  515. 

The  author  states  that  prevailing  surgical  opinion 
favors  opening  of  the  dura  in  a  one-stage  decompres- 
sive craniectomy. 

Parlavccchio  has  operated  upon  numerous  cases 
of  essential  epilepsy  by  his  method  of  decompressive 
trephination.  In  one  case  in  which  he  did  not  open 
the  dura  the  operation  was  without  benefit.  In 
the  other  cases  in  which  the  dura  was  opened  the 
convulsive  crises  disappeared  or  became  less  severe. 

Basilio  believes  there  is  some  objection  to  most  of 
the  methods  of  decompressive  craniectomy  in 
present  use.  Lannelongue's  method  does  not  open 
the  dura;  Kocher's  favors  cerebral  hernia;  Stop- 
pato's  method  will  be  unsuccessful  unless  the  sup)er- 
imposed  bone  disc  becomes  consolidated  with  the 
external  table.  Parlavecchio's  operation,  he  be- 
lieves, is  preferable  to  any  other.   In  this  procedure 


a  horseshoe  incision  is  made  in  the  temporoparietal 
region  with  its  base  downward.  The  flap  is  cut 
deep,  freed  from  the  bone,  and  turned  down.  An 
opening  2  or  3  cm.  square  is  then  made  in  the 
cranium  with  the  electric  saw,  directed  by  Parla- 
vecchio's special  saw  guide,  the  craniectomy  is 
completed  by  a  few  strokes  of  the  scalpel,  and  the 
bone  is  removed.  Haemostasis  of  the  diploe  is  ob- 
tained by  the  usual  methods.  With  the  bistoury, 
crossed  incisions  are  made  in  the  dura  to  divide 
it  into  four  triangular  strips,  each  of  which  has  as 
its  base  one  of  the  sides  of  the  square  made  by  the 
craniectomy.  These  strips  are  turned  over  to  the 
outside  and  sutured  to  the  neighboring  peri- 
cranium. The  external  flap  is  then  replaced  and 
sutured,  only  a  strip  of  gauze  being  left  for  drainage. 
The  gauze  is  removed  the  second  day. 

This  method  forms  a  permanent  decompressive 
valve.  The  portion  of  bone  removed  need  not  meas- 
ure more  than  3  by  3  cm.  W.  A.  Brennan. 

Anwyl-Davies,  T. :  Tumor  of  the  Right  Petrous 
Bone.  Lancet,  1921,  cci,  1333. 

The  patient  whose  case  is  rep)orted  was  a  man, 
aged  47  years,  who  had  been  losing  weight  and  be- 
coming deaf  for  one  year.  Ten  months  previous  to 
examination  he  noted  a  small  lump  in  the  right  side 
of  the  neck  near  the  angle  of  the  jaw.  Pain  soon  de- 
veloped and  gradually  extended  up  the  neck  and 
over  the  right  side  of  the  scalp  and  forehead.  About 
a  month  previously  he  developed  diplopia,  which 
was  soon  followed  by  drooping  of  the  right  eyelid. 
He  noticed  also  anaesthesia  of  the  right  side  of  the 
face  and  began  to  have  severe  headaches  and  in- 
somnia. 

Examination  revealed  complete  paralysis  of  the 
third,  fifth,  and  sixth  cranial  nerves  and  partial 
paralysis  of  the  first,  fourth,  eighth,  ninth,  tenth, 
and  eleventh  nerves.  A  hard  gland  the  size  of  an 
egg  was  found  between  the  angle  of  the  jaw  and  the 
anterior  border  of  the  sternocleidomastoid  on  the 
right  side,  and  a  chain  of  hard  small  glands  along  the 
anterior  border  of  the  right  trapiezius. 

There  were  three  possible  locations  in  which  a 
lesion  could  cause  such  widespread  involvement :  the 
medulla  near  the  nucleus  of  the  fifth  nerve,  the 
cerebellopontine  angle,  and  the  petrous  portion 
of  the  temporal  bone.  That  a  medullary  growth  was 
not  responsible  was  indicated  by  the  absence  of 
interference  with  the  centers  controlling  the  heart, 
respiration,  temperature,  and  sugar  metabolism. 
The  absence  of  a  lesion  of  the  cerebellopontine 
angle  was  indicated  by  the  absence  of  severe  head- 
ache, vomiting,  optic  neuritis,  and  symptoms  of 
cerebellar  pressure,  such  as  nystagmus,  ataxia, 
weakness,  and  vertigo. 

It  is  pointed  out  that  a  growth,  at  most  i  in.  in 
length,  which  extends  backward  from  the  apex  of 
the  petrous  bone,  may  affect  all  the  cranial  nerves 
except  the  second  and  twelfth.  In  this  case  only  the 
second,  seventh,  and  twelfth  nerves  had  escaped. 
The  immunity  of  the  seventh  was  due  probably  to 
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its  superior  powers  of  resistance  and  the  fact  that  it 
lies  on  the  eighth  nerv'e  and  is  separated  by  it  from 
the  bone. 

Several  possibilities  as  to  the  nature  of  the  disease 
were  considered,  viz.,  sarcoma,  carcinoma,  gumma, 
tuberculosis,  enchondroma,  a  fibroid  growth,  and  a 
hydatid  cyst.  The  glands  of  the  neck  seemed  to 
indicate  malignancy,  particularly  carcinoma  be- 
cause of  the  relatively  slow  rate  of  growth.  The 
treatment  could  be  only  palliative  and  the  prognosis 
was  extremely  poor.  H.  E.  Bozer,  M.  D. 

Gamberini,  C.:The  Treatment  of  Traumatic 
Epilepsy  (Trattamento  dell'epilessia  traumatica). 
Riforma  med.,  1921,  xxxvii,  1170. 

The  author  has  been  able  to  coUect  seventy-one 
cases  of  cranial  injury  treated  by  operation.  Epilep- 
sy developed  in  forty-four  (61.97  per  cent).  In 
thirty-four  it  developed  immediately  or  soon  after 
the  injury,  and  in  ten,  two  or  three  years  later.  In 
six  of  the  cases  of  epilepsy  the  injury  occurred  in  the 
frontal  region  (dura  intact  in  one;  cerebral  lesions 
in  five);  in  thirty-four  it  occurred  in  the  central 
cranial  region  (dura  intact  in  six;  cerebral  lesions 
in  eighteen) ;  and  in  four  it  occurred  in  the  occipital 
region. 

In  six  cases  of  wounds  with  a  cranial  breach  the 
epilepsy  was  treated  by  simple  denudation  without 
cranioplasty.  This  caused  improvement,  recover}', 
and  late  disappearance  of  the  epilepsy  in  three 
cases  respectively  but  failed  in  two  cases. 

In  three  cases  the  cranial  defect  was  repaired.  In 
one  case  there  was  no  improvement,  but  in  the  two 
others  recovery  resulted. 

Treatment  by  excision  of  the  wound  in  the  first 
stage  and  a  cranioplasty  performed  from  a  few 
months  to  two  years  later  in  seventeen  cases  re- 
sulted in  recovery  in  eight,  improvement  in  four, 
and  failure  in  two.  In  three,  the  epilepsy  recurred 
late. 

The  total  number  of  cases  of  epilepsy  operated 
upon  was  thirty-three.  Of  these,  fifteen  were  cured, 
five  benefited,  and  thirteen  not  benefited.  Twenty- 
seven  of  the  operations  were  cranioplasties;  fourteen 
resulted  in  a  cure,  five  caused  improvement,  and 
eight  had  no  effect. 

Sixteen  cases  of  cranial  lesions  with  nervous  dis- 
turbances not  true  manifestations  of  epilepsy  were 
treated  by  cranioplasty.  Two  were  not  benefited,  but 
in  the  fourteen  others  there  was  improvement  or 
disappearance  of  the  condition.  Of  eight  cases  not 
treated  by  cranioplasty,  the  condition  remained 
unchanged  in  six  and  became  improved  in  two. 

There  were  twelve  cases  of  generalized  epilepsy, 
twenty-five  cases  of  Jacksonian  epilepsy,  and  seven 
cases  with  nervous  phenomena  resembling  those  of 
epilepsy. 

In  every  case  of  cranioplasty  except  one  the  author 
has  used  autoplastic  grafts.  He  draws  the  following 
conclusions: 

I.  In  cases  of  traumatic,  Jacksonian,  and  general 
epilepsy   removal  of  the   recognized   or   presumed 


cause  (the  cutaneous,  meningeal,  or  cerebral  scar, 
foreign  bodies,  etc.)  is  definitely  indicated  to  combat 
the  epileptic  seizures. 

2.  In  these  cases  cranioplasty  is  also  necessary. 
Even  in  the  absence  of  recognized  anatomical 
causes  for  the  crises,  the  cranial  decompression  has 
a  direct  value  as  it  often  cures  the  epileptic  dis- 
turbances. 

3.  The  best  results  in  the  repair  of  extensive 
defects  of  the  cranial  vault  are  obtained  by  the 
method  of  autoplasty  in  which  a  reversed  osteo- 
periosteal strip  is  used.  W.  A.  Brexxan. 

Hagemann,  J.  A.:  An  Unusual  Instance  of  a  For- 
eign'Body  Penetrating  the  Head.    /.  Am.  M. 

Ass.,  1921,  Lxxvii,  2053. 

The  author  reports  the  case  of  an  Italian  who  was 
stabbed  in  the  left  temple.  The  weapon,  a  flat  file 
ground  to  a  keen  edge  on  one  side  and  to  a  sharp 
point  at  the  end,  entered  the  left  side  of  the  head 
about  3.8  cm.  behind  the.  external  canthus  and 
about  1.3  cm.  above  the  zygomatic  process  of  the 
malar  bone.  The  point  pierced  the  temporal  muscle 
and  the  great  wing  of  the  sphenoid  bone,  traversed 
the  floor  of  the  orbit,  penetrated  successively  the 
left  ethmoid  bone,  the  nasal  septum,  and  the  right 
ethmoid  bone,  and  projected  about  19  mm.  into  the 
postero-superior  portion  of  the  right  maxillary  sinus. 
At  a  point  on  the  floor  of  the  left  orbit  the  blade 
broke  and  the  section  nearer  the  handle  was  ex- 
tracted or  fell  out.  The  presence  of  the  pointed  end 
of  the  dagger  was  not  suspected  until  it  was  revealed 
by  the  roentgenogram.  This  piece  was  successfully 
removed  at  operation  by  approaching  it  from  below 
through  the  antnun. 

Frederick  Christopher,  M.D. 

Goljanizki,  I.  A.:  Cases  of  Extraction  of  Foreign 
Bodies  (Projectiles)  from  the  Brain  (FaeUe  von 
Extraktion  von  Fremdkoerpern  (Projektilen)  aus  dem 
Gehirn).  Siizungsb.  d.  Saratower  chir.  Ges.,  1920. 

Following  a  short  review  of  the  literature  the 
author  reports  three  cases  of  extraction  of  projectiles 
from  the  brain.  In  the  first  case  a  shrapnel  wound 
had  been  sustained  eleven  months  previously. 
Immediately  after  the  injury  there  were  no  symp- 
toms, but  subsequently  the  patient  experienced 
pain  in  the  left  side  of  the  head  during  motion  and 
agitation,  and  esp)ecially  on  bending  down.  No 
objective  changes  in  the  nervous  system  were  ap- 
parent. The  cicatricial  wound  of  entrance  of  the 
shot  in  the  upper  region  of  the  forehead  to  the  left 
of  the  midline  showed  a  slight  depression  of  the 
bone.  By  means  of  roentgenograms  taken  in  two 
directions,  the  foreign  body  was  located  in  the 
occipital  region,  2  cm.  to  the  left  of  the  midline, 
at  a  depth  of  i  cm.  from  the  lamina  vitrea,  and  on  a 
horizontal  plane  with  the  external  occipital  pro- 
tuberance and  the  middle  of  the  left  zygomatic 
arch.  After  osteoplastic  exposure  of  the  occipital 
region  and  palpation  of  the  shrapnel  ball  in  the 
brain  just  over  the  tentorium,  the  ball  was  extracted 
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through  a  small  incision.  The  postoperative  course 
was  smooth,  and  the  patient  recovered. 

The  complaint  in  the  second  case  was  headache. 
There  were  no  other  nervous  symptoms.  The 
X-ray  showed  a  bullet  in  the  left  occipital  region 
just  over  the  transverse  sinus,  4  cm.  from  the  mid- 
line and  K  cm.  from  the  bone.  After  osteoplastic 
exposure  the  bullet  was  felt  by  the  finger  just  under 
the  brain  surface  and  extracted  through  a  small 
incision.   The  patient  was  discharged  well. 

The  third  case  was  that  of  a  man  who  was  shot  in 
the  right  eye  three  and  one-half  months  previously. 
At  first  there  was  a  left  hemiplegia  but  later  this 
disappeared  almost  entirely.  The  patient  com- 
plained only  of  slight  weakness  on  the  left  side,  but 
urged  the  removal  of  the  bullet.  On  roentgenolog- 
ical examination  the  bullet  was  found  in  the  middle 
cranial  fossa  at  the  upper  border  of  the  right  pyra- 
mid. An  osteoplastic  trephination  was  done  over 
the  right  temporoparietal  region,  the  flap  was 
reflected  with  a  blunt,  hook,  and  a  finger  pushed 
along  the  anterior  surface  of  the  pyramid.  The 
bullet  was  indistinctly  felt  almost  at  the  tip  of  the 
pyramid  deep  in  the  brain  substance,  about  2  cm. 
from  the  surface.  By  dull  dissection,  the  tip  of  the 
finger  was  inserted  into  the  brain  substance  and  the 
bullet  extracted.  Six  days  after  the  operation  the 
patient  was  unconscious,  and  on  the  seventh  day 
flaccid  paralysis  of  the  right  extremities  developed. 
After  one  and  one-half  months,  however,  he  was 
discharged  with  only  slight  weakness  of  the  affected 
extremities. 

On  the  basis  of  his  observations,  especially  the 
last  case,  the  author  draws  the  following  conclusions: 

1.  Even  in  the  absence  of  all  symptoms,  the 
presence  of  a  foreign  body  in  the  brain,  the  danger 
of  infection,  and  the  patient's  request  are  sufficient 
indications  for  trephination. 

2.  The  value  of  any  method  of  localizing  a  foreign 
body  is  only  relative  as  even  when  the  position 
of  such  a  body  is  known  exactly,  it  may  be  necessary 
to  approach  it  by  a  very  indirect  route  if  injury  to 
important  structures  (ventricles  and  vessels)  is  to 
be  avoided. 

3.  The  best  and  most  generally  used  aid  in 
locating  a  foreign  body  is  the  roentgenogram  taken 
in  two  directions. 

4.  Superficial  and  deep  palpation  of  the  brain 
with  the  finger  is  one  of  the  most  delicate  methods  of 
searching  for  foreign  bodies  in  the  brain. 

RiESENKAMPFF  (Z). 

Gamble,  H.  A. :  The  Treatment  of  Brain  Injuries. 

Internal.  J.  Surg.,  192 1,  xxxiv,  429. 

After  remarks  on  the  pathologico-physiological 
changes  induced  by  trauma  to  the  brain,  the  author 
classifies  cranial  injuries  into  three  groups:  (0 
those  due  to  concussion,  (2)  those  due  to  com- 
pression, and  (3)  those  due  to  contusion. 

Clinically  the  orderly  sequence  of  symptoms  usu- 
ally described  as  characteristic  of  increased  intra- 
cranial pressure  is  not  always  present.  Marked  man- 


ifestations of  cortical  excitation  may  be  present  in 
an  advanced  and  serious  condition.  There  may 
be  focal  paralysis  even  with  a  high  degree  of  intra- 
cranial pressure. 

The  most  certain  diagnostic  symptoms  of  in- 
creased Intracranial  pressure  are:  (0  an  increase  in 
the  spinal  fluid  pressure;  (2)  a  progressive  rise  in  the 
blood  pressure;  (3)  a  progressive  slowing  of  the 
pulse.  Other  conditions  indicating  cranial  injury 
are  focal  symptoms,  the  eye-ground  appearance, 
bleeding  or  loss  of  cerebrospinal  fluid  from  the 
ears  or  nose,  orbital  haemorrhage,  and  the  local  ap- 
pearance of  the  area  of  trauma. 

The  author  warns  against  delaying  operation 
when  the  three  symptoms  previously  mentioned 
are  present,  and  reports  the  histories  of  two  cases  in 
which  death  was  due  to  such  delay.  Operation 
should  not  be  performed  during  profound  shock  or 
delayed  until  a  falling  blood  pressure,  rapid  pulse, 
and  Cheyne-Stokes  respiration  indicate  approaching 
death. 

Operation  is  indicated  in  cranial  injures  for  the 
relief  of  pressure,  the  control  of  haemorrhage,  the 
removal  of  foreign  bodies,  and  the  prevention  of 
infection.  The  operative  site  is  determined  by  the 
local  wound  or  focal  symptoms.  If  both  are  absent, 
a  subtemporal  decompression  is  best  to  find  the 
haemorrhage  and  to  drain  the  middle  fossa. 

Very  important  points  in  the  operative  technique 
are  the  wide  opening  of  the  dura  for  its  decom- 
pressive effect  after  evacuation  of  the  clot  and 
elevation  of  the  bone  and,  in  cases  of  extensive 
trauma,  the  establishment  of  drainage.  In  the 
author's  opinion  removal  of  the  bone  flap  is  not 
necessan.'  to  obtain  decompression  of  the  opened 
dura. 

Compound  fractures  of  the  skull  should  be  op- 
erated upon  as  soon  as  the  patient's  condition  will 
l^ermit.  When  there  is  marked  damage  to  the  brain 
tissue  the  wound  must  be  left  open  to  provide  the 
freest  possible  drainage. 

The  author  quotes  Cushing's  description  of 
debridement  of  war  cranial  injuries. 

Gamble  prefers  local  anaesthesia  preceded  by 
morphine  and  scopolamine  if  the  patient  is  not  al- 
ready in  a  stupor. 

The  mortality  of  50  to  60  per  cent  can  be  reduced 
by  earlier  recognition  of  the  symptoms  and  im- 
proved technique. 

The  author  reports  forty  cases.  In  the  twenty-six 
operated  upon  there  were  seven  deaths,  a  mortality 
of  26. Q  per  cent.  Two  patients  died  from  meningitis, 
three  from  paralysis  of  bulbar  centers  due  to  delay 
of  operation,  one  from  brain  abscess,  and  one  from 
extensive  destruction  of  brain  tissue.  Of  the  four- 
teen patients  not  operated  upon,  eight  had  symp- 
toms of  concussion,  p>ossibly  of  contusion,  but  had 
no  symptoms  of  increased  intracranial  pressure; 
three  had  a  fracture  of  the  base  without  pressure 
symptoms;  two  died  from  extensiv^e  brain  injury; 
and  one  died  with  symptoms  of  compression  in  the 
cerebellar  region. 
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The  most  frequent  complications,  aside  from  the 
loss  of  function  of  the  damaged  brain  tissue,  are 
meningitis,  brain  abscess,  and  cerebral  hernia. 

Walter  C.  Burket,  M.  D. 

Izquierdo,  M. :  A  Case  of  Atypical  Cerebral  Local- 
ization (Un  case  de  atipia  de  localizaci6n  cerebral). 
Rev.  mid.  de  Sevilla,  1921,  xl,  18. 

The  case  reported  was  that  of  a  man,  49  years  of 
age,  who  had  facial  and  ocular  motor  paralysis  and 
trigeminal  neuralgia.  A  peripheral  lesion  was 
suspected  as  the  symptoms  of  a  central  lesion 
would  have  been  more  complex.  The  lesion  was 
believed  to  involve  the  aqueduct  of  Silvius  and  the 
fourth  ventricle.  As  the  patient's  history  suggested 
syphilis,  he  was  placed  on  specific  treatment. 
Death  occurred  suddenly  from  cerebral  haemorrhage 
several  days  later. 

The  autopsy  disclosed  a  large  haimorrhagic  focus 
in  the  aqueduct  of  Silvius  on  the  right  side.  The 
meninges  of  the  brain  were  held  by  temporal  and 
parietal  adhesions,  and  the  cerebral  substance  of  the 
temporal  lobe  was  softened. 

While  the  ocular  motor  paralysis  is  easily  ex- 
plained by  the  softening  of  the  temporal  lobe  and 
the  meningitis,  no  explanation  could  be  found  for 
the  absence  of  symptoms  attributable  to  the 
destruction  of  the  temporal  and  parietal  lobes. 
According  to  modem  theories,  the  speech  center  in 
the  left  hemisphere  is  situated  only  in  the  zone  of 
Wernicke  and  lesions  of  this  zone  should  give  rise  to 
aphasia  (Wernicke's  aphasia).  The  author  agrees 
with  Marie  that  there  must  be  a  center  of  localiza- 
tion in  both  cerebral  hemispheres,  and  that  a  double 
lesion  or  some  inhibitory  action  must  be  necessar>^ 
for  loss  of  function.  W.  A.  Brenn.an. 

Spaar,  £.  C . :  A  Case  of  Bilateral  Cerebellar  Abscess 
with  No  Localizing  Symptoms.  Indian  M.  Gaz., 
1921,  Ivi,  451. 

The  patient  was  a  Singhalese  girl,  8  years  of  age, 
who  was  admitted  to  the  hospital  January  17,  1921 
in  a  semi-conscious  condition  with  a  history  of  fever 
of  six  days'  duration  and  inability  to  speak.  The 
child  had  been  in  perfect  health  until  two  months 
previous  to  admission,  at  which  time  she  had  a  fall. 
That  night  she  was  inclined  to  be  quiet  and  com- 
plained of  vague  pains  all  over  the  bod}',  but  more 
marked  along  the  spine  and  in  the  neck.  She  slept 
during  the  entire  next  day,  though  she  complained  of 
no  discomfort.  Under  native  treatment  she  was  re- 
stored to  her  usual  health  in  ten  days. 

A  month  later  certain  peculiarities  in  disposition 
became  noticeable.  She  was  easily  irritated,  cried 
for  no  apparent  reason,  showed  a  great  aversion  to 
sweets,  for  which  she  usually  had  a  great  liking,  was 
not  particular  about  taking  her  meals,  became  fond 
of  visiting  dark  places,  would  sometimes  lie  down 
gazing  at  the  roof,  and  shunned  her  friends.  During 
the  six  days  prior  to  her  admission  to  the  hospital 
she  had  fever  in  the  evening;  no  definite  information 
could  be  obtained  as  to  any  rise  in  the  morning. 


During  this  period  she  was  extremely  irritable, 
shunned  bright  objects,  closed  her  eyes,  doubled  her 
body,  supported  her  head  with  her  hands,  and  cried 
frequently  that  her  head  was  being  crushed.  She 
complained  also  of  a  bitter  taste  in  her  mouth. 
There  was  no  chiU,  rigor,  or  fit  before  or  during  the 
attack  of  fever.  W'hen  the  temperature  dropped  in 
the  morning  she  moved  about  comfortably,  though 
with  the  spine  and  neck  held  rigid.  On  the  morning 
of  her  admission  to  the  hospital  she  rose  from  bed  at 
about  5  o'clock  and  kept  looking  at  the  roof.  Sud- 
denly she  called  out,  held  her  head  with  her  hands, 
vomited  once,  and  fell  unconscious.  Her  body  was 
held  rigid  and  doubled  up  and  her  neck  was  re- 
tracted and  stiff. 

On  examination  the  patient  was  unconscious  with 
the  head  retracted,  the  eyes  partially  closed,  and 
the  extremities  cold.  The  pupils  were  dilated  and 
there  was  a  tendency  to  conjugate  deviation  of  the 
eyes  to  the  right  with  slow  nystagmoid  movements 
and  external  strabismus.  The  knee  jerks  were  ex- 
aggerated and  ankle  clonus  and  the  Babinski  sign 
were  present.  The  femoral  glands  were  tender  but 
not  enlarged.  Rales  were  heard  over  the  bases  of 
both  lungs.    The  heart  was  normal. 

A  diagnosis  of  tuberculous  meningitis  was  made. 
By  lumbar  puncture  25  c.cm.  of  slightly  turbid  fluid 
were  removed.  This  contained  a  trace  of  albumin 
and  a  few  lymphocytes  and  polymorphonuclears. 

The  patient  died  January  21.  Postmortem 
examination  showed  tuberculous  abscesses  in  both 
the  lobes  of  the  cerebellum.  One  was  extensive, 
occupying  the  greater  part  of  the  left  lobe.  Miliary 
tubercles  were  found  about  both  sylvian  fissures  and 
in  the  left  temporosphenoidal  lobe.  The  lateral 
ventricles  were  much  dilated  and  filled  with  cerebro- 
spinal fluid. 

The  remarkable  feature  of  this  case  was  the 
absence  of  symptoms  indicating  cerebellar  abscess. 
The  decubitus  in  the  early  stage  of  the  illness  was 
characteristic  of  tuberculous  meningitis — Stocker's 
sign.  Instead  of  paresis  of  the  limbs  there  was 
rigidity.  The  paralysis  of  the  sixth  cranial  nerve 
was  a  sign  common  to  tuberculous  meningitis  as 
well.  Even  the  nystagmus,  which  might  have  been 
such  a  valuable  sign  in  the  diagnosis  of  cerebellar 
abscess,  lost  its  significance  because  of  its  temporar\" 
duration,  the  presence  of  the  meningitis,  and  the 
loss  of  consciousness  which  rendered  more  definite 
testing  impossible.    Other  interesting  features  were: 

1.  The  very  trifling  prodromal  symptoms  during 
the  period  of  the  tuberculous  invasion  of  the  menin- 
ges, although  the  presence  of  several  classical  sympn 
toms  in  the  latter  part  of  the  period  might  have 
suggested  the  nature  of  the  illness  to  a  careful 
observer. 

2.  The  very  abrupt  onset  of  the  terminal  stage  of 
the  disease  with  vomiting  and  sudden  loss  of  con- 
sciousness. 

3.  The  temperature,  which  steadily  rose  from  the 
time  of  the  patient's  admission  to  hospital  until  her 
death. 
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4.  The  probable  absence  of  a  primary  focus  for 
the  tuberculous  meningitis.  The  bronchial  and 
mediastinal  glands  and  the  lungs  were  normal.  The 
middle  ears  were  not  examined,  but  there  was  noth- 
ing to  suggest  middle-ear  disease. 

Margaret  I.  Maloney. 

Linck :  The  Clinical  Aspects  and  Patliology  of  Brain 

Abscesses  (Beitrag  zur  Klinik  und  Pathologie  der 
Hirnabscesse) .  Deutsche  Zlschr.  f.  Chir.,  1921,  clxvi, 
65. 

Linck  reports  three  cases  of  otitic  abscess  and  one 
case  of  traumatic  abscess  of  the  brain,  in  two  of 
which  death  occurred  after  operation. 

In  cases  of  depression  fractures  with  shattering 
of  the  brain  and  opening  of  the  cranial  cavity  it  is 
easy  to  determine  the  cause  of  the  abscess,  but 
otitic  sources  are  more  difficult  to  discover.  In 
the  latter  type  of  case  consideration  must  be  taken 
of:  (i)  extension  of  the  infection  by  continuity; 
(2)  the  development  of  the  abscess  as  a  metastasis 
through  the  blood  or  lymph  stream;  and  (3)  indirect 
metastasis  through  the  general  circulation.  As  a 
rule  the  infection  is  spread  by  way  of  the  second 
route,  being  conveyed  by  the  pia  and  mastoid  veins. 
The  fact  that  our  knowledge  regarding  the  relation- 
ship of  the  vascular  system  of  the  endocranium 
with  the  base  of  the  skull  is  still  very  imperfect 
adds  to  the  difficulty  in  coming  to  any  conclusion. 
A  true  abscess  membrane  is  not  necessarily  a  sign 
that  the  process  has  limited  itself.  Rupture  of  this 
membrane  may  occur  at  any  time  and  lead  to  diffuse 
encephalitis. 

An  abscess  that  lies  in  a  so-called  silent  region  is 
the  most  difficult  to  diagnose.  While  its  presence 
may  be  recognized,  it  is  impossible  to  determine  its 
location.  The  examination  of  the  spinal  fluid  is  of 
importance  for  it  is  certain  that  a  lymph  stream  runs 
from  the  neighborhood  of  the  abscess  to  the  ven- 
tricle, and  from  the  presence  of  pathologic  constitu- 
ents in  the  fluid  one  may  draw  conclusions  as  to 
whether  the  abscess  is  limited  by  a  membrane  or 
surrounded  by  a  zone  of  encephalitis.  From  the 
presence  of  a  choked  disk  conclusions  may  be  drawn 
as  to  the  site  of  the  lesion. 

The  treatment  presents  the  following  problems: 
(i)  the  removal  of  the  original  focus;  (2)  the  dis- 
covery and  removal  of  the  abscess  cavity;  (3)  the 
emptying  and  care  of  the  abscess  cavity.  In  the 
search  for  the  abscess  a  syringe  with  a  thick  needle  is 
used.  The  author  has  discarded  the  usual  method  in 
which  the  abscess  is  opened  with  the  scalpel,  dress- 
ing forceps  are  introduced  and  their  blades  spread, 
and  a  drain  is  inserted  blindly.  He  proceeds  with 
greater  care.  Close  to  the  puncturing  needle  he 
tears  the  dura,  advances  a  Lucae  bayonet  forceps 
along  the  cannula,  introduces  a  Voltolini  speculum, 
and  by  the  aid  of  a  head-light  cleanses  the  abscess 
cavity  by  gentle  swabbing.  He  then  seeks  all  the 
inlets  of  the  affected  area  and,  guided  by  the  eye, 
loosely  tampons  all  crevices.  The  tampon  is  changed 
every  two  or  three  days  and  the  tamponade  by 


speculum  is  continued  until  the  cavity  is  lined  with 
healthy  granulations  and  reduced  in  size.  This 
method  is  useless  and  impossible  when  marked 
oedema  and  progressive  encephalitis  are  present. 

Fischer  (Z). 

Neuhof,  H.:  Giant  Endotlielioma  of  tlie Medulla: 
Suboccipital  Craniotomy  and  Removal  of  the 
Arches  of  the  Atlas  and  Axis  under  Local 
Anaesthesia.    Surg.  Clin.   N.  Am.,  1921,  i,  1693. 

The  case  reported  was  that  of  a  woman,  38  years 
old,  who  had  persistent  occipital  headache,  pro- 
gressing paralysis  of  the  extremities,  bladder  dis- 
turbance, and  dyspnoea. 

Physical  findings  of  importance  were  atrophies  and 
paralysis  of  all  four  extremities,  more  marked  on  the 
right  side;  absence  of  the  suF>erficial  reflexes;  marked 
reduction  of  the  deep  reflexes;  a  decrease  or  loss  of 
sensation  over  the  entire  body  except  the  face  and 
anterior  half  of  the  scalp;  limitation  of  motion  of  the 
head  with  wasting  of  some  of  the  neck  muscles; 
lateral  nystagmus;  paralysis  and  fibrillary  twitchings 
of  the  right  half  of  the  tongue;  and  diaphragmatic 
respiration.  The  diagnosis  of  medullary  tumors  is 
difficult.  The  diagnostic  points  in  this  case  were  the 
headache,  loss  of  sensation,  quadriplegia,  and  the 
presence  of  a  rounded  prominence  in  the  region  of 
the  second  and  third  cervical  vertebrae  which  could 
be  felt  through  the  pharynx. 

The  X-ray  is  apt  to  be  deceiving  because  if  it 
shows  arthritis  or  exostoses  it  may  lead  to  the  con- 
clusion that  these  are  the  cause  of  the  symptoms 
noted. 

In  the  case  reported  operation  was  undertaken  to 
relieve  the  impending  respiratory  failure  which  con- 
tra-indicated general  anxsthesia.  Novocaine  was 
used. 

The  patient  was  placed  in  the  prone  position  with 
the  shoulders  up  to  the  end  of  the  table  and  her  head 
supported  in  the  lap  of  an  assistant.  A  cross-bow 
incision  was  made  as  for  a  suboccipital  craniotomy. 
The  lower  part  of  the  occipital  bone,  the  posterior 
three-fourths  of  the  rim  of  the  foramen  magnum, 
and  the  arches  of  the  atlas  and  axis  were  removed. 
The  bleeding  is  less  profuse  under  local  than  under 
general  ana?sthesia. 

When  the  dura  was  incised,  considerable  spinal 
fluid  under  high  pressure  escaped  but  the  patient's 
condition  remained  unchanged.  A  firm,  rounded, 
reddish-gray  tumor  was  then  found  occupying  most 
of  the  spinal  canal  and  crowding  the  medulla  and 
upper  cord  far  over  to  the  left.  The  major  part  of 
the  tumor  extended  in  front  of  the  meduUa  and  up- 
ward under  the  cerebellar  lobes  and  could  not  be 
removed  without  further  damage  to  the  medulla. 
The  medulla  and  cord  were  compressed  to  less  than 
half  the  normal  diameter.  Bleeding  from  the  cut 
surface  of  the  tumor  was  controlled  by  pressure.  A 
radium  needle  was  hooked  into  the  growth,  to  be 
removed  later  by  means  of  the  attached  thread. 
The  dural  incision  was  left  open  and  the  wound 
closed  bv  lavers. 
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There  was  no  postoperative  shock,  but  respiration 
ceased  after  thirty-six  hours  and  the  pulse  ten 
minutes  later. 

At  the  postmortem  examination  the  tumor  was 
found  to  measure  3  by  4  by  5  cm.  and  to  be  attached 
to  the  dura  anterior  to  the  medulla.  Pathologic 
examination  showed  it  to  be  an  endothelioma. 

Marcus  H.  Hob.\rt,  M.D. 

Dandy,  W.  E.rThe  Treatment  of  Brain  Tumors. 

/.  Am.  M.  Ass.,  1921,  Ixxvii,  1853. 

The  points  in  this  article  may  be  summarized  as 
follows: 

1.  Brain  tumors  are  among  the  most  frequent  neo-  • 
plastic  lesions:  their  growth  is  always  progressive 
and  usually  leads  to  grave  sequelae  and  eventually 
to  death. 

2.  There  is  only  one  form  of  treatment  for  tumors 
of  the  brain,  i.e.,  operative  removal,  and  this  must 
be  complete. 

3.  To  obtain  the  best  operative  results,  brain 
tumors  must  be  diagnosed  and  localized  in  their 
earliest  stages. 

4.  It  is  now  possible  to  diagnose  and  localize  prac- 
tically ever\^  tumor  in  its  early  stages.  When  all 
other  signs  and  symptoms  fail,  cerebral  pneumog- 
rapy  will  make  the  diagnosis  and  localization  accu- 
rately and  definitely,  and  when  a  tumor  is  not  present 
will  exclude  the  condition. 

5.  The  operative  approach  will  be  dictated  by  the 
precise  localization.  The  approach  should  afford 
adequate  room,  and  should  be  directly  over  the 
tumor. 

6.  After  correct  localization,  all  brain  tumors 
should  be  disclosed  at  operation. 

7.  Every  effort  should  be  made  to  effect  a  cure  by 
complete  extirpation  of  the  growth.  The  mortality 
of  carefully  performed  extirpations  is  lower  than 
that  of  unsuccessful  explorations.  When  it  is  im- 
p>ossible  or  unjustifiable  to  remove  the  tumor,  the 
maximum  palliative  relief  should  be  given  at  the 
same  operation. 

8.  Decompressions,  routinely  performed,  are 
among  the  most  harmful  and  indefensible  operations 
in  surgery.  They  should  never  be  performed  for 
unlocalizable  tumors.  In  such  cases  they  are  equal 
to  the  administration  of  morphine  for  abdominal 
pain  as  they  mask  the  symptoms  until  it  is  too 
late. 

9.  Decompressions  should  be  performed  only  as  a 
last  resort,  i.e.,  when  the  tumor  cannot  be  removed, 
and  then  should  be  done  only  after  the  location 
of  the  tumor  is  known.  In  half  of  the  cases  of 
brain  tumor  no  good  can  possibly  be  derived  from 
a  decompression. 

10.  Exploratory  craniotomy  for  brain  tumor  is 
scarcely  ever  indicated.  The  tumor  should  be  accur- 
ately localized  before  operation  is  attempted. 

11.  Scientific  accuracy  must  supplant  guesswork 
in  the  diagnosis  and  treatment.  The  treatment  can 
be  only  the  direct,  prompt,  and  efficient  eradication 
of  the  cause.  Frederick  Christopher,  M.  D. 


Magnus,  V. :  The  Clinical  Aspects  and  Results  of 
Brain  Surgery  (Beitraege  zur  Klinik  der  Himchir- 
urgie  und  Resultate).  Norsk  Mag.  J.  Lagevidensk., 
1921,  Ixxxii,  3. 

This  article  is  based  on  cases  in  the  author's 
private  practice.  From  1903  to  1920  there  were  195 
operations  for  cerebral  tumor  in  1 1 2  cases.  Sixteen 
of  the  patients  died,  a  mortality  of  8.1  per  cent; 
twelve  patients  were  cured  and  forty-eight  were  re- 
lieved of  severe  pain  and  retained  their  j)ower  of 
vision  for  the  rest  of  their  lives,  from  one-half  to 
five  years. 

Of  twenty  patients  operated  on  for  epilepsy,  one 
died,  two  were  cured,  and  two  were  benefited.  The 
condition  of  the  rest  remained  unaltered.  Two  cases 
of  secondary  traumatic  subdural  haemorrhage  and 
two  cases  of  traumatic  meningitis  serosa  were  cured. 
One  case  of  traumatic  hemiplegia  and  two  cases 
in  which  a  palliative  trephination  for  cephalalgia 
was  done  remained  entirely  imaltered.  One  case 
of  cephalalgia  associated  with  scaphocephalus  and 
one  case  of  cephalalgia  associated  with  achondro- 
plasia were  cured.  In  thirty-one  cases  of  trigeminal 
neuralgia  treated  by  extraction  of  the  pontine  root 
or  resection  of  the  gasserian  ganglion  there  were 
thirty  cures  and  no  deaths.  Magnus  gives  the  his- 
tories of  the  112  cases  of  cerebral  tumor.  He  draws 
the  following  conclusions: 

1.  Palliative  trephination  should  be  done  as  soon 
as  a  diagnosis  of  brain  tumor  and  choked  disk  is 
made  and  there  are  no  definite  focal  signs  or  symp- 
toms of  metastasis.  The  earlier  trephination  is 
performed  the  better  the  chances  of  preserving 
sight.  The  dura  mater  should  always  be  opened  to 
the  greatest  possible  extent. 

2.  In  typical  cases  of  Jacksonian  epilepsy  an 
exploratory'  craniectomy  should  be  undertaken  even 
in  the  absence  of  choked  disk. 

3.  Operation  should  be  performed  as  soon  as  [ws- 
sible  when  epileptic  convulsions  increase  in  fre- 
quency, when  paralysis  is  progressive,  when  the 
patient  complains  of  dimness  of  vision,  and  when, 
on  the  whole,  there  are  signs  of  increased  brain 
pressure. 

4.  In  cases  of  deep  tumors  only  craniectomy  with 
the  formation  of  a  large  trephination  of>ening,  re- 
moval of  the  bone,  and  wide  opening  of  the  dura 
should  be  undertaken. 

5.  When  the  dura  is  found  to  be  tense  the  lat- 
eral ventricle  should  be  punctured  before  the  dura 
is  op)ened. 

6.  In  traumatic  epilepsy  trephination  and  open- 
ing of  the  dura  are  indicated. 

7.  In  cases  of  continuous  headache  following 
injury  to  the  head  ophthalmic  examinations  should 
be  made  at  intervals  of  a  week.  If  choked  disk  is 
found,  palliative  trephination  is  indicated. 

8.  Peripheral  operations  for  trigeminal  neuralgia 
are  useless.  Injections  of  alcohol  are  far  more  effec- 
tive. If  these  no  longer  give  relief,  the  pontine  root 
of  the  gasserian  ganglion  should  be  removed. 

KoRrrziNSKY  (Z). 
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Moure,  P.:  Facial  Autoplasty  by  Means  of  Scalp 
Flaps  with  Long  Pedicles  from  the  Temporal 
Region  (Les  autoplastics  faciales  par  lambeaux  de 
cuir  chevelu  k  longs  p6dicules  temporaux).  Presse 
mid.,  Far.,  1921,  xxix,  1021. 

The  use  of  the  scalp  to  repair  losses  of  substance 
in  the  face  is  of  relatively  recent  date.  The  author 
has  made  several  facial  restorations  by  this  method 
and  has  obtained  excellent  results. 

The  scalp  furnishes  richly  vascularized  flaps  and, 
in  addition,  hairy  grafts  with  which  the  moustache 
and  beard  can  be  replaced.  The  method  described 
is  applicable  to  lesions  of  such  extent  that  the  use  of 
tissue  from  the  immediate  vicinity  is  imp>ossible. 
It  can  be  employed  to  restore  the  upi>er  and  lower 
lips,  the  chin,  and  the  cheek,  and  esp)ecially  the  buc- 
cal commissura.  The  scalp  graft  may  be  cut  so  as 
to  leave  a  temporal  pedicle  containing  the  temporal 
artery;  this  arterial  irrigation  assures  remarkable 
vitality.  The  flap  is  cut  long  from  one  temple  to  the 
other,  swung  around  on  its  f)edicle,  and  brought 
down  to  the  spot  where  it  is  to  be  applied.  Follow- 
ing its  fixation  to  the  freshened  edges  of  the  defect 
it  rapidly  forms  vascular  connections.  It  is  not  sep- 
arated from  its  pedicle  for  from  fifteen  to  twenty 
days.  During  this  period  the  cranial  surface  from 
which  it  was  removed  must  be  kept  covered  with 
compresses  soaked  with  sterile  oil.  There  is  not  a 
centimeter  of  loss  because  any  part  of  the  strip 
not  used  to  replace  the  loss  of  substance  may  be 
replaced  on  the  cranium.  The  scars  resulting 
from  sutures  are  rapidly  hidden  by  the  growth 
of  hair. 

Several  cases  operated  upon  in  this  manner  are 
described  and  illustrated.  In  the  first  case  a  very 
large  cheek  defect  was  successfully  covered  and 
fifteen  months  later  the  graft  had  acquired  perfect 
suppleness.  In  the  second  case  the  graft  was  used 
to  replace  the  moustache.  When  the  scalp  strip  is 
first  sectioned  from  the  pedicle  any  hair  on  it  usually 
falls  out  but  grows  again  later  on.  Some  re-touch 
operations  may  be  necessary. 

The  author  is  satisfied  that  the  use  of  long-ped- 
icled  scalp  grafts  is  of  great  value  for  the  repair  of 
facial  defects.  In  the  cases  of  women  the  temporal 
pedicle  may  be  replaced  by  an  occipital  pedicle  and 
the  graft  taken  from  the  shoulder  region. 

W.  A.  Brennan. 

Gibson,  A.:  Facial  Paralysis.    Surg.,  Gynec.  6*  Obst., 

1921,  xxxiii,  472. 

Facial  paralysis  is  a  serious  disability  because  of 
psychic  and  physical  complications.  Its  gravity, 
prognosis,  and  treatment  dep>end  upon  its  cause 
and  site.  A  study  of  the  sensory  characteristics  of 
the  facial  nerve  has  been  made  by  Hunt. 

Paralysis  results  from  interference  at  any  point 
between  the  lowest  motor  cortex  of  the  facial  mus- 
culature and  the  ultimate  distribution  of  the  fibers. 
.\  lesion  at  any  point  between  the  nucleus  and  the 
point  of  exit  from  the  pons  may  cause  disturbance 
of  the  sixth  nerve  or  a  crossed  paralysis.    A  lesion 


between  the  pons  and  the  fallopian  aqueduct  causes 
involvement  of  the  eighth  nerve  or  hyperacusis 
due  to  paralysis  of  fibers  to  the  stapedius  muscle. 
A  lesion  in  the  aqueduct  causes  disturbance  of  the 
chorda  tympani.  Following  separation  of  the  chorda 
tympani  there  is  complete  motor  paralysis  (Bell's 
palsy)  without  disturbance  of  taste  or  hyperacusis. 

Causes  of  supranuclear  paralysis  are  brain  tumor, 
abscess,  and  cerebral  haemorrhage.  Nuclear  paraly- 
sis suggests  syphilis.  Diphtheria  and  poliomyelitis 
may  be  associated  with  paralysis.  Infranuclear 
paralysis  may  have  its  origin  in  a  tumor  or  haemor- 
rhage in  the  pons,  or  a  tumor  of  the  cerebellar  pon- 
tine angle,  but  the  three  most  common  causes  are 
simple  neuritis  from  exposure  to  cold,  acute  or 
chronic  otitis  media,  and  trauma  (especially^that  of 
the  mastoid  operation).  Bilateral  paralysis  is  un- 
common and  of  uncertain  origin. 

Cases  of  simple  neuritis  due  to  exposure  or  Bell's 
palsy  and  cases  of  localized  oedema  from  a  reactive 
process  following  op>eration  usually  clear  up.  When 
numerous  branches  arise  near  the  point  of  damage 
the  outlook  is  not  so  favorable.  Upper  neurone 
cases  and  sudden  complete  paralysis  following  a 
mastoid  operation  which  do  not  clear  up  in  six 
weeks  are  not  apt  to  recover  spontaneously.  The 
presence  of  a  faradic  response  is  always  a  hopeful 
sign.  After  complete  nerve  severance  the  reaction 
of  degeneration  appears  in  two  weeks.  Quantitative 
measurement  of  electrical  response  is  of  more  prog- 
nostic value  than  qualitative  response. 

When  facial  paralysis  is  secondary  to  brain  tumor, 
cerebral  haemorrhage,  or  hemiplegia,  attention  to 
the  primary  condition  is  essential.  Cases  of  Bell's 
palsy  or  of  spontaneous  recovery  are  treated  only  by 
facial  muscle  massage  and  galvanism  (although  of 
doubtful  value).  Permanently  complete  paralysis 
demands  surgical  care.  Operative  procedures  at- 
tempt either  to  remedy  the  main  disadvantages  from 
defective  musculature  by  plastic  muscle  and  fascia 
transplantation  or  to  innervate  the  muscles  by  nerve 
anastomosis. 

Plastic  operations  are  advisable  when  nerve 
anastomosis  has  definitely  failed  or  only  one  nerve 
branch  has  been  injured,  and  are  performed  to 
elevate  either  the  eyelid  or  the  angle  of  the  mouth. 
Plastic  methods  of  Lexer,  Stein,  Jianu,  and  Busch 
Momberg  are  mentioned.  Muscles  elevating  the 
angle  of  the  mouth  are  most  important,  those  elevat- 
ing the  lower  eyelid  next  in  importance,  and  the 
group  acting  upon  the  forehead  and  eyebrow  least 
important. 

Nerve  anastomosis  affords  more  equal  muscle 
innervation  and  produces  a  less  visible  scar.  Care- 
ful end-to-end  anastomosis  usually  gives  at  least 
some  recovery  of  function.  Lateral  implantation 
fails  clinically.  The  author  reviews  the  literature  on 
faciospinal  accessory  and  faciohypoglossal  anasto- 
mosis. Frazier  and  Spiller  recognize  three  stages  of 
improvement:  (i)  restoration  of  normal  muscular 
tone,  which  is  to  be  expected  ordinarily  and  war- 
rants operation;  (2)  voluntary  control  over  Individ- 
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ual  muscles;   (3)  complete  recovery,  which  is  more 
probable  in  young  p>ersons. 

The  author  describes  operative  procedures  for 
fasciohypoglossal  anastomosis.  In  order  not  to  in- 
jure the  fibers,  the  finest  non-cutting  needles  thread- 
ed with  fine  silk — preferably  a  strand  of  the  finest 
Chinese  twist  silk — are  used  to  stitch  the  sheaths 
of  the  nerves  together.  Even  the  finest  catgut  lacks 
sufficient  flexibility  and  is  apt  to  bruise  the  nerve. 
The  experimental  work  of  Sargent  and  Greenfield 
shows  that  fine  silk  is  less  irritating  than  plain  cat- 
gut. No  special  bed  or  covering  is  prepared  for 
the  anastomosis.  The  author  gives  the  records  of 
eight  cases. 

Gibson  states  that  muscle  tonus  and  voluntary 
movement  will  probably  return.  Emotional  move- 
ment of  the  face  is  usually  absent.  It  is  necessary 
to  educate  the  tongue  cortex  to  perform  the  complex 
duties  of  the  facial  cortex.  After  middle  life  the 
formation  of  new  paths  with  new  duties  is  imper- 
fectly accomplished.  Under  intelligent  self-educa- 
tion of  the  facial  muscles,  emotional  movement  may 
be  regained.  For  this  purpose  the  hypoglossal  is 
preferable  because  in  emotional  expression  speech 
is  used  rather  than  the  sternomastoid  and  trapezius 
muscles,  tongue  movements  are  finer  than  shoulder 
movements,  and  the  proximity  of  the  speech  center  to 
the  facial  cortex  may  favor  association  paths.  The 
absence  of  the  sensation  of  taste  is  usually  unnoticed 
by  the  patient.  The  loss  of  the  motor  function  of 
half  of  the  tongue  in  mastication,  swallowing,  and 
speech  leads  to  no  material  inconvenience  and  be- 
comes less  noticeable.  The  appearance  of  the  tongue 
is  of  no  imf)ortance.  On  the  other  hand,  loss  of 
power  in  the  sternomastoid  and  trapezius  muscles 
produces  deformity  and  discomfort. 

Walter  C.  Burket,  M.  D. 

Van  Allen,  CM.:  Transorbital  Puncture  of  the 
Gasserian  Ganglion.  Ann.  Surg.,  1921,  Ixxiv, 
525- 

The  contest  for  supremacy  between  chemical 
neurectomy  and  operative  neurectomy  has  been 
fought  for  thirty-five  years.  Although  operative 
neurectomy  is  undoubtedly  the  method  of  choice  at 
present,  a  conservative  view  must  concede  the 
possibility  that  further  observations  and  improve- 
ments in  the  technique  may  reverse  this  decision. 

Any  effort  to  improve  and  simplify  the  technique 
of  the  injection  of  the  trigeminus  will  be  valued  not 
only  for  the  help  it  may  afford  in  the  treatment  of 
trigeminal  neuralgia,  but  also  because  of  its  obvious 
usefulness  in  nerve  block  anaesthesia  for  the  difficult 
technical  operations  within  the  zone  of  distribution 
of  the  fifth  nerve.  The  latter  is  probably  its  most 
fruitful  field  of  usefulness. 

A  large  amount  of  work  has  been  done  in  an  ef- 
fort to  overcome  the  uncertainties  and  eliminate  the 
dangers  of  ganglion  puncture  by  way  of  the  foramen 
ovale.  Any  method  of  approaching  the  ganglion 
through  the  foramen  ovale  is  lacking  in  two  impor- 
tant respects — there  is  no  natural,  easily  followed 


pathway  leading  to  the  foramen  and  no  limiting 
boundary  to  indicate  the  proper  depth  of  penetra- 
tion. 

This  article  presents  a  hitherto  untried  avenue  of 
needle  approach  to  the  gasserian  ganglion  which  will 
satisfy  these  two  primary  requirements  and  at  the 
same  time  remain  within  the  boundaries  of  reason- 
able safety.  The  approach  is  the  orbit,  the  path 
followed  is  the  medial  orbital  wall,  and  the  portal  of 
entrance  to  the  cranial  cavity  is  the  sphenoidal  fis- 
sure. The  needle  is  guided  by  the  sense  of  touch 
along  a  smooth  bony  surface  until  its  progress  is 
obstructed  by  the  bony  fossa  lodging  the  gasserian 
ganglion.  The  needle  is  separated  from  the  delicate 
structures  of  the  orbit  by  the  medial  rectus  muscle, 
and  in  the  sphenoidal  fissure  it  occupies  the  lower 
compartment  which  contains  no  nerves  or  vessels. 

Special  emphasis  is  placed  up>on  the  fact  that 
Meckel's  cave  can  hold  only  a  few  drops  of  fluid  and 
any  excess  flows  freely  backward  along  the  nerve 
trunk  into  the  subarachnoid  cistern  at  the  base 
of  the  brain.  This  occurrence  is  inevitable  when 
fluid  is  injected  into  the  gasserian  ganglion  by  any 
method  in  greater  quantity  than  0.5  c.cm.  Many 
instances  are  on  record  of  ganglion  punctures  by  the 
techniques  of  Harris  and  Haertel  in  which  there 
were  undoubted  symptoms  of  irritation  of  the 
structures  in  the  basilar  cistern,  principally  the 
third,  fourth,  sixth,  seventh,  and  eighth  cranial 
nerves.  This  danger  offers  the  one  serious  objection 
to  alcoholization  of  the  gasserian  ganglion. 

On  the  basis  of  punctures  on  cadavers,  the  author 
concluded  that,  from  an  anatomical  standpoint,  the 
technique  described  showed  an  efficiency  of  about 
90  per  cent. 

In  four  out  of  five  clinical  cases  in  which  it  was 
tried  the  method  was  successful  in  producing  anes- 
thesia of  the  entire  trigeminal  field.  Whether  suc- 
cessful or  not,  the  passage  of  the  needle  in  these 
instances  infficted  no  serious  damage.  The  orbital 
portion  of  the  route  was  entirely  painless,  but  the 
passage  behind  the  orbit  was  intensely  painful. 

The  striking  of  cerebrospinal  fluid  at  the  end  of 
the  passage  indicates  that  the  cave  of  Meckel  is 
reached  and  that  injection  of  the  solution  will  in- 
volve the  ganglion  root.  The  striking  of  blood  indi- 
cates clearly  that  the  needle  has  stopped  within 
the  cavernous  sinus  and  that  all  further  attempts  to 
reach  the  ganglion  should  be  abandoned.  If  the 
puncture  is  dry,  the  needle  has  entered  the  lower 
part  of  the  ganglion  below  Meckel's  cave,  and  an 
injection  of  solution  will  flow  upward  into  the  cave 
and  thereby  infiltrate  the  nerve  root,  or  the  needle 
missed  its  mark  and  has  come  to  lodge  in  some  non- 
vascular tissue. 

It  is  evident  that  any  injury  inflicted  upon  the 
root  of  the  ganglion  by  the  injection  of  alcohol  will 
be  shared  to  a  less  extent  by  neighboring  nerves. 
This  is  true  whatever  approach  or  technique  is  used. 
Transorbital  puncture  is  no  exception.  Accord- 
ingly, until  some  means  is  discovered  to  prevent  this 
widespread  diffusion  of  the  alcohol  the  author  is 
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unable  to  recommend  the  puncture  for  the  treat- 
ment of  trigeminal  neuralgia.  In  the  meantime, 
however,  the  results  of  this  work,  both  anatomical 
and  clinical,  have  led  him  to  believe  that  trans- 
orbital puncture  of  the  gasserian  ganglion  fur- 
nishes a  relatively  simple  means  of  securing  block 
anaesthesia  for  operations  in  the  territory  supplied 
by  the  trigeminus  which  is  fully  justified  when 
general  anaesthjesia  is  contra-indicated. 

Frederick  Christopifer,  M.D. 

Monnier,  £.:  Operations  for  Cleft  Palate  (Ueber 
Gaumenspalten-Operationen).  Schweiz.  med.  Wchn- 
schr.,  1921,  li,  970. 

The  author  reports  the  results  in  ninety  cases  of 
cleft  palate  operated  upon  by  hmself.  The  treat- 
ment has  a  double  task:  (i)  the  correction  of  the 
malformation,  and  (2)  the  realization  of  the  best 
possible  function.  Function  will  be  poor  if  the  of>er- 
ation  is  undertaken  too  late.  Moreover,  cleft  pal- 
ates that  are  not  operated  upon  are  a  considerable 
danger;  children  so  affected  usually  suffer  from  dis- 
turbances of  nutrition,  diseases  of  the  respiratory 
tract,  and  lowered  resistance.  Therefore  early  oper- 
ation is  urgent. 

In  infancy  the  bones  of  the  face  are  still  easily 
molded.  Later  they  become  more  unyielding  be- 
cause of  greater  calcification.  Many  surgeons,  how- 
ever, see  a  contra-indication  in  the  fact  that  as  a  rule 
infants  withstand  operation  poorly.  Others  are 
restrained  also  by  the  technical  difficulties  and  the 
belief  that  the  delicate  tissues  dealt  with  do  not  have 
the  necessary  resistance.  Such  considerations  are 
only  partially  justified.  When  the  infant  is  given 
proper  care  its  tolerance  is  surprisingly  great,  and 
if  the  surgeon  has  had  sufficient  experience,  the 
technique  of  the  operation  is  not  very  diflicult.  Good 
preparation  of  the  patient  and  the  prevention  of  the 
aspiration  of  blood  are  absolutely  essential. 

In  the  author's  opinion  the  best  time  for  operation 
is  the  end  of  the  first  or  the  middle  of  the  second 
year.  If  harelip  and  malformation  of  the  jaw  are 
associated  conditions  their  correction  must  be  un- 
dertaken very  early  as  the  pressure  of  the  sutured 
borders  of  the  lips  has  a  formative  influence  upon 
the  superior  maxilla.  Unfortunately  it  is  not  pos- 
sible to  achieve  the  continuity  of  the  split  parts  very 
early  by  means  of  a  prosthesis  as  the  teeth  are  still 
absent. 

According  to  Drachter,  three  stages  of  cleft  palate 
are  distinguished.  The  first  stage  begins  at  birth 
and  ends  at  the  closure  of  the  harelip.  During  this 
period  the  edges  of  the  cleft  are  parallel  and  the 
uvular  flaps  are  turned  toward  each  other.  The  sec- 
ond stage  is  that  of  the  most  favorable  width  of  the 
cleft.  The  cleft  is  triangular,  its  edges  are  still 
parallel  in  the  region  of  the  soft  palate,  and  the  uvu- 
lar flaps  are  turned  toward  each  other.  If  the  cleft 
is  left  to  itself,  the  third  stage  sets  in.  In  this  the 
separation  always  increases  and  the  uvular  flaps 
diverge.  The  most  favorable  time  for  operative 
closure  is  the  second  stage,  which  lasts  approximate- 


ly from  the  first  to  the  third  year  of  life.  At  any  rate, 
the  closure  should  be  done  before  the  time  of  physio- 
logical speech. 

The  author's  cases  were  operated  on  according  to 
the  Langenbeck-Baiseau  method  exclusively,  which 
produced  a  very  good  result  even  when  the  cleft 
was  very  wide.  When  primary  union  appeared  un- 
certain the  operation  was  done  in  two  stages.  In 
Monnier's  opinion,  the  advantage  of  the  two-stage 
procedure  is  considerable.  In  the  first  stage  the 
flaps  are  separated  as  usual.  From  five  to  eight  days 
later  they  are  freshened  and  united  by  suture.  After 
the  first  stage,  the  flaps  apply  themselves  to  the 
support  to  which  they  are  only  slightly  adherent 
and  thereby  become  thicker.  Small  and  accidental 
necroses  of  the  edges  can  be  easily  removed  in  the 
second  stage.  In  the  second  stage  the  absence  of 
disturbing  ha;morrhage  is  very  advantageous. 

Too  great  mobilization  of  the  mucoperiosteal 
flaps  is  done  at  the  expense  of  the  stretched  muscular 
elements.  Tenotomy  and  chiseling  off  of  the  ptery- 
goid hamulus  should  be  avoided.  Suflicient  mobili- 
zation is  obtained  by  a  slow  stretching  of  the  muscle 
bundle  with  the  tip  of  the  finger.  The  separation  at 
the  posterior  edge  of  the  alveolar  process  should  be 
done  most  carefully.  It  is  advantageous  to  extend 
the  incision  widely  into  the  mucosa  of  the  cheek  so 
that  the  posterior  palate  portions  can  be  well  dis- 
placed. Prolapse  of  the  corpus  adiposum  malae 
caused  thereby  is  of  no  consequence.  The  pedicle 
of  the  anterior  flap  must  be  formed  very  carefully 
even  though  it  plays  a  minor  part  in  thQ  nutrition 
of  the  flaps.  A  flap  that  is  too  narrow  may  tear 
secondarily  but  such  a  flap  docs  not  become  necrotic. 
The  cleft  edges  were  freshened  only  after  the  com- 
plete mobilization  of  the  flaps  because  this  can  be 
done  much  more  exactly  when  the  flaps  are  freely 
movable. 

The  best  suture  union  is  the  exact  knot  suture 
with  the  finest  silk  strengthened  by  two  or  three 
protective  sutures  of  thicker  silk.  The  author  uses 
the  long-shanked  needle  holder  of  Hclbing  exclusive- 
ly and  a  long-necked  Hagcdorn  for  the  anterior  part. 
First  of  all  the  uvula  must  be  very  carefully  sutured. 
Usually  this  requires  four  or  five  stitches  in  the  front 
and  three  stitches  at  the  back.  The  uvula  heals 
rapidly  and  prevents  the  separation  of  the  anterior 
suture.  The  whole  suture  requires  fifteen  to  twenty 
knots.  Horsehair,  recommended  by  Helbing,  is  also 
very  useful.  In  most  cases  the  author  applied  a 
sterile  linen  bandage  around  the  flaps  at  the  end  of 
the  operation.  He  does  not  believe  that  this  will 
cause  the  formation  of  lateral  fistuLx.  The  rolling-in 
of  the  flap  edges  must  be  carefully  avoided. 

All  the  operations  were  done  under  light  chloro- 
form anaesthesia  induced  by  means  of  a  catheter 
inserted  in  the  nares,  the  head  hanging  down. 

Monnier's  cases  included  fifteen  complete  clefts 
with  protrusion  of  the  intermaxillary  bone,  thirty 
complete  clefts  with  clefts  of  the  alveolar  process, 
thirty-four  subtotal  clefts,  and  eleven  clefts  of  the 
soft  palate  only.  A  harelip  operation  had  been  done 
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previously  in  sixty-five  cases.  Twenty-two  cases 
were  operated  upon  during  the  first  or  second  years 
of  life.  In  the  ninety  cases  there  were  only  three 
deaths,  one  due  to  pneumonia  and  another  to 
thrombosis  of  the  transverse  sinus  resulting  from  a 
latent  purulent  otitis  which,  no  doubt,  was  aggra- 
vated by  the  operation.  The  third  was  that  of  a 
child  with  numerous  malformations  and  an  enor- 
mous cardiac  dilatation. 

Complete  separation  of  the  sutures  after  the 
operation  occurred  eight  times.  Attempts  at  second- 
ary suture  were  always  unsuccessful.  In  three  cases 
the  failure  was  due  to  scarlet  fever  or  diphtheria. 
Apparently  children  with  wounds  of  the  oral  cavity 
are  particularly  susceptible  to  such  infections. 
Therefore  the  operation  should  be  delayed  if  there 
is  the  slightest  possibility  of  such  an  infection.  In 
two  cases  the  failure  was  attributed  to  the  novo- 
caine-adrenalin  anaesthesia  which  led  to  necrosis  of 
the  lip  edges.  In  one  case  a  chromic  catgut  suture 
was  used  and  the  result  was  poor  because  the  catgut 
was  absorbed  much  too  soon.  Subsequent  opera- 
tions may  improve  the  results,  but  the  function  of 
the  soft  palate  remains  poor  because  of  the  greater 
tension. 

There  were  fourteen  partial  failures  but  in  three- 
fourths  of  these  cases  a  complete  closure  was  ob- 
tained by  subsequent  correction  though  function 
frequently  remained  diminished.  Defects  lying  in 
the  center  can  be  brought  to  closure  secondarily  by 
dabbing  with  tincture  of  cantharides.  Secondary 
operations  are  best  done  three  months  after  the 
first  operation.  Relaxation  incisions  should  be  made 
on  both  sides.  For  secondary  closure  of  anterior 
fistulae  the  anterior  bridge  must  be  divided  trans- 
versely 5  mm.  behind  the  alveolar  process  and  the 
flaps  approximated  by  lateral  relaxation  incisions. 
The  rarer  lateral  fistulae  are  more  difl&cult  to  over- 
come but  even  in  such  cases  it  may  still  be  possible 
to  effect  closure  by  the  formation  of  bridge  flaps. 

Smooth  primary  healing  was  obtained  in  fifty-five 
cases.  The  total  number  of  anatomical  unions, 
including  those  which  were  secondary,  was  sixty-five. 
The  best  results  were  obtained  when  the  operation 
was  performed  on  patients  between  i  and  3  years  of 
age. 

In  conclusion  the  author  again  emphasizes  the 
fact  that  the  number  of  failures  can  be  diminished 
by  the  two-stage  operation,  but  they  cannot  be 
avoided  entirely  even  by  perfect  technique.  In  very 
rare  cases  the  true  velum  retracts  to  a  thin  lamella 
after  freshening  of  the  cleft  edges  of  the  soft  palate, 
and  in  this  way  an  irregular  wound  surface  is  formed, 
which  makes  accurate  suture  very  difficult.  As  the 
ultimate  functional  result  must  always  be  kept  in 
mind,  the  author  is  opposed  to  all  the  numerous 
complicated  plastic  methods  of  closure.  Under  all 
circumstances,  a  long  and  movable  velum  capable 
of  closing  the  nasopharyngeal  space  must  be  ob- 
tained. 

In  the  after-treatment  instruction  in  speech  is 
essential.    When  a  plastic  operation  has  not  been 


successful  good  results  in  regard  to  speech  can  be 
obtained  by  the  insertion  of  a  weU-fitting  obturator. 

Schubert  (Z) 

NECK 

Frank,  L.  W. :  Observations  on  the  Diagnosis  and 
Treatment  of  Toxic  Goiter.  Internal.  J.  Surg., 
1921,  xxxiv,  426. 

In  the  author's  opinion  thyroid  disease  should  be 
suspected  in  a  patient  with  tachycardia,  nervousness, 
or  muscular  weakness.  He  cites  a  case  with  these 
symptoms  in  which  hyperthyroidism  was  not  sus- 
pected at  first.  The  basal  metabolism  was  28  per 
cent  above  normal.  The  adrenalin  test  was  positive. 
Right  lobectomy  and  partial  left  lobectomy  resulted 
in  improvement  and  a  drop  in  the  pulse  rate  to  80 
per  minute  within  twenty  days. 

Only  a  small  percentage  of  toxic  goiters  have  eye 
signs,  such  as  exophthalmos  or  the  SteUwag,  Dal- 
rymple  or  von  Graefe  signs.  Some  of  the  most  toxic 
goiters  are  small  and  hard.  An  X-ray  examination 
for  substernal  thyroid  or  thymic  enlargement  is 
important.  The  author  agrees  with  Blank  of  Leip- 
zig that  there  are  no  blood  changes,  such  as  a  lym- 
phocytosis, which  are  characteristic  of  toxic  or  simple 
goiter. 

In  all  of  Frank's  cases  diagnosed  clinically  as  tpxic 
goiter  the  basal  metabolism  was  definitely  increased. 
In  one  case  of  coUoid  goiter  the  metabolic  rate  was 
55  per  cent  above  normal.  Increased  metabolism  is 
suggestive  in  a  suspected  thyroid  case  but  the 
diagnosis  should  be  based  on  the  clinical  symptoms 
and  findings. 

The  amount  of  increase  in  the  basal  metabolism 
gives  an  idea  of  the  severity  of  the  intoxication  but 
does  not  indicate  the  opera  bUity  of  the  case.  Some 
patients  with  a  good  myocardium  can  be  treated  by 
operation  successfully,  whereas  others  with  only  a 
slightly  increased  metabolic  rate  but  with  diseased 
heart  muscle  cannot  undergo  operation  safely. 
Clinical  symptoms  and  surgical  experience  are  the 
best  guides  to  the  method  of  treatment.  To  illus- 
trate this  point  the  author  cites  a  case  with  a  basal 
metabolism  35  per  cent  above  normal,  a  moderate 
reaction  to  adrenalin,  and  nodular  enlargement  of 
the  thyroid,  but  a  poor  myocardium  which  contra- 
indicated  operation.  Under  treatment  by  rest  and 
suitable  cardiac  stimulants  the  patient  improved  suf- 
ficiently to  perform  ordinary  duties. 

The  adrenalin  (so-called  Goetsch)  test  was  posi- 
tive in  all  except  two  of  the  author's  cases  which  were 
diagnosed  clinically  as  toxic  goiter.  Colloid  or  non- 
toxic adenomatous  goiters  gave  no  respKjnse.  Frank 
believes  that  the  adrenalin  test  indicates  the  oper- 
ability  and  degree  of  intoxication  fairly  accvirately. 

Although  rest  and  proper  hygiene  are  very  impor- 
tant in  cases  of  hyp>erthyroidism,  it  is  the  author's 
opinion  that  the  treatment  is  essentially  surgical. 
Thyroidectomy  is  the  method  of  choice.  When  the 
X-ray  is  used  the  patient  improves  during  treat- 
ment but  recrudescence  soon  occurs  when  the  radia- 
tion is  discontinued.         Walter  C.  Burket,  M.  D. 
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B^rard,  L.,,and  Ehinet,  C:  Is  There  Such  a  Con- 
dition as  Metastatic  Goiter?  (Le  goitre  m^tasta- 
tique  existe-t-il?).    Rev.d.  chir.,  Par.,  1921,  xl,  521. 

In  contradiction  to  all  knowledge  concerning  the 
pathology  of  tumors,  many  surgeons  and  a  number 
of  anatomo-pathologists  have  described  and  con- 
tinue to  describe  as  "benign  metastatic  goiter"  a 
condition  which,  under  the  form  of  a  benign  neo- 
plasm, forms  'metastases  in  the  same  manner  as 
an  essentially  malignant  neoplasm.  This  idea  of 
benign  metastatic  goiter  was  introduced  into  thy- 
roid pathology  by  the  error  of  Conheim  who 
described  as  benign  a  tumor  demonstrated  by 
Woellfler  to  be  malignant.  The  error  then  persisted 
becau.se  the  great  majority  of  goiters  reported  as 
benign  had  not  been  examined  microscopically  at 
all  or  had  not  been  subjected  to  a  thorough  exam- 
ination with  the  microscope.  When  microscopic 
study  is  carried  out  with  the  necessary  care  it  often 
shows  that  a  thyroid  which  appeared  clinically 
normal  is  histologically  neoplastic  and  this  fact  is 
a  definite  argument  against  the  theory  of  benign 
metastatic  goiter. 

The  authors  illustrate  these  points  by  a  number  of 
the  cases  which  have  been  reported  in  the  literature. 
In  1914,  Crone  reported  six  cases  of  thyroid  metas- 
tases observed  in  cases  of  goiter  showing  no  clinical 
signs  of  malignancy.  In  three  of  these  cases  in  which 
the  thyroid  was  examined  the  histologic  evidence  of 
thyroid  epithelioma  was  clear.  The  authors  there- 
fore conclude  that  there  is  no  such  condition  as 
metastatic  goiter;  that  the  so-called  "benign 
metastatic  goiter"  is  in  reality  a  malignant 
goiter;  that  the  thyroid  gland  is  no  exception  to 
the  general  laws  governing  the  evolution  of  tu- 
mors; and  that  only  malignant  thyroid  neoplasms 
form  metastases. 

In  cases  of  tumors  which  show  thyroid  tissue 
under  microscopic  examination  it  is  necessary  to 
look  immediately  for  a  change  in  the  thyroid  gland 
itself.  Frequently  a  voluminous  goiter  or  a  small 
adenomatous  nodule  which  is  clinically  benign  will 
be  found.  In  such  cases  the  absence  of  clinical  signs 
of  malignancy  does  not  necessarily  indicate  that  the 
growth  is  benign.  Only  a  histologic  examination 
of  sections  in  series  including  the  entire  growth  can 
settle  the  question.  The  microscope  sometimes 
makes  evident  microscopic  points  of  neoplastic 
degeneration  which  will  be  found  only  if  they  are 
sought  systematically. 

"Benign  metastatic  goiter"  cannot  be  included 
among  benign  thyroid  tumors.  In  its  place  should 
be  substituted  "latent  metastatic  thyroid  cancer." 

W.  A.  Brennan. 

Speese,  J.,  and  Brown,  H.  P.,  Jr.:  The  Malignant 
Degeneration  of  Benign  Tumors  of  the  Thyroid 
Gland.   Ann.  Surg.,  1921,  Ixxiv,  684. 

In  426  lesions  of  the  thyroid  gland,  cancer  was  found 
nineteen  times  and  sarcoma  three  times.  There 
were  five  cases  in  which  a  history  of  goiter  preced- 
ing the  development  of  cancer  could  not  be  elicited 


and  no  evidence  of  previous  diseases  could  be  found 
in  the  pathologic  examination.  Therefore  a  pre- 
existing goiter  was  present  in  twenty-two  of  twenty- 
eight  cases  (78.5  per  cent).  As  a  rule  a  rapid  increase 
in  the  size  of  a  goiter  which  previously  has  given  no 
trouble  is  the  first  sign  of  malignancy.  The  growth 
becomes  irregular  and  there  is  a  decided  increase  in 
its  hardness. 

Cancer  in  a  non-goitrous  thyroid  is  very  rare.  A 
small  movable  tumor  is  usually  the  earliest  finding 
and  this  may  appear  in  any  part  of  the  gland.  Its 
growth,  which  at  first  is  slow  and  without  alarming 
symptoms,  suddenly  becomes  active,  infiltrating  the 
thyroid  and  surrounding  parts  and  causing  the 
characteristic  symptoms  of  malignancy.  Acute 
enlargement  in  young  people,  at  a  time  when  phys- 
iological activity  of  the  gland  subjects  it  to  sudden 
changes,  is  not  so  serious  as  in  the  old.  Enlarge- 
ments in  those  over  30  or  40  years  of  age  should  be 
regarded  with  suspicion. 

'A'hen  cancer  develops  in  a  thyroid  affected  with 
goiter,  a  subacute  course  usually  is  followed.  The 
period  between  the  primary  enlargement  of  the 
goiter  and  the  extracapsular  extension  of  the  cancer, 
the  period  when  operation  should  be  performed  be- 
cause metastasis  or  infiltration  has  not  occurred,  is 
difficult  to  determine.  According  to  Carrel-Billard, 
the  development  of  cancer  alters  the  thyroid  secre- 
tion so  that  an  increase  or  decrease  of  thyroid  func- 
tion may  appear  under  variable  conditions. 

The  reaction  of  the  organism  to  the  toxxmia  of 
thyroid  cancer  is  classed  under  three  heads:  (i) 
hypera^mia,  in  which  a  rising  temperature  up  to  39 
degrees  C.  may  precede  the  appearance  of  the  tumor, 
(2)  symptoms  of  Basedow's  disease,  and  (3)  dis- 
turbance in  nutrition  manifested  at  first  by  loss  in 
weight. 

The  authors  conclude  that  benign  tumors  of  the 
thyroid  gl^d  preceded  the  development  of  malig- 
nancy in  practically  all  cases. 

Cancer  is  found  most  frequently  associated  with 
colloid  and  foetal  adenomata,  and  is  relatively  un- 
common in  simple  goiters. 

To  prevent  leaving  behind  a  small  adenomatous 
nodule  from  which  malignancy  may  develop  at  a 
later  day  it  is  necessary  to  make  a  thorough  explor- 
ation of  both  lobes  of  the  thyroid. 

When  cancer  is  present  clinically  and  the  diag- 
nosis can  be  made  easily,  operative  measures  offer 
but  little  hope.  The  majority  of  cases  are  discov- 
ered in  the  course  of  operation  or  in  pathologic 
examination.  The  greater  number  of  such  cases 
are  cured  by  operation. 

In  all  cases  of  goiter  early  operation  is  indicated 
to  prevent  malignant  degeneration. 

Toxic  symptoms,  which  occasionally  develop  in 
cancer,  may  precede  the  appearance  of  the  malig- 
nant tumor  and  obscure  the  diagnosis. 

Enlargement  of  a  pre-existing  goiter  and  an  in- 
crease in  its  hardness  are  the  first  signs  of  carcino- 
matous degeneration  of  a  benign  struma. 

I.  W.  Bach,  M.  D. 
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Van  Hook,  W. :  A  Simple  and  Relatively  Safe  Thy- 
roidectomy.   Med.  Rec,  1921,  c,  1072. 

One  of  the  most  serious  difficulties  associated  with 
the  treatment  of  goiter  lies  in  the  determination  of 
the  amount  of  tissue  to  be  removed.  The  old  pro- 
cedure of  removing  one  lobe  is  inadequate,  but  the 
dictum  that  one-fifth  of  the  thyroid  mass  should  be 
left  is  equally  unsatisfactory. 

Recently  the  author  has  left  small  masses  at  each 
of  the  horns  of  the  organ  and,  in  addition,  a  thin 
layer  of  thyroid  tissue  attached  to  the  posterior 
untouched  part  of  the  gland  capsule.  These  are  left 
by  choice  because  their  volume  can  be  rather  ac- 
curately gauged  and  because  they  are  well  provided 
with  blood  vessels  and  lymphatics  which  allow  for 
hypertrophy  if  this  is  demanded  by  the  organism. 


Kocher's  collar  incision  is  made  a  finger-breadth 
above  the  sternum  and  at  a  level  which  will  give  the 
best  access  to  the  horns  of  the  gland.  The  platysma 
is  divided  and  the  sternothyroid  and  sternohyoid 
are  retracted  or  transversely  sectioned.  The  half 
of  the  gland  chosen  as  the  first  to  be  attacked  is 
lifted  out  between  the  thumb  and  first  finger,  firm 
and  fairly  deep  retraction  is  made,  and  the  cornu  is 
isolated  and  divided  between  clamps.  The  lower 
lobe  is  divided  between  forceps  in  the  gland  sub- 
stance and  the  main  mass  of  the  gland  is  shaved 
from  the  posterior  capsule.  The  capsule  is  then 
closed,  the  muscles  are  sutured,  and  the  skin  is 
closed  around  a  drainage  tube.  The  drain  is  re- 
moved at  the  end  of  twenty-four  hours. 

H.  A.  McKxiGHT.  M.D. 
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CHEST  WALL  AND  BREAST 

Keyset,  L.  D. :  Massive  Hypertrophy  of  the  Breast. 

Surg.,  Gynec.  &•  Obst.,  1921,  xxxiii,  607. 

The  author  reviews  clinical  and  exi)erimental  data 
on  factors  affecting  matnmary  development  and 
function.  The  breasts  develop  from  a  modified 
group  of  sudoriparous  glands  and  their  development 
and  function  are  under  the  control  of  endocrine 
forces.  Puberty  hypertrophy  is  dependent  on  ova- 
rian activity.  A  definite  cycle  of  mammary  activity 
runs  somewhat  parallel  to  the  menses.  There  is 
suggestive  evidence  that  the  formation,  p)ersistence, 
or  regression  of  the  corpus  luteum  may  influence  the 
activity  of  the  breast  in  the  pregnant  as  well  as  the 
non-pregnant  state.  There  is  no  good  evidence  to 
prove  that  the  uterus,  decidua,  foetus,  or  placenta 
are  directly  related  to  mammary  function. 

Massive  hypertrophy  of  the  breast  is  a  deviation 
from  normal  development.  The  process  does  not 
suggest  a  neoplasm  as  it  is  diffuse  and  seems  to 
affect  all  portions  of  the  organ  uniformly  and 
simultaneously.  The  age  of  onset  in  one-half  of  the 
bilateral  cases  is  under  18  years.  The  process  is 
associated  most  frequently  with  puberty  and  next 
most  frequently  with  pregnancy.  The  cases  of 
patients  as  old  as  48  years  have  been  reported, 
although  with  an  increase  in  age  there  is  a  marked 
drop  in  the  incidence  of  the  condition.  As  a  rule 
the  process  is  bilateral.  When  it  is  unilateral  both 
sides  of  the  breast  are  about  equally  affected. 

The  secretory  activity  of  hypertrophied  breasts 
is  variable.  Usually  it  is  normal,  but  may  be  either 
absent  or  excessive.  The  rate  of  growth  may  pro- 
gress uniformly  or  intermittently.  Pain  is  not  fre- 
quent. 

The  relationship  of  hypertrophy  of  the  breasts  to 
the  menses,  to  pregnancy,  and  to  lactation,  and  its 
association  with  pathologic  conditions  of  other 
sexual  organs  are  considered  with  citations  of  typical 
cases.  In  some  cases  sp>ontaneous  regression  oc- 
curs. 


The  author  suggests  that  terms  such  as  "  diffuse 
virginal  hypertrophy  "  and  "  gravidity  hypertrophy  " 
are  inexact. 

Thickening  of  the  skin,  flattening  of  the  nipple, 
hypertrophy,  fibrosis,  diffuse  fibro-epithelial  tumor 
associated  with  fibro-adenoma  are  features  described 
in  the  literature.  Malignancy  is  rare  but  has  been 
recorded. 

Pathologically  most  cases  are  fibro-epithelial 
(frequently  associated  with  fibro-adenomata)  or 
adipose.  Two  cases  of  each  type  from  the  Mayo 
Clinic  series  are  reported  in  detail.  The  patients 
with  fibro-epithelial  hypertrophy  were  a  girl  of  15 
years  and  a  woman  of  36.  In  the  woman  the 
h)T)ertrophy  began  with  pregnancy.  The  adipose 
hyp>ertrophies  occurred  in  a  virgin  of  19  years  and 
a  parous  woman  of  41  3'ears,  but  in  the  latter  case 
was  not  associated  with  pregnancy.  The  adipose 
type  is  rare;  only  four  cases  have  been  recorded 
previously. 

The  fibro-epithelial  hypertrophies  were  associated 
with  fibro-adenomata,  succulence  of  the  prepon- 
derant fatty  tissue,  rapid  proliferative  changes  in 
the  fibro-adenomata,  and  reproductive  activity  in 
the  mammary  acini  (primary  cytoplasia  of  Mac- 
Carty).  The  acinar  groups  were  invaded  and  broken 
up  by  growing  fibrous  tissue. 

The  adipose  type  was  characterized  by  the  relative 
absence  of  acini  and  a  preponderance  of  fat.  A  few 
fibrous  bands  traversing  the  fat  carried  a  moderate 
number  of  acini  showing  primary  cytoplasia.  The 
epithelium  in  both  types  was  hyf>ertrophied  to  a 
variable  degree. 

The  etiological  factors  are  not  clearly  understood 
but  the  evidence  suggests  an  endocrine  dyscrasia 
probably  of  the  ovarian  typ)e. 

To  be  differentiated  in  the  diagnosis  are  intracanal- 
icular  myxoma  and  fibroma,  sarcoma,  elephantiasis, 
and  the  fatty  breasts  of  obesity. 

If  spontaneous  regression  fails  to  occur  after  a 
reasonable  length  of  time,  surgical  amputation  may 
be  indicated. 
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Watts,  S.  H.:  Traumatic  Chylothorax.  Ann.  Surg., 
1921,  Ixxiv,  691. 

Watts  presents  a  case  of  traumatic  chylothorax. 
Milky  effusions  in  the  serous  cavities  are  quite  un- 
common. They  occur  most  frequently  in  the  peri- 
toneum, are  less  frequent  in  the  pleura,  and  are  very 
rare  in  the  pericardium.  Milky  pleural  effusions  are 
of  two  varieties:  (i)  the  true  chylous,  due  to  the 
escape  of  chyle  into  the  pleural  cavity  through  a 
thoracic  duct  lesion,  and  (2)  the  chyloid,  due  to 
simple  or  tuberculous  pleuritic  effusion,  abscess  of 
the  lung,  carcinoma  of  the  pleura,  lymph  vessels  and 
lymph  glands,  extreme  cardiovascular  changes,  and 
a  few  other  conditions. 

True  chylous  exudates  show  all  the  properties  of 
chyle.  The  fluid  is  usually  white  and  milky,  but 
sometimes  reddish  because  of  the  presence  of  blood. 
It  tends  to  accumulate  rapidly,  resists  putrefaction, 
does  not  coagulate  on  standing,  contains  fine  fat 
globules  which  may  be  readily  stained  with  osmic 
acid  or  Sudan  III,  and  clears  when  alkalinized  and 
shaken  with  ether.  The  specific  gravity  generally 
exceeds  i  .01 2.  The  fat  content  is  usually  high,  vary- 
ing from  >^  to  4  per  cent.  In  most  cases  there  is  a 
definite  sugar  reaction.  Lecithin  is  found  only  in 
traces. 

The  chyloid  effusion  accumulates  less  rapidly,  is 
less  milky,  contains  much  less  fat,  sometimes  only  a 
trace,  and  is  not  so  completely  cleared  by  shaking 
with  ether.  The  cellular  elements  may  be  numerous 
and  frequently  they  contain  fat.  The  specific  grav- 
ity is  usually  less  than  1.012.  It  contains  serum  al- 
bumin, and  a  complex  of  lecithin  and  globulin  to 
which  its  opacity  is  attributed,  and  traces  of  sugar. 

The  more  frequent  occurrence  of  chylothorax  on 
the  right  side  is  not  surprising  considering  the  ana- 
tomical relations  of  the  duct  and  the  right  pleura.  As 
the  right  pleura  is  in  close  approximation  to  the  duct, 
forces  which  affect  the  duct  are  apt  to  injure  both 


structures.  Some  authors,  notably  Hammesfahr, 
are  of  the  opinion  that,  because  of  the  negative  pres- 
sure in  the  chest,  chyle  may  escape  into  the  pleura 
from  the  mediastinum  through  the  normal  intercel- 
lular spaces  between  the  endothelial  cells .  The  author 
believes  that  this  is  the  only  explanation  of  the  pres- 
ence of  chyle  in  the  pleural  cavity  in  the  case  reported 
as  there  was  no  injury  of  the  right  pleura. 

Most  cases  of  traumatic  chylothorax  are  due  to 
violent,  blunt  force  exerted  upon  the  chest  and  back, 
and  many  are  associated  with  fracture  of  the  ribs  or 
vertebra.  In  some  instances,  however,  there  is  no 
evidence  of  bony  injur>'  and  the  rupture  of  the  duct 
is  due  probably  to  alterations  in  the  intrathoracic 
pressure  or  to  overstretching  of  the  duct,  its  state  of 
fullness  possibly  being  of  some  importance  in  the 
etiology. 

The  clinical  manifestations  of  chylothorax  are 
those  of  simple  pleural  effusion.  The  diagnosis  may 
be  made  by  aspiration  but  in  some  cases  the  fluid  so 
obtained  has  been  mistaken  for  pus.  A  careful  micro  - 
scopic  and  chemical  examination  will  give  definite 
findings.  In  non-traumatic  cases  there  are  seldom 
any  subjective  symptoms  except  dyspnoea  and 
weakness. 

The  prognosis  of  traumatic  chylothorax  is  verv' 
grave.  Regarding  the  treatment  it  may  be  said  that 
radical  surgery  to  find  and  close  the  opening  in  the 
duct  is  scarcely  practical.  Aspiration  should  be  done 
only  whert  the  pressure  symptoms  are  very  marked 
as  the  relief  of  pressure  may  increase  the  leakage 
from  the  duct.  Thoracotomy  is  not  to  be  recom- 
mended. Hall  and  Morgan  claim  that  all  the  injured 
duct  needs  for  recovery  is  rest,  and  that  this  may  be 
secured  by  feeding  through  the  rectum  exclusively, 
the  food  thus  given  being  absorbed  by  the  colonic 
lymphatics  which  pour  their  contents  into  the  gen- 
eral superficial  and  peripheral  lymph  channels  in- 
stead of  the  lacteal  system.  The  author  does  not 
believe  that  experience  will  bear  this  out. 

I.  W.  Bach,  M.  D. 
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ABDOMINAL  WALL  AND  PERITONEUM 

Gordon,  M.  B.,  and  Golan,  D.  L.:  Traumatic  Dia- 
phra{imatic  Hernia  in  a  Girl  8  Years  of  Age, 

Ant.  J.  Dis.  Child.,  1921,  xxii,  579. 

In  the  case  reported  an  automobile  truck  passed 
over  the  patient's  left  groin.  Seven  months  after 
the  injury  a  diagnosis  of  diaphragmatic  hernia  of 
traumatic  origin  was  made  on  the  basis  of  the  X-ray 
findings  and  an  operation  was  performed.  When  the 
thorax  was  opened  it  seemed  as  if  the  abdomen  had 
been  exposed  to  view  as  the  small  and  large  intes- 
tines, the  stomach,  and  the  left  lobe  of  the  liver  had 
entered  the  chest  through  a  large  rent  in  the 
diaphragm. 

The  author's  conclusions  are  summarized  briefly 
as  follows: 


1.  In  every  case  of  either  true  or  false  dextro- 
cardia a  roentgen-ray  examination  of  the  gastro- 
intestinal tract  should  be  made  with  barium. 

2.  Every  patient  with  dextrocardia  should  be 
examined  completely  in  both  the  erect  and  the 
supine  positions. 

3.  A  careful  history  should  be  obtained  in  every 
case  of  dextrocardia,  especial  emphasis  being  placed 
on  injury  of  the  abdomen. 

4.  The  possibility  of  traumatic  diaphragmatic 
hernia  should  be  considered  in  cases  of  severe 
abdominal  injury  when  there  is  an  increase  of  intra- 
abdominal pressure. 

5.  Because  of  the  possibilities  of  strangulation, 
immediate  operation  is  indicated  in  every  case  of 
traumatic  diaphragmatic  hernia. 

Frederick  Christopher,  M.D. 
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Forster,  E. :  Genuine  Cysts  of  the  Mesentery  (Ueber 
genuine  Cyst  en  des  Mesenteriums) .  Beitr.  z.  klin. 
Chir.,  1921.  cxxiv,  116. 

Of  the  three  types  of  mesenteric  cysts,  true  cysts, 
foreign  body  cysts,  and  cystoids  (traumatic  soften- 
ing and  liquefaction  cysts)  this  article  takes  into 
consideration  only  true  cysts.  To  these  belong  first 
of  all  the  lymphangiomata  (cavernous  and  cystic) 
originating  in  abnormal  dilatation  of  the  lymphatic 
vessels  and  generally  of  congenital  origin.  On  ac- 
count of  anastomosis  with  the  chyle  ducts  or  because 
of  cell  degeneration  their  contents  are  usually  chy- 
lous, and  when  there  has  been  haemorrhage  they  are 
sanguinous.  From  their  contents,  therefore,  it  is 
impossible  to  draw  a  conclusion  regarding  their 
origin. 

In  a  case  reported  by  the  author  a  cyst  of  the 
transverse  mesocolon  was  found  which  contained  10 
liters  of  a  brownish  yellow  clear  fluid.  Following 
resection  of  the  mesocolon  the  patient  died  ^f  peri- 
tonitis. 

Forster  has  found  in  the  literature  twenty-five 
cases  of  cysts  originating  in  the  omphalomesenteric 
duct.  These  are  formed  by  encapsulation  of  a  Meck- 
el diverticulum  having  no  open  connection  with 
the  skin  or  the  bowel.  Their  walls  include  all  the 
layers  of  the  bowel  or  consist  of  thin  flat  epithelium. 
Their  contents  are  mucinous. 

Cysts  originating  from  the  wolffian  duct  are 
characterized  by  the  presence  of  ovarian,  kidney,  or 
adrenal  tissue.  Simple  dermoids  are  rare.  Usually 
these  are  small,  soUd  retroperitoneal  tumors  but 
they  may  also  migrate  into  the  mesentery  of  the 
small  bowel.  The  complex  dermoid  cysts  are  still 
more  rare.  Some  of  them  probably  have  their  origin 
from  completely  separated  ovarian  cysts  but  others 
arise  from  the  testicle.  They  contain  derivatives  of 
all  the  germinal  layers;  besides  the  ectodermal  prod- 
ucts there  are  also  rudimentary  parts  of  the  nervous 
system,  brain,  cartilage,  bone,  gastro-intestinal  tis- 
sue, and  vascular  system.  Finally  there  are  the 
foetal  inclusions  in  which  amniotic  membranes  may 
be  seen,  and  the  teratoid  mixed  tumors  originating 
either  in  displacement  of  primary  layers  or  of  a 
bi-germinal  nature.  As  the  former  the^^  contain  tissue 
from  all  three  germinal  layers,  but  show  no  typical 
structure.  They  are  found  more  often  in  females 
than  in  males. 

In  the  differential  diagnosis  ovarian  cysts  can  be 
diagnosed  by  their  relationship  to  the  genitalia; 
hydronephroses  and  Grawitz  tumors,  by  the  kidney 
shape  of  one  of  their  poles  as  well  as  by  the  cysto- 
scopic  demonstration  of  lack  of  function  in  the 
diseased  kidney;  pancreatic  cysts,  by  disturbance  of 
the  pancreatic  digestion;  and  omental  cysts,  by  their 
early  adhesion  to  the  abdominal  wall.  Walled-off 
peritoneal  inflammations  become  flattened  during 
anaesthesia. 

Simple  dermoids  and  enterocystomata  are  found 
most  commonly  in  the  mesentery  of  the  small  intes- 
tine, but  all  of  the  others  may  also  develop  here. 
Foetal  inclusions  are  found  visually  in  the  transverse 


mesocolon,  and  complex  dermoids  in  the  ascending 
colon.  Mesenteric  cysts  may  lead  to  ileus  through 
torsion  or  invagination.  If  at  all  possible,  these 
cysts  should  be  radically  extirpated.  If  this  is  im- 
possible because  of  extensive  adhesions  or  the  pa- 
tient's poor  general  condition,  they  should  be  su- 
tured to  the  abdominal  waU  and  drained  by  the 
formation  of  a  fistula.  Sie\'zrs  (Z). 

Pitzman,  M.:  A  Fundamentally  New  Technique 
for  Inguinal  Herniotomy.  Ann.  Surg.,  1921, 
bcxiv,  610. 

The  author's  op)eration  consists  essentially  in 
the  suturing  of  the  transversus  fascia  and  aponeuro- 
sis (and  only  these  layers)  down  to  the  inguinal  liga- 
ment of  Poupart  before  the  peritoneal  cavity  has 
been  closed.  Pitzman  believes  that  this  technique 
is  applicable  to  all  inguinal  herniae,  small  or  large, 
primary  or  recurrent,  and  especially  to  medium  and 
large-necked  herniae.  The  underlying  principle  is 
the  reproduction  of  physiological  valve  action  by: 
(i)  resection  of  the  hernial  sac,  (2)  repair  of  the 
enlarged  opening  in  the  transversus  (transversalis) 
fascia,  and  (3)  avoidance  of  injury  to  the  internal 
oblique  and  transversus  muscles. 

Frederick  Christopher,  M.D. 

GASTRO-INTESTmAL  TRACT 

Luis-Yague  y  Espinosa,  J.:  A  Method  for  the 
Topographical  Diagnosis  of  Ulcerations  of  the 
Digestive  Tract  (Algunas  aclaraciones  a  un  metodo 
•  de  diagnostico  topografico  de  las  ulceradones  del 
tractus  digestive).  Arch,  espan.  de  enferm.  d.  apar. 
digest.,  1921,  iv,  662. 

In  an  active  ulceration  there  is  always  inflamma- 
tion of  the  peripheral  mucosa  with  abundant  secre- 
tion of  mucus  which  engulfs  any  haematin  present 
and  renders  it  insoluble  in  water  or  a  weak  acid, 
solution  such  as  is  found  in  the  stomach  and  the 
first  portion  of  the  duodenum.  Therefore  a  lab- 
oratory test  for  blood  (haematin)  made  on  the  gas- 
tric or  duodenal  contents  may  be  negative.  On  the 
other  hand,  both  mucus  and  haematin  are  easUy 
soluble  in  a  weak  alkaline  medium.  Before  analyz- 
ing the  gastric  contents,  therefore,  Meunier  injects 
into  the  stomach  200  c.cm.  of  water  or  physiologic 
salt  solution  containing  10  drops  of  ammonia.  In 
addition  he  gives  three  spoonfuls  of  pulverized  car- 
bon and  examines  the  faeces  for  occult  blood  after 
twenty-four  hours. 

The  author  proposes  certain  changes  in  Meunier's 
method  which  he  believes  will  make  it  more  accurate. 
He  suggests  increasing  the  amount  of  the  fluid  for 
the  gastric  lavage  from  200  to  500  c.cm.;  the  use  of 
carbon  in  the  form  of  pastilles;  and  the  administra- 
tion of  some  milky  food  a  few  minutes  after  the 
lavage.  As  the  patient  is  already  on  a  milk  diet,  the 
faeces  from  the  early  and  later  diets  can  then  be  dif- 
ferentiated easily.  The  author  has  found  this 
method  of  seeking  occult  blood  very  much  more 
satisfactory  than  others  in  general  use. 

W.  A.  Brxnnan. 
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Obemdorfer:  A  Pedicled,  Cavernous  Lymphangio- 
ma of  the  Outer  Surface  of  the  Stomach  (Ein 
pendelndes,  cavernoeses  Lymphangiom  der  Aussen- 
seite  des  Magens).  Beitr.  z.  path.  Anat.  u.  z.  allg. 
Path.,  1921,  Ixix,  418. 

The  usual  site  of  circumscribed  lymphangiomata 
is  the  abdominal  cavity  and  the  retroperitoneal  space. 
The  author  discovered  a  pedicled  cavernous  lymp- 
phangioma  of  the  serosa  of  the  stomach  as  a  secon- 
dary finding  inr  an  autopsy  on  the  body  of  a  man 
19  years  of  age.  This  growth,  which  was  a  flat 
tumor  as  thick  as  the  hand  and  as  large  as  the  palm, 
lay  over  the  sinus  and  canal  of  the  pylorus  in  the 
middle  third  of  the  anterior  wall  of  the  stomach. 
It  hung  by  a  pedicle  from  the  lesser  curvature,  could 
be  completely  detached  from  the  gastric  surface, 
and  was  connected  with  a  formation  the  size  of  the 
palm  of  the  hand  which  lay  upon  the  posterior  wall 
of  the  stomach.  Colley  (Z). 

Rowlands,  R.  P. :  A  Case  of  Partial  Pyloric  Stenosis 
(Hypertrophic);  Finney's  Operation.  Lancet, 
1921,  cci,  1373. 

The  case  reported  was  a  typical  instance  of  partial 
stenosis  due  to  spasm  and  hypertrophy  of  the 
pyloric  sphincter.  The  pyloric  channel  was  partially 
obstructed  by  the  usual  infolding  and  thickening  of 
the  submucous  tissue,  but  there  was  no  sign  of 
active  or  healed  ulceration. 

The  author  believes  the  clinical  history  is  char- 
acteristic. The  patient  was  well  while  at  rest  under 
observation  at  the  hospital,  and  the  attacks  came  on 
after  undue  exertion  and  fatigue.  The  diagnosis 
of  the  condition  is  difficult.  In  Rowland's  opinion, 
the  Rammstedt  operation,  which  is  so  successful  in 
the  treatment  of  children,  is  not  suitable  for  adults 
because  the  fibrous  changes  in  the  pylorus  of  the 
adult — especially  when  the  condition  is  advanced — 
require  a  more  radical  oF>eration.  For  such  cases 
Rowlands  prefers  the  Finney  operation. 

E.  C.  RoBrrsHKK,  M.  D. 

Cheever,  D.:The  Pathological  and  Physiological 
Basis  for  the  Surgical  Treatment  of  Chronic 
Gastric  Ulcer.  Boston  M.  ^S.J.,  1921,  clx.xxv,  707. 

Reasoning  from  the  results  of  laboratory  ex- 
perimentation, Cheever  concludes  that  physical 
trauma  is  not  an  important  element  in  the  causation 
of  ulcer.  From  Rosenow  's  experiments  it  would  seem 
that  foci  of  infection  elsewhere  in  the  body  may  be 
responsible  by  causing  bacterial  embolic  infarctions; 
clinical  proof,  however,  is  difficult  to  obtain. 

The  greater  frequency  of  ulcer  along  the  lesser 
curvature  of  the  stomach  and  in  the  duodenum  may 
possibly  be  explained  by  the  peculiar  arrangement 
of  the  arteries  in  these  regions  favoring  venous 
stasis  and  failure  of  compensatory  circulation  in 
case  of  injury. 

That  the  failure  of  ulcers  to  heal  is  due  to  auto- 
digestion  of  the  injured  tissue  is  indicated  by  the 
fact  that  ulcers  o.ccur  only  in  the  stomach,  the 
portion  of  the  duodenum  proximal  to  the  opening 


of  the  bile  and  pancreatic  ducts,  and  in  the  jejunum 
at  or  just  beyond  the  stoma  of  the  gastro-enteros- 
tomy,  regions  where  the  acid  pepsin  is  active. 
The  clinical  association  of  hyperchlorhydria  with 
ulcer  and  the  relief  and  cure  of  ulcer  by  neutraliza- 
tion by  alkalies  supfwrts  this  view. 

Some  authorities  maintain,  however,  that  this 
assumption  is  not  warranted  by  experimental 
laboratory  or  clinical  facts  as  unhealed  ulcers  have 
been  found  in  stomachs  free  from  acid  pepsin  and 
without  ulcer  symptoms,  and  if  the  mucosa  is  intact 
and  bile  is  not  present,  hydrochloric  acid  of  ten 
times  the  normal  concentration  may  be  introduced 
into  the  stomach  of  the  experimental  animal  with- 
out producing  ulcer.  Moreover,  in  cases  of  un- 
healed ulcer,  acid  of  five  times  normal  strength  will 
not  cause  symptoms  in  the  quiescent  stage.  An 
acid  medium  is  normal  for  the  gastric  mucosa. 
Such  being  the  case,  prolonged  alkalinization  may 
lead  to  a  compensatory  over-acidity  of  the  acid 
cells  and  the  ultimate  degeneration  of  the  mucosa. 

In  Cheever's  opinion  the  factors  entering  into 
the  formation  of  gastric  ulcer  are  similar  to  those 
causing  chronic  ulcers  elsewhere.  The  chronic  in- 
durated varicose  ulcer  of  the  lower  leg  fails  to  heal, 
first,  on  account  of  infection  an^  irritation  resulting 
from  lack  of  rest  and  circulatory  impairment  due 
to  the  varicosity  of  the  vein.  If  these  conditions 
are  not  corrected,  the  vascular  granulation  tissue 
base  is  replaced  by  a  thick  layer  of  dense  fibrous 
tissue  through  which  no  vessel  can  penetrate  ade- 
quately to  nourish  regenerating  epithelium.  Rest, 
disinfection,  and  operation  on  the  varicose  veins 
may  fail  to  secure  healing,  but  if  the  fibrous  base  is 
widely  excised  to  give  free  access  to  vigorous  new 
vessels  sp)ontaneous  healing  will  result. 

The  pain  of  chronic  ulcer  is  caused  by  the  chyme, 
acid  or  hyperacid,  which  passes  into  the  duodenum 
and  initiates  an  excessive  reflex  inhibition  of  the 
relaxation  of  the  pyloric  spincter  so  that  relief  of  the 
intragastric  pressure  is  not  afforded  and  increased 
tension  results.  The  pylorospasm  causes  delay  in 
the  emptying  of  the  stomach  which  in  itself  causes 
hypersecretion  and  this  in  turn  causes  more  ulcer 
irritation  from  which  more  vigorous  peristalsis  and 
more  obstinate  inhibition  of  sphincter  relaxation 
results,  a  vicious  circle  of  disordered  physiology. 

Surgery  attacks  the  pathologic  process  directly 
and  effects  a  cure  by  removing  it,  at  the  same  time 
attempting  to  correct  the  physiological  disfunction 
by  forming  a  permanent  artificial  anastomosis. 
Excision  of  an  ulcer  at  the  pylorus  almost  anywhere 
on  the  lesser  curvature  except  the  highest  part,  and 
almost  anywhere  on  the  anterior  surface  of  the 
stomach  is  usually  practicable,  and  transgastric 
resection  of  a  penetrating  ulcer  of  the  posterior 
wall,  though  more  formidable,  can  usually  be  carried 
out  unless  there  are  unusual  complications. 

In  cases  of  duodenal  ulcer  the  question  of  excision 
is  modified  by  three  considerations:  (i)  the  techni- 
cal difficulty  of  excision  on  anatomical  grounds; 
(2)  the  possibility  of  effectively  excluding  the  ulcer 
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by  proximal  closure  of  the  viscus;  and  (3)  the  great 
rarity  of  carcinoma  in  this  situation.  While  many 
favorably  situated  duodenal  ulcers  may  be  excised, 
their  removal  need  not  be  insisted  upon  as  the  com- 
plete rest  and  freedom  from  hydrochloric  acid  diges- 
tion aflforded  by  exclusion  make  it  vmnecessar>'. 

The  surgical  correction  of  pathologically  altered 
gastroduodenal  physiology  is  obtained  by  two  sim- 
ilar methods,  each  of  which  has  its  advocates: 
(i)  gastrojejunostomy  with  some  form  of  pyloro- 
plasty, and  (2)  gastroduodenostomy.  These  ex- 
pedients secure  more  prompt  emptying  of  the 
stomach,  neutralize  the  acid  gastric  juice  to  some 
extent  by  its  admixture  with  the  duodenojejunal 
contents,  cause  relaxation  of  pylorospasm,  and 
prevent  hypersecretion  by  preventing  retention. 
C.  CoRBDf  Yancey,  M.  D. 

Klein,  E. :  The  Persistence  of  Gastric  Ulcer  After 
Gastro- Enterostomy.  Ann.  Surg.,  192 1,  Ixxiv, 
740. 

Although  during  recent  j^ears  there  has  been  an 
increasing  tendency  to  treat  gastric  ulcer  by  more 
radical  procedures  than  gastro-enterostomy,  Sherren 
has  stated  that  in  the  majority  of  cases  gastro- 
enterostomy is  still  the  operation  of  choice,  and 
this  procedure  is  favored  by  Paterson,  Coffey, 
Metraux,  Zacherl,  Landes,  Borchgrevink,  Kuttner, 
Rowlands,  Gallart,  and  BLibas.  However,  the  fre- 
quent occurrence  of  the  following  late  sequelae  is 
leading  to  increasing  dissatisfaction: 

1.  Haemorrhage.  In  one-half  of  the  cases  the 
bleeding  probably  has  its  origin  in  the  unhealed  ulcer. 

2.  Perforation  of  an  unhealed  ulcer.  This  has 
been  reported  by  several  operators. 

3.  Carcinomatous  degeneration  of  an  ulcer.  The 
difficulty  in  distinguishing  the  beginnings  of  malig- 
nancy at  operation  seems  to  warrant  the  routine 
removal  of  all  ulcers. 

4.  Persistence  or  recurrence  of  gastric  symptoms. 
These  sequelae  incUne  the  author  to  the  view,  now 
steadily  gaining  ground,  that  whatever  procedure 
is  used  it  should  include  the  removal  or  destruction 
of  the  ulcer  if  this  is  at  all  px)ssible- 

In  conclusion  Klein  states  that  it  is  unfair  to 
compare  the  mortaUty  statistics  of  partial  gas- 
trectomy and  gastro-enterostomy  as  the  former  ope- 
ration can  cure  severe  cases  in  which  the  latter 
is  entirely  without  effect.  J.  D.  Ellis.  M.D. 

Molodaja,  E.:  Gastric  and  Duodenal  Ulcer  Accord- 
ing to  the  Material  of  the  Surgical  Clinic  of  the 
University  of  Moscow  (Das  Magen-und  Duoden- 
umgeschwuer  nach   dem    Material    der  Moskauer 
chirurgischen  Universitaetsklinik).  Mediz.  J.,  1921, 
i.385- 
This  report  is  based  upon  124  cases  of  gastric 
and  duodenal  ulcer  which  were  treated  during  the 
period  from  September,   1910,  to  January,   1921, 
by    gastro-enterostomy.     There    were    eighty-six 
cases  of  gastric  ulcer,  twenty-eight  cases  of  duodenal 
ulcer,  and  ten  cases  of  gastroptosis  and  gastric 
dilatation. 


Among  the  subjective  symptoms  in  cases  of 
ulcer,  the  author  considers  those  of  dyspepsia  and 
pain  as  the  most  important.  The  obstipation,  which 
always  disappears  after  a  successful  operation,  is 
characteristic.  Objectively,  increased  tension  of 
the  upper  parts  of  the  rectus  muscle,  hyperacidity, 
and  blood  in  the  gastric  contents  and  faeces  are 
demonstrated.  The  diagnosis  of  peptic  ulcer  is 
usually  easy,  but  the  differential  diagnosis  between 
gastric  ulcer  and  duodenal  ulcer  is  very  difficult. 
This  is  due  partly  to  the  fact  that  both  ulcers  are 
present  simultaneously,  that  in  the  majority  of 
cases  they  are  multiple,  and  that  frequently  at 
operation  perigastritis  is  foimd  with  duodenal 
ulcer  and  periduodenitis  is  found  with  gastric 
ulcer. 

The  material  of  the  Surgical  Clinic  of  the  Univer- 
sity of  Moscow  consists  mainly  of  chronic  ulcers, 
many  of  which  have  bled  profusely  shortly  before 
the  operation.  In  spite  of  this  fact,  the  ulcer  was 
not  always  foimd  at  operation,  even  when  the 
stomach  was  opened.  The  majority  are  cases  of 
simple  ulcer.  Callous  and  perforating  ulcers  are 
rare.  Usually  there  are  characteristic  changes  of  the 
serosa,  such  as  adhesions,  cicatrices,  hyperaemia, 
and  infiltration.  The  adhesions  are  often  very  ex- 
tensive. As  a  rule  all  these  changes  are  localized 
at  the  pyloric  and  prepyloric  portions,  but  in  some 
cases  the  inflammator>^  process  involves  the  small 
intestine,  which  then  app>ears  adherent  to  the 
posterior  gastric  wall.  Xot  rarely,  swollen,  soft 
lymphatic  nodes  are  found  in  the  small  omentum. 
In  two  cases  the  mesocolon  was  markedly  oedema- 
tous,  and  in  two  others  there  was  slight  ascites. 
Usually  the  stomach  is  dilated  and  sxmken,  the 
gastrohepatic  ligaments  are  stretched,  and  the  Uver 
also  is  ptotic.  The  gastric  mucosa  is  sometimes 
smooth  and  atrophic,  but  sometimes  h>T>ertrophic. 
The  veins  are  often  markedly  dilated.  Microscopic 
examination  usually  reveals  atrophic  or  hypertrophic 
changes. 

The  question  of  the  etiology  is  still  unanswered. 
.•\ccording  to  the  material  reviewed,  the  condition 
is  most  frequently  referred  to  some  trauma,  and 
apparently  is  dependent  upon  an  irregular  diet, 
coarse  food,  and  psychic  trauma.  In  individual 
cases,  intoxication  comes  up  for  consideration  as 
an  etiological  factor.  In  almost  all  cases,  exacerba- 
tions and  recurrences  follow  physical  exertion  and 
trauma.  Very  often  the  lesion  appears  simultane- 
ously with  appendicitis  (12  per  cent).  More  often, 
tenderness  is  found  in  the  ileocaecal  region.  Even 
if  there  is  a  relationship  between  these  two  con- 
ditions, as  is  claimed  by  Americans,  no  improvement 
was  noted  in  the  course  of  one  of  them  after  opera- 
tive treatment  of  the  other. 

Males  are  attacked  more  frequently  than  females 
(3:1).  The  ages  of  the  patients  ranged  from  30  to  50 
years.  The  effect  of  heredity  was  ver>'  frequently 
demonstrated  (25  per  cent).  Gastric  conditions 
of  various  kinds  were  often  found  in  several  members 
of  the  same  family. 
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The  author  discusses  the  various  theories  re- 
garding the  value  of  gastro-enterostomy  and  the 
different  methods  which  have  been  projx)sed  as 
substitutes  for  this  operation.  In  Molodaja's 
opinion,  even  resection  of  the  stomach  does  not 
offer  absolute  assurance  against  fatal  haemorrhages 
and  perforations  from  ulcers  overlooked  during  the 
operation.  The  frequent  recurrences  after  resection 
and  other  findings  indicate  that  gastric  ulcer  should 
be  considered  as  a  constitutional  disease  and  the 
best  treatment  is  that  which  removes  the  causative 
factor.  The  material  presented  does  not  indicate 
that  gastro-enterostomy  should  be  given  up,  but 
the  most  frequent  complication  following  this 
operation,  cicatricial  stenosis  of  the  anastomosis, 
must  be  borne  in  mind  as  it  is  apt  to  discredit 
the  procedure.  It  should  be  remembered  also  that 
the  patient  should  be  given  dietetic  treatment  for 
two  or  three  months  after  the  operation  as  gastro- 
enterostomy acts  only  to  favor  healing  of  the  ulcer 
and  does  not  remove  it.  Fatal  ha:morrhages  or 
perforations  do  not  occur  at  the  Moscow  Clinic. 
The  end-results  could  be  determined  in  only  40 
per  cent  of  the  cases  operated  upon  as  the  other 
patients  could  not  be  found.  Gastro-enterostomy  is 
indicated  in  all  cases  of  ulcers  of  the  stomach  and 
duodenum. 

Posterior  gastro-enterostomy  is  to  be  considered 
the  method  of  choice.  The  prepyloric  portion  is 
selected  for  the  anastomosis,  and  the  connection 
with  the  small  intestine  is  made  directly  at  the 
duodenojejunal  fold.  The  anterior  gastro-enteros- 
tomy of  Woelfler  combined  with  the  cntero-anasto- 
mosis  of  Braun  is  used  only  when  posterior  gastro- 
enterostomy is  impossible.  Altogether,  there  were 
124  operations.  In  three  cases  the  Woelfler-Braun 
anterior  gastro-enterostomy  was  done;  in  three 
cases,  the  posterior  operation  of  Petersen  with 
pyloric  closure;  in  three,  the  fKJsterior  op>eration  of 
Hacker-Braun;  in  one,  a  gastroduodenostomy;  and 
in  the  remainder,  the  posterior  gastro-enterostomy 
of  Petersen.  Six  patients  died  after  the  operation; 
five  of  them  were  very  much  weakened  from 
severe  haemorrhages.  Of  the  remaining  118  pa- 
tients, ninety-one  showed  an  immediate  good  result 
and  the  twenty-seven  others  were  benefited.  The 
following  complications  were  noted :  loosening  of  the 
sutures  in  four  cases;  atony  of  the  stomach  in  two; 
haematemesis  in  four;  and  contraction  of  the  anas- 
tomosis in  two.  Pulmonary  complications  were 
frequent.  The  total  acidity  and  the  amount  of  free 
hydrochloric  acid  were  usually  diminished  after  the 
operation,  and  bile  could  always  be  found  in  the 
gastric  juice. 

Permanent  results  were  found  in  37.5  per  cent 
of  the  cases.  In  forty  cases  (71.4  per  cent)  the  re- 
sults were  good,  in  ten  (18  per  cent)  there  was  im- 
provement, and  in  two  (3.5  per  cent)  the  results 
were  poor.  Death  occurred  in  four  cases:  in  three, 
from  intercurrent  disease,  and  in  one  case  from  what 
was  believed  to  be  a  gastric  carcinoma.  There  were 
four  cases  each  of  postoperative  hernia  and  con- 


traction of  the  anastomosis.  In  one  case  the  stenosis 
was  caused  by  contraction  of  the  suture  of  the  mu- 
cosa. After  removal  of  the  suture  the  stenosis  dis- 
appeared. In  a  second  case  there  was  cicatricial 
contraction  in  the  mesocolon,  and  in  a  third  case  a 
peculiar  tendency  of  the  gastric  wall  to  form  plastic 
processes.  In  the  Moscow  Clinic  stenosis  has  been 
successfully  treated  up  to  the  present  time  by  length- 
ening the  incision. 

The  material  described  indicates  that  posterior 
gastro-enterostomy  is  the  method  of  choice  for 
ulcers  of  the  stomach  and  duodenum.  Resection 
should  be  done  only  on  callous  ulcers  suspected  of 
malignant  degeneration.  To  obtain  good  permanent 
results,  dietetic  treatment  should  be  given  for  two 
or  three  months  after  the  operation. 

VON  HOLST  (Z). 

Gibson,  A.  G. :  The  Patholo^  of  Gastric  and  Duo- 
denal Ulcer.  Brit.  M.  J.,  1921.  ii,  933. 

In  experiments  on  monkeys  to  study  the  pathol- 
ogy of  gastric  and  duodenal  ulcer  one  of  the  animals 
was  injected  intrapcritoneally  with  a  broth  culture 
of  streptothrix  actinomyces  obtained  from  a  case 
of  acholuric  jaundice.  At  necropsy  thirty-two 
weeks  later  this  animal  showed  a  chronically  in- 
flamed and  fibrotic  spleen  with  thrombophlebitis; 
multiple  gastric  ulcers;  hemorrhagic  spots  and  occult 
blood  throughout  the  lower  intestinal  tract;  and 
hemorrhagic  and  embolic  lesions  of  the  liver  and 
lungs. 

As  observed  by  W.  J.  Mayo,  about  30  per  cent 
of  the  venous  blood  from  the  spleen  may  return  by 
way  of  the  vasa  brcvia  of  the  stomach  wall.  It  is 
not  difficult  to  imagine,  therefore,  that  the  stomach 
wall  is  subject  to  invasion  by  septic  emboli  originat- 
ing in  a  diseased  spleen. 

In  the  clinical  conditions  known  as  acholuric 
jaundice  and  splenic  anemia,  more  especially  the 
latter,  we  often  find  marked  anemia  and  hema- 
temesis.  Both  diseases  are  undoubtedly  due  to  an 
infective  lesion  in  the  spleen. 

The  author  concludes  that  in  a  small  proportion 
of  cases  of  acholuric  jaundice  and  splenic  anemia 
the  gastric  hemorrhage  may  be  due  to  septic  or 
infective  emboli  originating  in  a  diseased  spleen  and 
lodged  in  the  gastric  mucosa  by  way  of  the  vasa 
brevia  of  the  gastric  wall.        L.  H.  Fowler,  M.  D. 

Webb,  R.  C:  Disconnecting  Gastro-Enterostomy 
Stomata;  A  Clinical  and  Experimental  Study. 

Surg.yGynec.  ^Obst.,  1921,  xxxiii,  681. 

Webb  states  that  a  gastro-enterostomy  should 
not  be  performed  unless  the  definite  indication  or 
lesion  is  demonstrated  at  the  time  of  operation. 
Persons  subjected  to  gastro-enterostomy  unneces- 
sarily present  symptoms  of  a  vicious  circle  with  con- 
tinuous and  frequent  vomiting  of  bile-stained  ma- 
terial and  abdominal  pain  and  distress.  There  seems 
to  be  no  non-operative  relief  for  this  condition. 

The  disconnecting  of  gastrojejunal  stomata 
should  be  preceded  by  most  careful  clinical  and 
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laborator\'  studies.  Numerous  methods  are  used, 
but  there  is  as  yet  no  standardized  procedure.  The 
chief  problems  are:  (i)  the  restoration  of  the  organs 
to  their  normal  positions  and  mobility  with  as  few- 
adhesions  as  possible  and  (2)  the  prevention  of  con- 
striction of  the  lumen  of  the  jejunum. 

The  Andrews  operation  with  slight  modifications 
should  become  a  standardized  procedure  as  long  as 
the  indiscriminate  use  of  gastro-enterostomy  with- 
out indication  is  continued.  This  operation  is  as 
follows: 

After  lifting  of  the  transverse  colon  and  exposure 
of  the  line  of  union  to  the  bowel,  the  rubber-covered 
clamps  are  placed  on  each  viscus,  a  free  space  for 
operation  being  left.  The  incision  is  made  upon  the 
stomach  wall  i  cm.  from  the  line  of  anastomosis  so 
that  a  cuff  of  stomach  is  left  entirely  around  the 
false  opening  in  the  bowel.  When  the  jejunal  open- 
ing is  closed  there  is  just  enough  tissue  to  bring  the 
bowel  to  its  normal  diameter  when  two  or  three  rows 
of  inversion  stitches  have  been  placed.  The  stomach 
opening  is  closed  by  the  usual  method;  the  loss  of 
tissue  is  of  no  consequence.  The  opening  in  the 
transverse  mesentary  is  closed  to  prevent  hernia 
and  the  operation  completed. 

In  experiments  on  dogs  no  changes  were  noted  in 
the  stomach  tissue  transferred  from  an  acid  to  an 
alkaline  medium  and  deprived  of  its  original  blood 
and  nerve  supply.  H.  A.  McKjnight,  M.D. 

Kaiser,  F.J. :  Are  the  Methods  of  Closure  in  Pyloric 
Exclusion,  Especially  Those  Using  Autoplastic 
Material,  Preferable  to  Section?  (Sind  bei  der 

Pylorusausschaltung  die  ilethoden  der  Absperrung, 
insbesondere  die  mit  autoplastischem  Material,  der 
Durchtrennung  vorzuziehen?)  Muenchen.  med. 
Wchnschr.,  1921,  Ixxnii,  1413. 

The  pylorus  was  excluded  in  twenty  cases  by 
strapping  it  around  with  the  ligamentum  teres. 
The  latter  can  be  freed  sufl&ciently  to  wind  it  twice 
around  the  isolated  pylorus,  which  is  5  to  7  cm. 
wide,  and  then  to  tie  it.  The  sling  was  immediately 
tightened  to  close  the  lumen.  Infection  and  disturb- 
ance of  nutrition  of  the  gastric  wall  did  not  occur. 
The  knot  was  fixed  with  a  sUk  suture  and  the  sling 
covered  over  with  Lembert  sutures. 

The  author  believes  that  with  this  procedure  a 
secondary  cutting-through  of  the  sling  is  prevented 
and  permanent  closure  of  the  pylorus  can  be 
achieved.  In  cases  controlled  roentgenologically 
for  two  years  the  closure  persisted.  In  two  cases, 
however,  severe  symptoms  re-appeared  two  months 
after  the  operation  and  the  roentgenogram  showed 
that  the  pylorus  had  again  become  patent.  At  a 
second  laparotomy  an  extensive  plastic  inflamma- 
tion was  found  in  the  region  of  the  pylorus  and  its 
surroundings.  The  gastro-enterostomy  easily  ad- 
mitted two  fingers,  and  the  pylorus  one  finger. 
Pyloric  resection  was  done  according  to  the  Billroth 
II  method.  The  fascial  strip  had  not  cut  through  the 
lumen;  it  had  healed  in  smoothly  but  had  become 
stretched.   The  author  attributes  the  stretching  to 


the  increased  gastric  peristalsis;  the  true  cause  of 
the  postoperative  trouble  is  perhaps  to  be  sought  in 
the  stretched  peripyloric  adhesions  for  which  the 
aseptic  tissue  stimulation  of  the  transplant  was 
responsible. 

A  pyloric  resection  (Billroth  II)  is  advised,  even 
when  the  ulcer  is  situated  in  the  duodenum. 

WORTUANN  (Z). 

Cam initi -Vinci,  G.:  Gastro-Enterostotny  with  Py- 
loric Exclusion  by  Parlavecchio's  Method  in 
Gastro-Enteric  Cancer  (La  gastroenterostomia 
con  esclusione  del  piloro  alia  Parlavecchio  nel  car- 
ciaoma  gastro-enterico).  Policiin.,  Roma,  1921, 
xx\-iii,  sez.  prat.,  1683. 

The  author  believes  that  when  gastrectomy  is 
contra-indicated  in  a  case  of  gastropyloric  cancer 
by  the  patient's  condition  or  the  stage  of  the  dis- 
ease, we  must  resort  to  gastrojejunostomy  with 
pyloric  exclusion.  The  pyloric  exclusion  must  be 
simple.  The  various  sectioning  methods  of  Eisels- 
berg,  Kocher,  Doyen,  Schiassi,  and  others  compli- 
cate the  main  operation  and  increase  its  dangers, 
especially  if  the  patient's  general  condition  is  poor. 
Plastic  methods  prolong  the  operation  too  much. 
Parlavecchio's  ligature  method  is  the  best. 

The  author  used  Parlavecchio's  method  in  the 
treatment  of  five  cases  of  gastropyloric  cancer. 
Three  of  these  patients  have  been  followed;  the 
others  were  surgically  cured  and  their  general  con- 
dition was  improved  when  they  left  the  hospital. 
Since  then  it  has  been  impossible  to  trace  them. 
Of  the  three  traced,  one  died  of  the  disease  five  and 
one-haK  years  after  the  operation  but  was  able  to 
continue  his  work  for  four  years.  One  remained  well 
for  fourteen  months.  In  the  third  case,  which  was 
operated  on  four  years  ago,  the  X-ray  shows  that 
the  food  passes  through  the  neostomy,  the  pylorus 
being  completely  blocked. 

In  the  author's  opinion  his  results  compare  very 
favorably  with  those  of  resection  for  the  same  con- 
dition, but  the  method  he  used  is  advisable  only 
when  resection  is  impossible.  W.  A.  Brennan. 

Babcock,  W.  W. :  Factors  Determining  the  Effi- 
ciency   of    Operations    upon    the    Stomach. 

Illinois  M.  J.,  1921,  xl,  444. 

There  has  been  practically  no  change  in  the  fun- 
damentals of  gastric  operations  in  the  past  thirty 
years.  No  basis  has  been  determined  for  the  treat- 
ment of  gastric  ulcer  by  gastro-enterostomy  although 
certain  points  in  the  method  have  perhaps  proved  of 
value,  such  as  the  formation  of  a  short  intestinal  loop, 
the  use  of  absorbable  sutures,  the  formation  of  a  free 
opening  well  toward  the  pylorus,  and  the  mainte- 
nance of  the  jejunum  free,  unkinked,  non-rotated, 
and  well  outside  the  lesser  peritoneal  cavity.  The 
operation  is  perhaps  a  makeshift  which  is  better  for 
duodenal  ulcers  than  gastric  ulcers. 

No  definite  guide  has  been  determined  for  oper- 
ating up>on  a  gastric  ulcer.  An  operation  is  per- 
formed because  the  surgeon  likes  it  or  devised  it, 
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and  as  a  result  there  is  a  new  field  of  gastric  path- 
ology due  to  the  intervention. 

The  stomach  may  be  long  and  narrow,  or  short 
and  wide,  J-shaped,  high  up  or  low  down  in  the  pel- 
vis and  yet  function  well  if  there  is  no  kink  or  dis- 
tortion of  the  duodenum  and  if  it  is  free  and  mobile 
within  the  peritoneum.  Operations  which  fix  the 
stomach  may  be  harmful  as  are  those  which  free  the 
fixed  and  retroperitoneal  duodenum  and  ascending 
colon.  The  loose  attachment  of  the  gastric  mucosa 
to  the  muscularis  favors  plastic  operations.  Most  of 
the  glands  secreting  gastric  juice  are  prepyloric.  By 
flowing  back  into  the  stomach  after  gastric  diges- 
tion is  complete  the  duodenal  and  biliary  juices  tend 
to  neutralize  the  acid  of  the  stomach  and  place  that 
organ  at  rest  during  the  intervals  between  the  inges- 
tion of  food.  Bile  does  not  produce  nausea  and  is 
regurgitated  only  after  all  the  irritating  gastric  con- 
tents have  been  discharged.  Increased  motility 
with  its  accompanying  back-flow  of  bile  tends  to  re- 
duce the  acid  values,  while  retention  and  decreased 
motility,  other  things  being  equal,  will  increase  the 
amount  of  free  and  combined  acid  in  the  stomach. 
Ingested  alkalies,  meats,  and  meat  extractives  in- 
crease the  acid  flow. 

Gastric  motility  depends  upon  the  intrinsic  gan- 
glia of  Auerbach  and  the  stimulating  impulses 
through  the  vagi,  the  motor  nerves  of  the  stomach. 
Vagotonia  may  therefore  produce  pylorospasm  and 
high  values  with  symptoms  of  ulcer. 

As  the  normal  motion  of  the  stomach  is  toward  the 
pylorus,  the  food  may  pass  through  the  pylorus 
even  though  a  new  opening  is  made.  The  back- 
flow  of  duodenal  juices  through  the  new  opening 
may  tend  to  neutralize  the  acidity,  coat  the 
stomach  with  mucus,  and  favor  the  healing  of  an 
ulcer. 

The  opening  of  the  pylorus  is  stimulated  by  three 
factors  besides  the  peristaltic  waves:  the  acid  chyme 
on  the  gastric  side,  the  neutralization  of  the  acid 
chyme  on  the  duodenal  side,  and  the  ileopyloric  re- 
flex. The  ileopyloric  reflex  prevents  the  passage  of 
the  chyme  from  the  duodenum  until  it  is  neutralized 
and  thus  prevents  congestion  of  the  ileum.  After  the 
pylorus  is  destroyed  the  duodenal  ring  acts  as  a 
sphincter  and  therefore  the  best  results  are  obtained 
by  anastomosis  of  the  stomach  and  duodenum  above 
that  muscle.  For  this  reason  the  Billroth  I  operation 
is  better  than  the  Billroth  II  operation  or  the  Polya 
partial  gastrectomy. 

The  intestinal  mucosa  is  protected  from  the  acid 
gastric  juice  by  the  alkaline  bile  and  duodenal  secre- 
tions. The  liability  of  ulcer  formation  in  the  small 
intestine  normally  decreases  with  the  distance  from 
the  acid  stomach.  Jejunal  ulcers  are  common  only 
after  anastomosing  operations.  If  the  bile  and  pan- 
creatic juices  are  diverted  from  the  duodenum,  ulcers 
are  common.  This  has  been  shown  in  experiments 
on  dogs  by  Exalto  by  the  production  of  jejunal 
ulcers  in  six  of  seven  dogs  when  the  duodenal  flow 
was  diverted  into  the  colon  following  gastrojejunos- 
tomy. 


Chyme  causes  acid  reaction  in  litmus  paper  dipped 
in  bile  less  rapidly  and  less  completely  than  in 
other  parts  of  the  paper.  Gastro-enterostomy  is 
less  effective  for  ulcers  out  of  the  direct  flow  of  the 
regurgitated  bUe.  Thus  duodenal  and  pyloric  ulcers 
heal  more  efficiently  than  those  of  the  fundus  or 
elsewhere.  The  author  does  a  cholecystogastros- 
tomy  in  the  ulcer  area  and  thus  allows  the  bile  to 
come  into  contact  with  the  area  of  irritation.  How- 
ever, as  only  a  few  cases  have  been  treated  in  this 
manner,  no  conclusions  can  yet  be  drawn. 

Ulcers  may  require  different  treatment  in  differ- 
ent periods  of  their  existence.  Ulcers  due  to  trauma 
or  infection  may  persist  when  irritated  by  acid,  but 
heal  quickly  after  alkalinization  following  gastro- 
enterostomy, pyloroplasty,  or  cholecystogastros- 
tomy.  In  a  chronic  ulcer  the  sclerosed  walls  may  pre- 
vent healing  and  thus  make  excision  or  the  use  of 
the  cautery  necessary.  In  some  cases  of  chronic 
ulcer  the  author  does  a  plastic  operation  on  the 
mucosa,  dissecting  the  ulcer  layer  by  layer  and 
covering  it  with  healthy  mucosa.  This  may  be 
easier  than  a  pyloroplasty. 

The  article  is  concluded  with  the  following  sum- 
mary: 

In  order  that  postoperative  pathology  may  be 
avoided,  physiological  methods  should  be  used  in 
stomach  operations. 

We  should  individualize  in  gastric  ulcer  treat- 
ment. Gastro-enterostomy  is  more  logical  when 
there  is  high  acidity  and  increased  motility,  but 
more  apt  to  produce  secondar>'  idcer.  It  should 
always  allow  free  access  of  duodenal  fluid  to  the 
ulcer,  and  when  there  is  hyperacidity  should  be 
placed  as  near  the  ampulla  of  Vater  as  possible.  In 
cases  of  chronic  ulcer  with  sclerosis,  low  acidity, 
and  the  absence  of  obstruction,  excision  or  cauter- 
ization is  preferable.  Fixation  of  the  stomach  and 
gastroplication  are  of  little  value.  Division  or 
destruction  of  both  the  pylorus  and  duodenal 
sphincter  should  be  avoided.  Anastomosis  should 
be  done  above  the  duodenal  sphincter  to  protect 
the  intestine  from  distention.  The  Billroth  I 
method  is  preferable  to  other  operations  for  resec- 
tion. 

In  order  to  avoid  useless  or  harmful  operations 
upon  the  stomach  or  appendix  more  attention 
should  be  given  to  caecum  mobile,  the  dilated,  kinked 
or  mobile  duodenum,  the  ileopyloric  reflex,  and  the 
reflex  from  chronic  thoracic  disease. 

Marcus  H.  Hobart,  M.D. 

Schoemaker,  J. :  Some  Technical  Points  in  Abdom- 
inal Surgery.     Surg.,  Gynec.  6*  Obst.,  1921,  xxxiii, 
591- 
The    author   gives   a    detailed    account   of   the 
technique  he  employs  in  various  operations.  By  the 
method  described  he  is  able  to  perform  a  resection 
of  the  large  intestine  without  opening  the  lumen  of 
the  colon;  the  mucosa  is  neither  seen  nor  touched. 
For  spasm  of  the  pyloric  sphincter  he  does  a  hemi- 
sphincterectomy.    The  pylorus  is  grasped  between 
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Fig.  I.    Incision  in  resection  of  stomach. 

the  thumb  and  forefinger  and  an  incision  is  made 
in  the  serosa.  The  muscle  is  freed,  cut  near  the 
greater  curvatiure,  pulled  out  with  a  forceps,  and 
again  cut  near  the  lesser  curvature.  The  serosa  is 
closed  with  three  or  four  stitches.  For  resection  of 
the  stomach  he  uses  the  Billroth  I  method,  employ- 
ing an  incision  which  j>ermits  the  approximation  of 
the  stump  to  the  duodenum  without  tension. 

Frederick  Christopher.  M.D. 

Parish,  G.  W.  T. :  A  Surgical  Curiosity.  Canadian  M. 
Ass.  J.,  1921,  xi,  950. 

The  case  reported  was  that  of  a  woman,  33  years 
of  age,  who  had  been  operated  upon  in  September, 
1 91 9,  for  some  uterine  condition.  Just  what  had 
been  done  was  unknown. 

She  had  been  suffering  excruciating  abdominal 
pain  associated  with  vomiting  for  twelve  hours ;  the 
pulse  was  96  and  there  was  some  tenderness  over  the 
abdomen  which  was  most  marked  over  McBurney's 
point.  The  symptoms  had  been  masked  by  mor- 
phine. The  diagnosis  rested  between  appendicitis 
and  obstruction  of  the  intestines. 

At  operation  the  appendix  api>eared  normal  but 
the  small  intestine  was  red,  distended,  and  cedema- 
tous.  There  were  no  adhesions.  A  lump  found  in 
the  small  intestine  was  removed.  On  examination 
this  proved  to  be  a  gauze  sponge  measuring  11  by 
30  in.  Carl  R.  Steinke,  M.D. 

Smith,  F.  K. :  The  Diagnosis  and  Treatment  of 
Perforated  Duodenal  Ulcer,  Founded  on  Forty- 
One  Consecutive  Cases.  Brit.  M.  J.,  192 1,  ii,  1068. 

The  author  reports  a  study  of  forty-one  consecu- 
tive cases  of  duodenal  ulcer.  The  records  show  that 


Fig.  2.  Union  between  stomach  and  duodenum  com- 
pleted (Some  Technical  Paints  in  Abdominal  Surgery — 
Schoemaker). 


in  women  the  occurrence  of  duodenal  ulcer  is  rare 
and  perforation  is  still  more  uncommon,  the  ratio 
of  men  to  women  being  40  to  i.  The  youngest  pa- 
tient in  the  series  was  17,  the  oldest  62  years.  The 
previous  history  of  ulcer  and  the  period  of  exacerba- 
tion of  symptoms  previous  to  perforation  varied 
from  a  few  hours  to  a  week. 

Perforations  are  classified  into  three  groups:  (i) 
profuse,  rapid,  and  diffuse;  (2)  profuse,  more  grad- 
ual, and  more  localized;  and  (3)  small,  gradual,  and 
localized.  Most  of  the  author's  cases  belonged  to 
the  first  two. 

Smith  describes  the  three  classical  stages:  (i) 
sudden  acute  pain  in  the  epigastrium,  collapse,  sub- 
normal temperature,  rapid  pulse;  (2)  a  later  period 
with  few  symptoms  and  fewer  signs;  and  (3)  acute 
peritonitis  and  rapid  pulse  with  mounting  tempera- 
ture. 

In  making  a  differential  diagnosis  attention  should 
be  given  to  a  history  of  indigestion,  acute  appendi- 
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citis,  renal  colic,  etc.    The  prognosis  depends  upon 
the  early  recognition  of  the  condition. 

With  regard  to  the  treatment  the  author  advises 
closure  of  the  perforation  by  a  pursestring  suture 
and  irrigation  of  the  peritoneal  cavity,  with  an  outlet 
tube  in  the  suprapubic  wound,  until  the  fluid  comes 
away  clear.  After  closure  of  the  suprapubic  wound 
the  patient  should  be  placed  in  the  Fowler  position. 

M.  R.  Flynn,  M.D. 

Bachlechner,  K. :  Inflammatory  Ileocaecal  Tumors 

(Ueber    entzuendliche    Ileococcaltumoren).     Beiir. 
z.  klin.  Chir.,  1921,  cxxiv,  103. 

Bachlechner  reports  on  four  cases  from  the  Braun 
clinic. 

Case  i.  The  illness  had  begun  suddenly  three 
months  previously  with  abdominal  pain.  Since 
then,  a  tumor  had  slowly  developed  in  the  lower 
part  of  the  abdomen  on  the  right  side.  The  neoplasm 
was  tender  on  pressure  and  somewhat  uneven.  The 
diagnosis  was  tuberculosis  or  chronic  appendicitis. 
Operation  revealed  a  caical  tumor  covered  by 
omentum.  This  was  resected  and  a  lateral  ileocolos- 
tomy  was  done.  The  patient  recovered. 

The  specimen  showed  that  the  serosa  and  mus- 
cularis  were  greatly  thickened.  The  mucosa  was 
swollen  but  there  was  no  ulceration.  The  sections 
showed  only  inflammatory  processes.  The  condition 
of  the  appendix  is  not  reported. 

Case  2.  For  several  weeks  the  patient  had  had 
trouble  in  defaecation  and  gas  in  the  right  side  of  the 
abdomen  which  was  expelled  with  difficulty.  In  the 
lower  part  of  the  right  side  of  the  abdomen  was  a 
large  tender  mass  extending  from  a  finger's  breadth 
below  the  spinal  line  to  the  border  of  the  costal  arch. 
At  operation  a  tumor  the  size  of  a  child's  head, 
which  was  firmly  attached  to  the  posterior  wall  of 
the  cxcum,  was  removed  and  the  bowel  joined  by 
lateral  anastomosis.  The  ileum  showed  considerable 
hypertrophy.  The  operation  resulted  in  a  cure. 

The  specimen  showed  much  induration  and  fatty 
formation.  In  the  indurated  caecal  wall  lay  the 
appendix  from  which,  fistula-like,  pus-filled  pas- 
sages led  into  the  thick  fatty  tissues  of  the  surround- 
ing parts. 

Case  3.  The  patient  was  a  man  71  years  of  age 
who  for  eight  days  had  suffered  with  partial  re- 
tention of  gas  and  stools.  There  had  been  no  vomit- 
ing or  fever.  A  diagnosis  of  strangulated  hernia  on 
the  right  side  was  made.  An  area  of  resistance  the 
size  of  a  fist  and  painful  on  pressure  was  found  in  the 
lower  right  abdomen  near  the  inguinal  canal.  The 
inguinal  canal  was  scarcely  penetrable  with  the  tip 
of  the  finger  and  very  tender.  A  large  hard  tumor 
of  the  cajcum  was  found.  The  tumor  and  the  entire 
ascending  colon  were  resected  and  the  continuity 
of  the  bowel  restored  by  side-to-side  anastomosis. 
The  patient  recovered. 

Pathologic  examination  showed  induration  of 
the  connective  tissue  in  the  vicinity  of  the  caecum 
which  was  apparently  due  to  perforation  of  the 
appendix. 


Case  4.  February  20,  1920,  the  patient  had  an 
attack  of  acute  appendicitis.  After  six  weeks  of  rest 
in  bed  and  evacuation  of  pus  through  the  rectum 
his  condition  improved,  but  two  weeks  later  there 
was  recurrence  of  the  pain  and  vomiting.  May  12, 
1920,  the  caecum,  which  had  been  transformed  into 
an  indurated  tumor,  was  removed  and  the  bowel 
united  by  end-to-side  anastomosis.  A  cure  re- 
sulted. 

The  literature  contains  the  reports  of  thirty-seven 
similar  cases.  The  cause  of  all  inflammatory  tumors 
is  continued  irritation  due  to  a  bacterial  focus  or  a 
foreign  body  (faecal  stones  were  not  found  in 
Bachlechner's  cases).  Tumors  of  the  type  described 
in  the  vicinity  of  the  caecum  almost  always  develop 
insidiously  and  without  characteristic  symptoms 
because  of  their  location  in  the  insensitive  abdominal 
region.  The  differential  diagnosis  from  malignant 
tumors,  tuberculosis,  and  actinomycosis  of  the 
bowels  may  be  very  difficult.  Obstruction  of  the 
lymph,  particularly  in  the  submucosa,  may  favor 
the  fibroplastic  process.  Since  it  is  usually  im- 
possible to  determine  the  character  of  the  tumor 
with  certainty  in  the  course  of  operation,  Bachlech- 
ner believes  that  ileocaecal  resection  is  the  only 
rational  procedure.  Marwedel  (Z). 

Davis,  C.  B. :  The  Diafinosis  and  Treatment  of  Can- 
cer of  the  Large  Bowel.  Illinois  M.  J.,  1921,  xl, 
441. 

Davis  states  that  early  recognition  of  malignancy 
of  the  large  intestine  is  unusual.  This  is  due  to  the 
fact  that  the  symptoms  are  obscure  and  resemble 
those  of  other  conditions.  Blood  in  the  stools  may 
not  be  noticed  by  the  patient  or  may  be  diagnosed 
by  him  as  due  to  piles.  The  obstructive  phenomena 
are  usually  the  cause  of  his  seeking  medical  advice. 
Constipation  with  colicky  pains  or  melaena  is  sug- 
gestive. When  once  malignancy  is  suspected,  it  can 
usually  be  diagnosed  by  careful  and  repeated  ex- 
aminations of  the  stools,  which  as  a  rule  show  blood, 
and  by  fluoroscopic  and  X-ray  examination.  The 
fluoroscope  is  very  valuable  as  it  shows  the  perma- 
nent defects  caused  by  cancer. 

Cancer  of  the  lower  part  of  the  rectum  can  be 
recognized  by  digital  palpation  or  by  sight  through 
the  proctoscope.  Section  for  microscopic  examina- 
tion is  advisable  even  though  the  tumor  is  typical. 

The  condition  must  be  differentiated  from  acute 
and  chronic  diverticulitis,  polyposis,  and  tuberculo- 
sis. Its  differentiation  from  diverticulitis  requires 
microscopic  examination  as  even  when  the  abdomen 
is  opened  the  appearance  of  the  two  conditions  is 
sometimes  similar.  In  polyposis  there  may  be  blood 
in  the  stools  and  pain,  but  the  proctoscope  may 
reveal  a  polyp  and  the  fluoroscope  shows  no  filling 
defect.  Tuberculosis  is  found  more  frequently  near 
the  ileocaecal  region  of  the  colon  and  less  frequently 
as  the  anus  is  approached,  while  the  reverse  is  true 
of  cancer.  Moreover,  in  tuberculosis  of  the  colon 
other  tuberculous  foci  are  usually  present  in  the 
body  and  the  filling  defect  is  of  a  different  character. 
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The  treatment  is  perhaps  more  hopeful  than  has 
been  generally  conceded  as  occasionally  a  very  good 
result  is  obtained  by  wide  dissection.  Enlarged 
glands  may  be  due  to  inflammatory  reaction  and 
hence  do  not  necessarily  preclude  operation.  A 
number  of  the  author's  patients  in  whom  all  glands 
examined  showed  mahgnancy  lived  more  than  five 
years  after  operation,  and  one  who  had  involvement 
of  the  levator  ani  muscle  is  alive  at  the  end  of  eight 
years. 

End-to-end  or  side-to-side  anastomosis  is  ideal. 
As  the  end-to-end  anastomosis  fails  to  unite  in  the 
rectum  below  the  peritoneum,  total  resection  of  the 
rectum  is  indicated.  The  Kraske  operation  was  for- 
merly used,  but  an  abdominal  incision  is  now  added. 
The  patient's  age,  sex,  and  general  condition,  how- 
ever, determine  the  procedure.  The  Kraske  oper- 
ation is  best  for  stout  persons.  The  advantages  of 
the  combined  operation  are  a  more  radical  removal 
of  the  disease  and  a  better  opportunity  to  determine 
operability  and  to  make  the  proper  type  of  artificial 
anus.  If  a  long  redundant  loop  of  bowel  is  left,  it 
will  act  as  a  reservoir. 

Marcus  H.  Hobart,  M.  D. 

Erdman,  S. :  High  Enterostomy  for  the  Relief  of 
Ileus  Complicating  Appendicitis.  Surg.  Clin.  N. 
Am.,  1921,  i,  1663. 

Erdman  reports  three  cases  in  which  high  enter- 
ostomy was  performed  for  the  relief  of  ileus  compli- 
cating appendicitis. 

The  first  patient,  a  man  aged  34,  began  to  have 
steady  colicky  pain  in  the  lower  abdomen,  with 
nausea,  but  no  vomiting,  on  October  6,  1921.  Later 
the  pain  became  localized  over  the  appendix.  The 
bowels  moved  on  the  second  and  third  days.  On  the 
third  day  dysuria  supervened. 

On  October  10  the  patient  was  admitted  to  the 
hospital  with  a  temperature  of  102  degrees  F.  The 
blood  count  showed  16,000  leucocytes  and  88  per 
cent  polynuclears.  The  right  lower  abdomen  was 
rigid  and  there  was  marked  rebound  tenderness  over 
the  entire  abdomen.  A  small  mass  was  palpable  in 
the  region  of  the  appendix. 

Operation  was  performed  at  once,  a  completely 
gangrenous  appendix  surrounded  by  2  oz.  of  pus 
with  the  odor  of  colon  bacillus  being  removed.  The 
peritoneum  of  the  surrounding  intestines  was  acutely 
inflamed.  Two  cigarette  drains  were  inserted. 

For  two  days  following  this  operation  the  temper- 
ature remained  elevated  and  the  pulse  became  more 
rapid.  Abdominal  distention  became  constantly 
more  marked  and  there  was  vomiting  at  frequent 
intervals  despite  repeated  lavage  of  the  stomach. 
On  the  seventh  day  of  the  illness  and  the  third  after 
operation  a  small  amount  of  gas  and  faeces  was 
passed  following  a  colon  irrigation  combined  with 
the  administration  of  pituitrin.  The  pulse  on  this 
day  was  144  and  the  general  condition  was  very 
grave. 

A  high  enterostomy,  was  then  performed.  The 
vomiting  and  distention  were  somewhat  relieved 


but  death  occurred  eighteen  hours  later.  No  autopsy 
could  be  made. 

The  technique  of  high  enterostomy  as  performed 
in  this  case  was  briefly  as  follows: 

An  oblique  intermuscular  incision  was  made  in  the 
left  side  of  the  abdomen  just  lateral  to  the  left  rectus 
and  a  Uttle  above  the  level  of  the  umbilicus.  With- 
out trauma  or  unnecessary  handUng,  a  short  loop  of 
distended  intestine  was  drawn  out  of  the  incision. 
On  the  convex  surface  a  circular  pursestring  chromic 
suture  was  placed,  the  intestine  opened  with  the 
thrust  of  a  scalpel,  a  No.  20  French  catheter  rapidly 
introduced  for  3  in.,  and  the  pursestring  suture  at 
once  tied  snugly.  The  end  of  the  catheter  had  been 
previously  cut  off,  and  a  lateral  opening  made  in  it 
near  the  tip.  The  tube  was  then  depressed  along  the 
convex  surface  of  the  bowel  so  that  it  lay  in  a  furrow, 
and  the  edges  of  the  furrow  were  sutured  together 
over  the  tube  for  a  distance  of  i>2  in.  according  to 
the  Witzel  method  of  gastrostomy.  The  intestine 
was  then  returned  to  the  peritoneal  cavity  and  sut- 
ured lightly  to  the  peritoneum.  The  woimd  was  not 
sutured  but  the  tube  was  fastened  to  the  skin  edge 
with  silk.  A  small  rubber-dam  drain  was  placed 
down  to  the  peritoneum. 

The  second  patient,  a  boy  aged  8  years,  was  ad- 
mitted to  the  hospital  October  4,  192 1,  suffering 
from  acute  suppurative  appendicitis  with  spreading 
peritonitis,  the  illness  being  then  of  four  days'  dur- 
ation. He  had  had  one  similar  attack  four  months 
before.  On  his  admission  to  the  hospital  his  temper- 
ature was  103  degrees  F.  and  the  blood  count  showed 
16,000  leucocytes  and  90  per  cent  polynuclears. 

Operation  was  performed  immediately,  a  sup- 
purative appendix  being  removed.  The  appendix 
was  surrounded  by  several  ounces  of  purulent  fluid 
(culture  showed  colon  bacillus)  and  its  tip  lay  to 
the  left  of  the  midline  over  the  brim  of  the  pelvis. 
As  there  was  practically  no  walling  off,  a  spreading 
peritonitis  had  developed.  A  rubber-dam  MikuUcz 
drain  was  inserted  and  the  wound  left  vmsutured. 

Following  the  operation  the  abdomen  became  dis- 
tended and  each  day  vomiting  occurred  several 
times.  Colon  irrigations  and  catharsis  failed  to  ob- 
tain satisfactory  returns.  On  the  seventh  day  after 
the  operation  a  pocket  of  pus,  which  had  been  felt 
through  the  rectum,  was  drained  through  the  appen- 
dix wound  and  about  3  oz.  of  pus  were  evacuated 
from  the  depths  of  the  pelvis.  On  the  thirteenth 
day  a  high  enterostomy  was  performed. 

The  vomiting  never  recurred  after  the  operation 
and  the  distention  was  rapidly  and  markedly  reheved. 
The  boy  was  discharged  from  the  hospital  cured 
November  9,  1921. 

The  third  patient,  a  male  aged  60,  was  admitted 
to  the  hospital  September  2^.  1921,  with  symptoms  of 
intestinal  obstruction  complicating  a  ruptured  ab- 
scess of  the  appendix.  For  two  weeks  he  had  been 
sick  in  bed.  The  onset  of  the  illness  was  character- 
ized by  general  abdominal  pain,  nausea,  and  diar- 
rhoea. After  the  first  day  the  pain  became  localized 
in  the  right  lower  quadrant  and  remained  there  for 
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six  days.  Five  days  before  the  patient's  admission 
to  the  hospital  vomiting  recurred.  The  vomitus 
was  definitely  faecal,  and  for  thirty-six  hours  no  gas 
or  faeces  had  been  passed. 

Operation  was  performed  immediately.  No  at- 
tempt was  made  to  find  the  appendix  which  was  not 
visible  in  the  wound.  A  high  enterostomy  was  per- 
formed according  to  the  technique  described  in  the 
first  case. 

For  three  days  there  was  profuse  drainage,  aver- 
aging about  i,soo  c.  cm.  per  day.  The  tube  was 
removed  on  the  fourth  day,  after  which  there  was 
scarcely  any  drainage  as  the  valve  action  of  the 
enterostomy  opening  came  into  play  and  the  wound 
healed  very  promptly.  The  convalescence  was  rapid 
in  spite  of  a  faecal  fistula  in  the  appendix  wound 
which  discharged  from  the  fourth  to  the  seventeenth 
day.    The  patient  was  discharged  October  18. 

From  this  limited  experience  the  author  concludes 
that  much  more  efficient  drainage  of  the  toxic  intes- 
tinal contents  can  be  obtained  by  a  high  enterostomy 
than  by  a  low  enterostomy. 

The  relief  of  vomiting  and  distention  is  greater 
after  a  jejunostomy  than  after  a  low  ileostomy. 

A  high  ileostomy  can  be  performed  rapidly,  with 
a  minimum  of  trauma,  and  under  local  anaesthesia, 
and  should  cause  no  appreciable  shock. 

The  valve-like  action  of  a  properly  performed 
jejunostomy  results  in  automatic  closure  of  the 
opening  as  soon  as  the  tube  is  removed,  and  no 
secondary  operation  for  closure  is  necessary. 

After  primary  relief  of  obstruction  the  tube  may 
be  used  for  the  introduction  of  fluids. 

Marc.arkt  I.  Maloxey. 

Packard,  H. :  •  Appendicular  Lithiasis:  Reports  of  a 
Case  Unique  in  the  Annals  of  Surgery.  Boston 
M.  &"  S.  J.,  1921,  clxx.w,  656. 

The  author  reports  a  case  of  appendicitis  in  which 
operation  disclosed  a  ragged  hole  in  one  side  of  the 
appendix  through  which  protruded  a  large  irregular 
stone  with  apparently  the  hardness  of  porcelain. 
No  pus  was  encountered.  The  hole  was  apparently 
caused  by  pressure  necrosis.  The  stone  measured 
4  by  2  by  I  cm.  and  on  section  was  found  to  consist 
of  inspissated  faecal  material  and  irregularly  con- 
centric deposits  of  amorphous  bile  salts. 

Frederick  CirRisTOPHER.  M.D. 

Mechling,  C.  C. :  Tuberculoma  of  the  Ischiorectal 

Fossa.    Am.  J.  Surg.,  1921,  xxxv,  371. 

Tuberculosis  primary  in  the  anorectal  region  is 
well  known  and  may  be  present  in  the  ischiorectal 
fossa  without  evidence  of  the  disease  in  other  parts 
of  the  body.  In  most  cases  reported  in  the  literature, 
however,  there  were  ulcerative  lesions,  fistula,  or 
miliary  deposits  which  tended  to  break  down  and 
form  tuberculous  ulcers.  In  distinctly  localized 
disease,  complete  excision  together  with  extensive 
actino-radiotherapy  seems  to  give  the  best  progno- 
sis, but  the  patient  should  be  examined  frequently 
after  the  operation. 


Mechling  reports  a  case  of  tuberculoma  of  the 
ischiorectal  fossa  which  caused  pain  and  tenderness 
in  the  region  of  the  rectum.  A  small  round  swelling 
developed  about  the  anus  and  had  continued  to  in- 
crease in  size  and  tenderness  for  six  weeks.  Except 
for  indigestion,  constipation,  weakness,  and  lassi- 
tude, the  history  was  negative. 

On  physical  examination  a  hard,  round,  tender, 
and  cartilage-like  mass  the  size  of  a  hen's  egg  was 
felt  in  the  ischiorectal  fossa.  The  growth  suggested 
a  lipoma  with  a  tough  capsule.  It  seemed  to  be 
attached  to  the  ischium  and  did  not  feel  or  appear 
to  be  due  to  inflammation.  The  skin  over  it  was 
movable.  There  were  no  haemorrhoids  or  mucous 
membrane  lesions.  The  X-ray  examination  and  the 
blood  VVassermann  test  were  negative. 

Under  novocaine  anaesthesia  the  tumor  was  re- 
moved en  bloc  through  a  crescent-shap>ed  incision 
between  the  anus  and  ischium.  It  contained  thin 
pus.  Pathologic  examination  showed  it  to  be  a 
tuberculoma.  When  the  stitches  were  removed  on 
the  seventh  day  pus  escaped.  The  wound  was  then 
treated  according  to  the  Carrel  technique.  Smears 
taken  on  the  fifteenth  and  twenty-fourth  days 
showed  tubercle  bacilli.  The  wound  was  healed  by 
the  fortieth  day.  Since  his  discharge  from  the 
hospital  the  patient  has  been  in  good  health. 

Walter  C.  Btrket,  M.  D. 

Dudley,  G.  S.:  Ischiorectal  Abscess:  Its  Etiolo^, 
and  a  Method  of  Treatment  to  Avoid  Fistula 
and  Recurrence.   .!»;.  J.  Surg.,  1921,  xxxv,  365. 

On  the  second  surgical  division  at  Bellevue  Hos- 
pital during  the  past  three  years,  25  per  cent  of 
ninety  cases  of  ischiorectal  abscess  resulted  in  com- 
plete cures,  i.e.,  normal  bowel  control  and  no  sinus. 
Of  the  remaining  cases,  one  was  a  case  of  epithelioma, 
one  was  fatal  because  of  gas  bacillus  infection,  two 
were  cases  of  tuberculosis,  two  were  complicated  b\' 
diabetes  mellitus,  and  in  others  there  was  a  history 
of  refKjated  operations  in  the  treatment  of  the  ab- 
scess. The  usual  sequence  of  events  was:  (i)  oper- 
ative incision  of  an  ischiorectal  abscess,  (2)  the  form- 
ation of  a  persistent  sinus,  and  (3)  recurrence  of  the 
abscess. 

With  regard  to  the  relationship  of  ischiorectal 
abscess  to  pulmonary  tuberculosis  Walsham  cites 
8<9i  cases  under  treatment  for  three  years  in  which 
there  were  only  five  cases  of  anal  fistula  and  two 
cases  of  ischiorectal  abscess.  In  133  autopsies  only 
one  anal  fistula  was  found.  Gant  states  that  tuber- 
culosis is  present  in  from  4  to  6  p>er  cent  of  cases  of 
anal  fistula.  Dudley  has  noted  that  only  a  few  ab- 
scesses and  fistulae  are  proved  tuberculous  by  histo- 
logic examination — not  more  than  2  per  cent. 

Except  in  cases  of  haematogenous  origin,  true 
ischiorectal  abscess  is  practically  always  secondary 
to  a  break  in  continuity  of  the  anal  mucosa.  In  the 
beginning  the  process  may  be  considered  as  a  blind 
internal  anal  fistula  with  abscess  formation.  Hard 
faeces  or  a  sharp  foreign  body  may  lacerate  the  mu- 
cosa and  open  a  path  for  infection  of  the  poorly 
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resisting  fattj-  tissue.  Other  less  common  causes  are 
inflamed  and  thrombosed  haemorrhoids,  rectal  ulcer- 
ation, polypi,  and  neoplasms.  Debilitating  illness, 
such  as  influenza  and  pneumonia  are  not  uncommon- 
ly complicated  by  ischiorectal  abscess. 

The  weakest  point  in  the  bowel  wall  is  the  small 
anal  canal  between  the  two  sphincter  muscles  which 
is  separated  from  the  fatty  tissue  of  the  ischiorectal 
fossa  only  by  tendinous  insertions  of  longitudinal 
muscle  fibers.  This  becomes  more  pronounced  with 
age  and  prolonged  straining  during  defaecation. 

During  the  last  three  or  four  days  before  the  pa- 
tient seeks  medical  advice  the  ischiorectal  abscess 
compresses  the  fat  of  the  fossa,  thus  permitting 
union  of  the  original  injury  to  the  mucosa.  Conse- 
quently at  operation  the  point  of  infection  may  be 
difficult  to  find. 

The  surgical  treatment  has  two  main  objectives: 
first,  to  evacuate  the  pus  and  provide  drainage;  sec- 
ond, to  determine  the  point  of  entrance  of  the  infec- 
tion. The  author  recommends:  pre-operative  castor 
oil  catharsis,  two  soap-suds  enemata  in  the  evening 
of  the  day  before  operation,  general  anaesthesia  with 
the  patient  in  the  lithotomy  position,  and  thorough 
manual  dilatation  of  the  sphincter  muscles  by  grad- 
ual stretching  for  five  to  ten  minutes  to  permit  in- 
spection of  the  anal  mucosa.  A  definite  defect  or 
locally  inflamed  indurated  area  on  the  mucosa  is 
then  seen.  The  abscess  is  incised  by  an  ample  radial 
incision.  After  retraction  of  the  wound  edges,  a 
second  search  for  the  tract  is  made  with  the  probe 
externally  and  a  finger  in  the  rectum.  As  frequenth' 
the  probe  will  pass  into  the  gut  lumen,  care  must  be 
taken  not  to  make  an  artificial  hole.  The  entire  tract 
should  be  laid  open  by  incision  and  division  of  the 
external  sphincter  to  place  the  tissues  at  rest.  Pus  is 
taken  for  bacteriological  study  and  a  section  of  the 
abscess  wall  for  histological  examination.  The 
wound  is  packed  with  petrolatum  gauze. 

Postoperatively  the  gauze  is  changed  and  the 
wound  irrigated  following  the  first  bowel  movement 
(usually  the  third  day)  and  subsequently  each  day. 
The  wound  heals  by  granulation  from  the  depths. 
Daily  hot  sitz  baths  are  beneficial,  hastening  con- 
valescence. If  an  internal  opening  was  not  found  at 
operation,  a  search  is  made  for  it  at  the  dressings 
with  the  probe  externally  and  the  finger  in  the  gut 
lumen.  If  it  is  located,  the  patient  is  again  anaes- 
thetized, the  tract  is  laid  open,  and  the  external 
sphincter  is  divided. 

If  the  abscess  were  opened  and  drained  simply  by 
a  skin  incision,  the  cavity  would  contract  to  a  small 
persistent  sinus  and  recurring  abscesses  might  form 
as  the  result  of  renewed  infection  from  the  rectum. 
An  unusually  large  abscess  or  an  abscess  involving 
both  ischiorectal  fossae  may  required  a  second  oper- 
ation for  complete  cure. 

In  Dudley's  opinion  Elting's  method  of  dissecting 
back  and  resecting  the  diseased  mucosa  and  suturing 
healthy  mucosa  to  the  anal  mucocutaneous  margin 
is  as  dangerous  as  the  Whitehead  method. 

W\I.TF.R  r.  Bl-RKET,  M.  D. 


Pennington,  J.  R.:  A  Classification  of  Rectal  Fis- 
tulas:  The  Treatment  of  Each  Variety.    Am.  J. 

Surg.,  1 92 1,  XXXV,  372. 

In  reviewing  the  development  of  the  rectum  and 
anus  the  author  describes  particularly  the  pectinate 
line  with  its  sinuses,  crypts,  and  columns  of  Mor- 
gagni  which  marks  the  junction  between  the  rectum 
and  anus  and  is  the  region  at  or  near  which  the  great 
majority  of  rectal  diseases  begin.  The  pectinate  line 
and  the  rectal  fascia  he  calls  the  "  splanchnosomatic 
funnel."  This,  he  believes,  marks  the  division 
between  visceral  and  perineal  diseases. 

Pennington  classifies  fistulae  according  to  the 
anatomical  location  of  the  inner  opening  as  follows: 
anal  (opening  located  in  the  anus);  anorectal 
(opening  located  at  the  pectinate  line);  rectal 
(opening  passes  through  the  wall  of  the  rectum 
proper);  and  rectosigmoid  (opening  penetrates  the 
bowel  wall  at  the  rectosigmoid  juncture).  Other 
terms,  such  as  "horseshoe,"  "watering  pot," 
"multiple,"  etc.,  are  merely  expressions  of  com- 
plexity, multiplicity,  position,  or  shape.  Between 
85  and  90  i>er  cent  of  fistulae  are  of  the  anorectal 
type. 

Anal  fistulae  require  only  incisions,  and  anorectal 
fistulae,  complete  dissection  and  immediate  suture. 
Rectal  fistulae  may  be  treated  by  the  author's 
seton  method,  and  rectosigmoidal  fistulae,  by  the 
author's  method  of  ligation. 

The  gravity  of  the  condition  depends  upon  the 
location  of  the  inner  fistulous  opening.  Rectal 
fistulae  are  more  serious  than  anal  fistulae.  The 
number  of  external  openings  has  little  to  do  with 
the  gravity  of  the  condition. 

In  6,296  cases  reported  the  external  opening  was 
in  the  median  line  in  1.262  (in  154  behind  the  anus), 
and  on  the  sides  in  5.437  (129  more  being  on  the 
left  side  than  on  the  right). 

The  author  calls  attention  to  the  prevention  of 
fistula  by  early  evacuation  of  the  abscess  followed 
by  drainage  and  filling  with  bismuth  paste  even,' 
two.  three,  or  four  days. 

\V.\LTER    C.  BURKET,  M.D. 

Ruebsamen,  W. :  New  Operative  Principles  for  the 
Treatment  of  Vestibular  Anus  (Xeue  Operations- 
prinzipien  bei  Anus  praeternaturalis  vestibularis). 
Ztschr.  /.  Geburlsh.  u.  Gynaek.,  1921,  Ixxxiv,  46. 

By  the  term  "vestibular  anus"  is  meant  a  de- 
velopmental anomaly  of  the  external  genitals  in 
which  the  rectum  empties  into  the  urogenital  sinus 
because  the  cloaca,  into  which  the  bladder,  vagina, 
and  gut  empty  in  the  early  embryonic  stage,  is 
persistent.  In  some  of  these  malformations  there  is 
a  normal  anus  in  addition  to  the  abnormal  opening. 

If  the  opening  of  the  gut  is  not  insufficient,  this 
malformation  does  not  always  cause  symptoms  even 
during  pregnancy  and  labor.  Such  a  case  the  author 
reports  in  detail.  He  describes  also  another  case  in 
which,  in  addition  to  a  normally  situated  anus, 
there  was  an  abnormal  opening  of  the  gut  in  the 
vagina  which  was  surrounded  by  only  rudimentary 
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sphincteric  muscles  and  necessitated  surgical  treat- 
ment. 

The  operation  was  done  under  local  anaesthesia. 
As  the  vaginal  fistula  was  markedly  altered  by 
cicatrices  from  a  previous  operation,  the  incision  was 
made  around  it  at  a  distance  of  yi  cm.  The  edges 
of  the  wound  were  well  mobilized  and  closed  with  a 
mattress  suture.  The  line  of  suture  was  invaginated 
toward  the  rectum  in  a  transverse  direction  by 
means  of  double  catgut.  The  fistula  was  then  further 
mobilized  proximally  so  that  it  could  be  drawn  out 
with  the  rectum,  a  transverse  incision  3  cm.  long  was 
made  in  front  of  the  anus,  and  the  sphincter  ani 
muscle,  which  was  normally  develoj)ed,  was  exposed 
anteriorly  and  separated  for  a  distance  oi  \]/2  cm. 
from  its  adhesions  to  the  rectal  wall.  By  piercing 
the  intervening  tissue,  the  lower  wound  region  was 
connected  with  the  upper  wound  region,  and  by 
drawing  the  sutures  outward  under  the  sphincter 
the  sutured  fistula  was  attached  externally  below  the 
sphincter.  The  sphincter  was  then  sutured  to  the 
gut  proximally  to  the  sutured  site  of  the  fistula,  and 
the  sutures  with  which  the  fistula  was  coapted  were 
passed  to  the  inner  surface  of  the  anal  skin  and 
tied.  In  the  final  step  the  vaginal  wound  edges 
were  resected,  the  wound  was  closed  after  suture 
of  the  levators  with  buried  catgut  sutures,  and  the 
closing  suture  was  placed  in  the  transverse  perineal 
wound.   Complete  continence  resulted. 

In  conclusion  Ruebsamen  cites  the  results  in  four 
cases  reported  by  other  authors.  Under  certain 
conditions  a  vulvovestibular  anus  may  cause 
serious  disturbances  during  pregnancy,  in  labor,  and 
in  the  puerperium,  especially  when  pelvic  anomalies 
are  associated  with  it.  If  the  described  operative 
procedure  is  to  be  used  for  cases  with  an  associated 
atresia  of  the  anus,  it  must  be  supplemented  by  an 
additional  procedure  in  which  an  anal  opening 
is  made  in  the  lumen  of  the  sphincter  found  at  the 
normal  location.  The  closure  of  the  abnormal 
anus  and  partial  proximal  displacement  of  the 
sphincter  should  then  be  done  in  the  manner 
described.  Bode  (Z). 

Gant,  S.  G. :  The  Relation  of  Pulmonary  and  Ano- 
Rectal  Tuberculosis  to  Fistula  in  Ajno.   Am.  J . 

Surg.,  192 1,  XXXV,  368. 

Of  s,ooo  fistulae  treated  by  Gant,  only  10  per 
cent  were  tuberculous.  The  records  of  institutions 
for  the  treatment  of  pulmonary  tuberculosis  show 
that  from  i  to  30  per  cent  of  patients  with  that 
condition  have  fistula  in  ano  but  after  a  study  of 
statistics  from  several  sanitaria  and  his  own  cases, 
the  author  concludes  that  5  per  cent  is  more  nearly 
correct.  Only  a  small  percentage  of  anal  fistulae  are 
tuberculous.  Ninety-seven  per  cent  of  tuberculous 
and  anorectal  ulcers  and  fistulae  are  due  to  tubercle 
bacilli  of  the  human  type  and  2  per  cent  to  those  of 
the  bovine  type.  Five  per  cent  are  primary  and  95 
per  cent  are  secondary  to  tuberculosis  in  some  other 
structure,  usually  the  lungs.  Tuberculosis  elsewhere 
in  the  body  may  be  secondary  to  anorectal  tubercu- 


lous ulceration  and  fistula,  esp)ecially  following  oper- 
ation. 

The  author  classifies  anorectal  fistulae  according 
to  their  healing  time  and  relation  to  tuberculosis  as 
follows:  (i)  ordinary  fistulae  in  cases  of  pulmonary 
tuberculosis,  which  usually  heal  rapidly  after  oper- 
ation; (2)  tuberculous  fistulae  in  otherwise  healthy 
subjects;  in  these  cases  it  is  unsafe  to  give  an  opin- 
ion as  to  the  time  required  to  effect  a  cure;  and  (3) 
tuberculous  fistulae  in  cases  of  pulmonary  tubercu- 
losis (double  infection  may  so  devitalize  the  patient 
that  neither  condition  will  heal). 

The  early  symptoms  of  tuberculous  fistula  un- 
complicated by  lung  involvement  are  a  discharge, 
rectal  discomfort,  and  irritation  of  the  peri-anal 
mucosa  and  skin  for  a  long  period  of  time.  As  a  rule 
cases  of  pulmonary  tuberculosis  with  tuberculous 
fistula  in.  ano  have  the  usual  symptoms  and  signs 
of  pulmonary  tuberculosis.  Some  patients,  however, 
have  no  symptoms  suggesting  tuberculosis,  and  the 
character  of  the  fistula  is  discovered  only  when  the 
tubercle  bacilli  are  found  in  the  discharge.  The  fis- 
tula; are  seldom  painful  or  sensitive  to  the  touch. 

The  final  diagnosis  depends  upon  the  finding  of 
the  tubercle  bacilli  in  the  discharge,  the  scrapings 
from  the  tract,  or  sections  of  the  fistula  wall.  It  must 
be  remembered,  however,  that  tubercle  bacilli  are 
found  in  the  anal  region  in  cases  of  pulmonary  tuber- 
culosis.  The  smegma  bacillus  must  be  ruled  out. 

The  findings  upwn  which  the  differential  diagnosis 
between  ordinary  fbtula  and  tuberculous  fistula  is 
based  are  summarized  as  follows: 


Ordinaky  Fistula 

Internal  and  external  open- 
ings small,  round,  and 
situated  in  the  center  of 
an  elevation 

Buttocks  plump 

Hairs  of  peri-anal  region 
normal 

No  cachexia 

Face,  ears,  and  nose  un- 
changed 

Voice  natural 

No  loss  in  weight 

Discharge  slight,  thick,  and 
yellow 

Probing  difficult 

Appetite  normal 

Digestion  good 

No  night  sweats 

No  lung  involvement 

Discharge    contains    colon 
bacilli,    streptococci,    or 
staphylococci 
Tight  sphincter 
Temperature  normal 


Tuberculous  Fistula 
Openings   large,    irregular, 
and     with     undermined 
purplish  edges 

Buttocks  emaciated 

Hairs  abundant,  long,  and 
silky 

Cachexia 

Face  pinched,  nostrils  di- 
lated 

Voice  husky 

Marked  emaciation 

Discharge  thin,  profuse,  and 
whitish 

Probing  easy 

Appetite  poor 

Indigestion 

Exhausting  night  sweats 

Sleep  disturbed 

Pulmonary  lesion  with  or 
without     haemorrhages 

Discharge  contains  tubercle 
bacilli 

Patulous  anus 
Afternoon     rise     of     tem- 
perature 


The  prognosis  is  fairly  good  for  ordinary  fistula 
in  tuberculous  subjects  with  vitality,  and  for  tuber- 
culous fistula  in  persons  otherwise  healthy  although 
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healing  is  slow.  Occasionally  primary  and  second- 
ary tuberculous  fistulas  and  ordinary  sinuses  in 
phthisical  subjects  are  not  healed  by  palliative  or 
operative  measures  and  the  patient  dies  of  phthisis 
or  exhaustion  due  to  local  lesions.  Many  apparently 
otherwise  healthy  persons  have  latent  tuberculous 
foci  in  the  lungs  and  die  shortly  after  operative 
treatment  of  the  fistula,  probably  because  of  light- 
ing up  of  the  tuberculous  process  by  the  ether  or 
other  general  anaesthetic. 

Palliative  measures  give  comfort  and  strengthen 
the  patient  for  the  operation.  These  consist  of  en- 
larging the  fistulous  openings,  cleansing  and  drain- 
ing the  sinus,  stimulating  the  ulcers,  the  use  of 
salves,  suppositories,  or  dusting  powders  to  relieve 
the  pain  and  allay  the  irritation  of  the  anal  mucosa 
and  skin,  and  the  general  measures  usually  em- 
ployed in  the  treatment  of  tuberculosis. 

Operability  is  determined  by  the  patient's  vitality. 
In  some  cases  a  cure  has  been  obtained  by  operation 
on  the  fistula  followed  by  moimtain  life.  Anorectal 
sinuses  and  the  majority  of  ordinary  fistulae  in  tuber- 
cxilous  subjects  are  readily  operated  upon  under  local 
anaesthesia.  Rarely,  deep  and  complicating  fistxilae 
requiring  general  anaesthesia  are  divided  imder 
anaesthesia  induced  with  gas  or  chloroform  but  never 
with  ether  as  the  latter  aggravates  the  pulmonarj' 
lesion.  The  author  recommends  infiltrating  the 
bridge  overlying  the  fistulous  tract  with  y^  per  cent 
eucaine.  After  division  of  the  sinus,  the  removal  of 
overhanging  edges  with  the  knife,  scissors,  or  cau- 
tery, the  wound  is  treated  with  phenol  or  cauterized 
to  prevent  extension  by  any  injured  lymph  or  blood 
vessels,  and  packed  with  gauze  to  prevent  bleeding. 

After  the  operation  special  stress  is  placed  upon 
general  measures  used  in  the  treatment  of  tubercu- 
losis. 

Gant  prefers  operative  division  to  excision  of  tuber- 
culous fistidae.    The  ligature  op)eration  has  been 
abandoned  since  local  anaesthesia  has  been  used. 
Walter  C.  Burket,  M.  D. 


LIVER,  GALL-BLADDER,  PANCREAS, 
AND  SPLEEN 

Walters,  W. :  Pre-Operative  Preparation  of  Patients 
with  Obstructive  Jaundice.  Surg.,  Gynec.  6* 
Obst.,  1921,  xxxiii,  651. 

A  study  was  made  of  cases  in  which  death  oc- 
curred after  operation  for  obstructive  jaimdice  in  the 
Mayo  Clinic  during  1918, 1919,  and  19 20,  with  a  view 
to  determining  the  cause  of  death  and  its  relation  to 
the  degree  of  jaundice  and  the  coagulation  time  of 
the  venous  blood. 

More  than  one-half  of  the  deaths  following  opera- 
tions !ipon  jaundiced  patients  were  due  to  haemor- 
rhage, while  in  the  cases  of  unjaundiced  patients 
death  from  haemorrhage  was  exceedingly  rare 
although  the  operation  was  similar.  Thus  it  would 
seem  that  death  from  haemorrhage  in  such  cases  is 
dependent  on  a  coagulation  time  of  more  than  ten 


minutes  and  a  marked  degree  of  jaxmdice.  The 
haemorrhage  seems  to  be  due  to  a  continual  oozing 
from  traumatized  surfaces  rather  than  bleeding  from 
several  arteries. 

In  view  of  the  work  of  King,  Bigelow,  and  Pearce, 
the  belief  seems  justified  that  calcium  offers  the  best 
means  of  preparing  jaundiced  patients  for  operation 
as  it  reduces  not  only  the  coagulation  time  of  the 
blood,  but  also  the  toxicity  produced  by  the  circu- 
lating bile  pigments.  Lee  and  Vincent  have  sug- 
gested the  intravenous  use  of  calcium.  From  5  to 
10  c.  cm.  of  a  10  per  cent  solution  of  calcium  chloride 
in  redistUled  water,  which  was  given  each  of  four 
patients  with  obstructive  jaundice  who  had  an  ab- 
normally high  blood  coagulation  time,  lowered  the 
coagulation  time  to  normal  after  three  injections  on 
successive  days.  In  addition,  these  patients  were 
given  calcium  lactate  by  mouth  in  doses  of  loo  gr. 
daily. 

Mann  has  been  able  to  keep  dogs  alive  for  from 
twenty  to  thirty-four  hours  after  the  removal  of  the 
liver  by  intravenous,  subcutaneous,  and  intraduo- 
denal  injections  of  glucose.  In  view  of  this  work, 
jaimdiced  patients  in  the  Mayo  Clinic  have  been  fed 
large  quantities  of  carbohydrates  and  the  amoimt  of 
glucose  has  been  increased  by  Murphy  drip  procto- 
clysis of  a  15  per  cent  glucose  solution  in  tap  water, 
one  hour  on  and  one  hour  off.  Four  thousand  cubic 
centimeters  of  water  are  given  by  mouth  every 
twenty- four  hours  to  increase  the  body  fluids  and  to 
aid  in  the  elimination  of  bUe  pigments.  If  the  patient 
does  not  respond  to  this  regime,  transfusion  of  blood 
is  indicated  twenty-four  to  forty-eight  hovirs  before 
operation. 

In  operations  for  obstructive  jaundice  the  various 
steps  of  the  operation  should  be  carried  out  with  the 
utmost  gentleness,  care  being  taken  not  to  travuna- 
tize  the  tissues,  especially  those  of  the  liver.  For 
this  reason  cholecystectomy  should  not  be  performed 
at  the  primary  operation  if  it  can  be  avoided. 

Langley,  G.  J. :  The  Difficulties  in  the  Diagnosis 
and  Treatment  of  Hepatic  Abscess.  Brit.  M.  /., 
1921,  ii,  1073. 

Hepatic  abscess  has  assxmied  new  interest  among 
British  physicians  because  of  its  relative  high  fre- 
quency foUowing  over-seas  service,  the  difficulties 
of  accurate  diagnosis,  and  the  striking  results  of 
emetine  treatment.  Surgical  treatment  of  liver  ab- 
scess may  be  followed  by  recurrence  as  in  the  fol- 
lowing cases: 

The  first  case  was  that  of  a  man,  aged  43,  who 
contracted  dysentery  in  PalesUne  in  1918.  A  large 
liver  abscess  was  opened  and  drained.  Two  years 
later  he  was  admitted  to  a  hospital  with  intense 
hepatic  colic  and  a  markedly  enlarged  liver.  X-ray 
examination  showed  fluid  at  the  right  base  and  a 
fixed  diaphragm.  Under  treatment,  the  diaphragm 
and  liver  returned  to  normal.  About  one  year  later 
an  acute  liver  abscess  developed,  from  which  over 
2  pints  of  pus  were  evacuated.  He  made  a  good 
recovery. 
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The  second  case  was  somewhat  similar  except  that 
all  the  symptoms  and  signs  of  an  acute  hepatic 
abscess  disappeared  under  emetine  treatment  and 
the  patient  has  since  remained  well. 

The  syndrome  of  dysentery,  pyrexia,  leucocytosis, 
and  hepatic  pain  and  enlargement  is  generally 
diagnosed  as  hepatic  abscess,  but  it  is  important 
to  bear  in  mind  the  fact  that  although  the  right 
dome  of  the  diaphragm  may  be  pushed  up  and 
fixed,  the  pathologic  condition  may  be  acute  amoebic 
hepatitis.  This  is  the  early  stage  of  the  disease,  in 
which  errors  of  diagnosis  are  frequent  and  emetine 
effects  a  cure.  It  is  usually  impossible  to  differenti- 
ate hepatitis  from  abscess  unless  there  is  an  actual 
bulging.  Emetine  treatment  consisting  of  i  gr. 
of  the  hydrochloride  given  hypodermically  night 
and  morning  may  obviate  much  unnecessary 
surgery.  The  rapid  diminution  in  the  size  of  the 
liver  can  be  observed  roentgenographically,  and  in 
the  course  of  one  or  two  weeks  the  patient's  con- 
dition is  comparatively  normal,  without  pain  or 
fever. 

The  temperature  curve  in  the  early  stages  of  the 
disease  resembles  very  closely  that  of  an  enteric 
infection,  but  speedily  returns  to  normal  under 
emetine  treatment. 

Two  forms  of  dysentery  are  frequently  noted  in 
amoebic  infections.  In  one,  diarrhcca  occurs  at 
night,  the  bowel  acting  three  or  four  times,  while 
in  the  other  there  are  two  or  three  loose  evacuations 
in  the  morning  between  breakfast  and  luncheon 
followed  by  intestinal  quiet  for  the  rest  of  the  day. 
This  condition  is  frequently  neglected  until  hepatic 
infection  .occurs.  The  author  cites  an  illustrative 
case  and  a  case  of  amoebic  abscess  in  the  lesser 
peritoneal  cavity  in  which  recovery  followed 
surgical  intervention  combined  with  emetine  treat- 
ment. Two  cases  of  hydatid  cyst  of  the  liver  are 
reported  to  illustrate  points  in  the  differential  diag- 
nosis. V.  G.  Burden,  M.  D. 

Judd,  £.  S.:  Surgery  of  the  Gail-Bladder  and  Bil- 
iary Ducts.    Canadian  M.  Ass.  J..  iq2i,  .\i,  939. 

In  cases  of  infection  of  the  gall-bladder  and  bile 
ducts  early  operation  is  usually  followed  by  good  re- 
sults. The  onset  of  jaundice  or  the  extension  of 
infections  to  the  pancreas  increases  the  severity  of 
the  condition. 

Recent  experimental  work  by  Mann  has  shown 
that  total  hepatectomy  in  the  dog  is  followed  by 
death  within  a  few  hours,  but  if  glucose  is  introduced 
into  the  blood  stream,  immediate  resuscitation  oc- 
curs and  life  may  be  prolonged  for  many  hours.  It 
is  not  known  whether  the  condition  which  occurs 
during  jaundice  is  due  to  toxjemia,  disturbance  of 
liver  function,  or  the  influence  of  bile  in  the  blood. 
Bell's  studies  on  biliary  cirrhosis  have  demonstrated 
the  regenerative  powers  of  the  liver  when  the  gall- 
bladder is  anastomosed  to  the  intestine  after  total 
occlusion  of  the  common  bile  duct.  This  work  sug- 
gests the  possibility  of  some  temporary  substitute 
for  liver  function  which  will  favor  complete  recovery. 


Chronic  pancreatitis  with  associated  cholecystitis 
is  best  relieved  by  cholecystectom\-.  .Acute  pancrea- 
titis should  be  treated  in  the  most  conservative  man- 
ner. 

The  route  of  infection  is  probably  by  way  of  the 
blood  stream  and  lymphatic  vessels.  There  is  little 
clinical  evidence  to  indicate  duct-borne  infection. 
Cholecystitis  and  hepatitis  are  frequently  associated, 
and  infection  gaining  entrance  by  the  portal  circula- 
tion may  pass  to  the  gall-bladder  by  means  of  com- 
municating lymphatics  between  the  gall-bladder 
and  liver.  In  the  associated  lesions  pancreatitis  is 
secondary  to  cholecystitis  and  the  infection  may 
extend  from  the  gall-bladder  to  the  pancreas  by  wa>- 
of  the  lymphatics.  Lesions  in  the  liver  and  pancreas 
frequently  coexist  with  inflammation  in  the  stomach. 
app)endix,  or  duodenum.  In  these  cases  the  infection 
probably  originates  in  the  appendix  and  extends  to 
the  gall-bladder  and  duodenum  by  way  of  the  lym- 
phatics. 

Mann  has  produced  specific  cholecystitis  in  the 
dog  by  injecting  chlorinated  soda  intravenously;  the 
solution  gained  entrance  to  the  tissues  of  the  gall- 
bladder through  the  blood  stream.  Therefore  any 
material  in  the  blood  may  become  lodged  in  the 
tissues  of  the  gall-bladder. 

The  recurrence  of  symptoms  after  operations  on 
the  gall-bladder  may  be  due  to  the  formation  of 
stone  or  to  retained  infection.  In  some  instances 
hepatitis  and  pancreatitis  are  the  causes  and,  as  a 
rule,  gradually  disappear.  Sometimes  the  remaining 
symptoms  are  due  to  an  ulcer  or  an  inflamed  appen- 
dix which  should  have  received  attention  at  the 
original  operation. 

In  a  small  group  of  cases  at  the  Mayo  Clinic  in 
which  cholecystectomy  had  been  p)erformed  for 
cholecystitis,  complete  relief  of  symptoms  lasted  for 
from  six  months  to  six  years.  Recurrence  of  typical 
hepatic  colic  then  followed,  in  some  instances  with 
slight  jaundice.  .\t  a  second  operation  no  lesion  was 
found  except  a  slight  degree  of  hepatitis  or  pancrea- 
titis. Drainage  of  bile  was  established  by  placing  a 
small  tube  in  the  duct,  and  the  patients  were  appar- 
ently p>ermanently  relieved.  These  cases  probably 
represent  exacerbations  of  hepatitis,  pancreatitis,  or 
both  which  existed  at  the  time  of  the  original  op>er- 
ation.  Marked  changes  in  the  function  of  the  liver 
and  pancreas  may  occur  without  gross  changes  in 
these  viscera.  It  is  probable  that  recurrence  of 
symptoms  is  not  caused  by  the  absence  of  the  gall- 
bladder because  so  few  patients  have  such  symptoms 
after  cholecystectomy.  The  question  arises  as  to 
whether  these  patients  should  have  had  common 
duct  drainage  at  the  primary  operation. 

The  types  of  cholecystitis  may  be  groujied  clini- 
cally as  follows:  , 

Type  I  is  disease  of  the  gall-bladder  characterized 
by  typical  hepatic  colic.  The  acutt-  pain  is  followed 
by  residual  soreness  in  the  gall-bladder  region  and 
remission  of  all  symptoms  until  another  attack.  The 
attacks  may  recur  for  several  years  and  gradually 
produce  intermediate  symptoms  referable  to  the 
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digestive  tract,  thus  developing  into  cases  of  gall- 
bladder dyspepsia. 

Type  2  is  the  so-called  gall-bladder  dyspepsia 
which  may  or  may  not  be  preceded  by  intermittent 
hepatic  colic.  In  the  absence  of  a  history  of  typical 
attacks,  the  diagnosis  is  diflBcult.  Infection  of  the 
appendix  or  gall-bladder  may  be  the  cause  of  dys- 
pepsia, but  in  the  absence  of  local  symptoms  the 
diagnosis  of  secondary  dyspepsia  is  hazardous.  The 
dyspepsia  of  ulcer  has  a  characteristic  and  definite 
sequence  of  symptoms,  relief  obtained  by  food  or 
alcoholics,  and  periodicity  of  pain.  In  cases  of  gall- 
bladder disease  the  symptoms  are  aggravated  or  are 
not  affected  by  food.  Pain  is  often  constant  through 
the  day  but  rarely  gives  trouble  at  night.  Although 
the  roentgenogram  is  efficient  in  the  recognition  of 
ulcers  of  the  stomach  or  duodenum,  it  is  of  little 
value  in  the  diagnosis  of  diseases  of  the  gall-bladder, 
even  when  stones  are  present.  The  method  of  diag- 
nosing lesions  of  the  biliary  tract  by  study  of  the 
bile  obtained  after  the  introduction  of  magnesium 
sulphate  into  the  duodenum  through  a  Rehfuss  tube 
has  not  proved  of  great  importance  in  the  hands  of 
Hartman  at  the  Mayo  Cb'nic.  The  condition  of  the 
bile  does  not  always  reveal  the  conditions  in  the 
biliary  tract. 

Type  3  is  infection  which  is  retained  in  the  gall- 
bladder over  a  long  period  and  acts  as  a  focus  for 
more  or  less  general  infection.  The  diagnosis  is  diffi- 
cult to  estabUsh.  It  is  essential  that  there  be  some 
local  evidence  of  disease  before  treatment  is  consid- 
ered. 

Type  4  is  disease  of  the  gall-bladd«»r  associated 
with  migraine.  At  present  the  relationship  cannot 
be  explained,  but  treatment  of  the  gall-bladder  per- 
manently relieves  the  migraine.  It  is  possible  that 
relief  might  have  been  obtained  by  any  sort  of  oper- 
ation as  is  often  the  case  in  epilepsy. 

Type  5  is  disease  of  the  gall-bladder  associated 
with  changes  in  the  cardiovascular  system,  such  as 
endocarditis,  myocarditis,  or  coronary  sclerosis.  In 
the  treatment  the  best  compensation  possible  for 
the  cardiac  condition  should  be  obtained  and  an 
operation  on  the  infected  gall-bladder  then  per- 
formed. 

Most  cases  of  cholecystitis  and  cholangitis  are 
surgical.  In  chronic  cases  operation  may  be  done  at 
the  most  convenient  time.  In  acute  attacks  accom- 
panied by  jaundice  it  is  usually  best  to  wait  until 
the  attack  has  subsided,  always  keeping  in  mind, 
however,  the  possibility  of  rupture  of  the  gall-blad- 
der or  extension  to  the  pancreas.  If  a  severe  degree 
of  pancreatitis  is  suspected,  immediate  operation 
ofifers  the  best  chance  for  recovery.  In  cases  of  acute 
pancreatitis  and  necrosis,  operation  must  be  per- 
formed with  the  least  amount  of  trauma,  and  usually 
should  consist  of  drainage  of  the  gall-bladder  and 
the  placing  of  several  small  drains  to  the  capsule  of 
the  pancreas.  A  secondary  operation  may  be  neces- 
sary. 

The  presence  of  jaundice  presents  a  serious  com- 
plication; if  possible,  operation  at  this  time  should 


be  avoided.  Operation  on  patients  with  beginning 
jaundice  is  comparatively  safe,  but  in  cases  of  well- 
established  jaundice  the  risk  is  high.  When  jaundice 
is  decreasing,  operation  should  be  deferred  until  it 
has  reached  its  minimum.  The  great  danger  is 
haemorrhage  from  the  cut  surfaces  or  the  mucous 
membrane.  The  coagulation  time  and  calcium  time 
are  not  always  safe  indexes  to  the  tendency  to  bleed. 
Immediate  operation  is  demanded  even  in  the  pres- 
ence of  jaundice  when  the  common  duct  is  completely 
obstructed.  In  these  cases  preoperative  preparation 
to  lessen  the  liability  to  postoperative  bleeding 
should  include  blood  transfusion  and  the  intravenous 
administration  of  calcium.  Transfusion  after  oper- 
ation is  also  of  value. 

Complete  occlusion  of  the  common  duct  is  a  seri- 
ous embarassment  to  liver  function.  Urea  me- 
tabolism, bile  secretion,  the  formation  of  glycogen, 
and  the  detoxicating  power  of  the  liver  are  all  or  in 
part  destroyed  and  a  state  of  cholaemia  ensues. 
Transfusion  of  whole  blood  is  at  present  known  to 
be  a  beneficial  procedure.  When  bile  ceases  to  drain 
satisfactorily  after  drainage  has  been  instituted 
serious  trouble  is  apt  to  follow.  In  such  cases  trans- 
fusion of  whole  blood  frequently  reestablishes  and 
sustains  the  flow.  V.  G.  Bxhidex,  M.  D. 

Magoun,  J.  A.  H.,  Jr.,  and  Renshaw,  K. :  Malignant 
Neoplasia  in  the  Gall-Bladder.  Ann.  Surg., 
192 I, Ixxiv,  700. 

The  authors  report  their  studies  on  a  series  of 
eighty-four  cases  of  malignant  neoplasia  of  the  gall- 
bladder collected  from  7,878  operations  for  gall- 
stones in  the  Mayo  Clinic  between  January,  1907, 
and  January,  192 1. 

Males  and  females  were  afflicted  in  the  ratio  of 
about  one  to  four.  Seventy-five  per  cent  of  the 
patients  were  between  the  ages  of  50  and  70 
years. 

Carcinoma  is  the  most  common  type  of  malig- 
nant neoplasm  of  the  gall-bladder.  Sarcoma  is 
exceedingly  rare.  In  a  large  number  of  cases  gall- 
stones were  present.  Early  cholecystectomy  for 
stones  wiU  either  prevent  the  development  of  malig- 
nancy or  reveal  the  condition  in  its  incipiency. 

Twenty-nine  of  the  thirty-eight  patients  on  whom 
cholecystectomies  were  performed  had  had  symp- 
toms referable  to  the  gall-bladder  for  more  than 
one  year;  nine  had  had  symptoms  for  less  than 
one  year. 

If  the  condition  is  operable,  cholecystectomy 
should  be  performed.  Cholecystostomy  should  be 
done  only  when  there  is  a  severe  infection  of  the  gall- 
bladder or  when  a  path  must  be  formed  for  the 
introduction  of  radium  (W.  J.  Mayo).  As  cholecyst- 
ostomy for  stones  had  been  performed  elsewhere  in 
five  of  the  eighty-four  cases,  it  is  evident  that  malig- 
nancy may  develop  in  gall-bladders  that  have  been 
drained. 

W.  J.  Mayo  considers  jaundice  a  contra-indica- 
tion  to  operation  when  a  definite  diagnosis  of  malig- 
nancy of  the  gall-bladder  has  been  made. 
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Complications  may  be  due  to  perforation  of  the 
gall-bladder,  empyema,  or  extension  to  a  neighbor- 
ing viscus  by  continuity,  contiguity,  or  metastasis. 

Of  the  patients  on  whom  cholecystectomies  had 
been  performed,  seven  (8.3  per  cent)  were  alive  six 
years  after  the  operation.  The  diagnosis  in  these 
cases  was  gall-stones  in  three,  gall-bladder  disease 
in  three,  and  gastric  carcinoma  in  one.  In  the  last 
case  adhesion!)  had  developed  between  the  gall- 
bladder and  the  pylorus.  The  operative  procedure 
was  cholecystectomy  in  five,  cholecystectomy,  ex- 
cision of  adjacent  liver  tissue,  and  choledochotomy 
in  one,  and  cholecystectomy  and  gastro-enterostomy 
in  one. 

Amberger:  Radical  Operation  for  Carcinoma  of  the 
Common  Bile  Duct  (Radikal  opcriertes  Carcinom 
des  Ductus  choledochus).  Arch.  J.  klin.  Chir.,  1921, 
cxvii,  189. 

This  article  reports  a  case  of  carcinoma  of  the 
common  bile  duct  operated  upon  successfully. 
According  to  the  author,  only  two  other  cases, 
those  of  Kchr  and  Doberauer,  are  known.  Amber- 
ger's  case  was  operated  up>on  radically  one  and  one- 
half  years  ago.  The  patient,  a  man  52  years  old, 
was  admitted  to  the  medical  division  of  a  hospital 
April,  13,  1919,  after  having  suffered  with  a  gastric 
disturbance  for  two  months.  Previously  he  had 
always  been  well.  The  gastric  symptoms  (pain, 
nausea,  and  anorexia)  had  gradually  decreased  but 
were  followed  by  a  severe  grade  of  icterus  and 
tenderness  of  the  gall-bladder.  When  the  patient 
was  placed  on  a  meat-free  diet  occult  blood  was 
repeatedly  demonstrated  in  the  stools.  The  gall- 
bladder was  distinctly  palpable. 

After  observation  for  two  months,  the  patient 
was  admitted  to  the  surgical  division.  He  was  then 
very  much  emaciated  and  had  marked  icterus  and 
pruritus.  He  was  operated  upon  June  15,  igig 
after  a  four-day  preparation  with  calcium  chloride 
and  digipuratum.  The  diagnosis  was  "closure  of  the 
common  bile  duct,  probably  of  malignant  nature." 

At  operation  an  incision  was  made  at  the  costal 
border  and  adhesions  were  broken  up.  The  gall- 
bladder was  found  to  be  enlarged  and  puncture 
showed  white  bile.  At  the  juncture  of  the  common 
bile  duct  and  the  cystic  duct  and  surrounding  the 
bile  duct  was  a  hard  tumor  the  size  of  a  cherry. 
The  hepatic  duct  was  about  as  thick  as  the  small 
intestine,  but  the  caliber  of  the  efferent  bile  duct 
was  normal.  The  tumor  was  removed.  The  defect 
between  the  hepatic  and  common  bile  ducts  meas- 
ured about  4  cm.  The  stumps  could  be  approximated 
but  circular  suture  was  impossible  because  of  the 
great  difference  in  their  size.  Therefore  a  T-tube 
was  inserted  and  a  partial  suture  was  done,  chiefly 
on  the  posterior  wall.  A  safety  drainage  tube  was 
then  laid  beside  the  T-tube  and  the  abdomen  closed. 

The  postoperative  course  was  smooth.  Colored 
stools  appeared  on  the  fourth  day.  The  T-tube  was 
removed  after  three  weeks,  and  the  tampons  and 
other  drainage  materials  were  removed  twelve  days 


after  the  operation.  The  patient  left  the  clinic 
January  9,  1920,  free  of  symptoms.  He  has  now 
been  well  for  over  a  year  and  has  been  able  to  follow 
his  occupation.  An  attack  of  icterus  since  the  opera- 
tion, lasting  for  three  days,  and  several  slight  attacks 
during  the  last  half  year  which  did  not  disturb  his 
general  health  the  author  attributes  to  slight  stenosis. 

The  pathologic  diagnosis  made  at  the  Senckenberg 
Pathological  Institute  was  infiltrating  adenocar- 
cinoma. At  op>eration  the  neoplasm  appeared  to  be 
a  primary  tumor. 

The  author  believes  that  the  primary  circular 
anastomosis  of  the  hepatic  and  common  bile  ducts 
is  the  ideal  operation.  This,  however,  is  applicable 
only  rarely.  When  it  is  impossible  he  recommends 
the  method  he  selected,  that  is,  partial  suture  and 
the  use  of  the  T-tube  as  has  been  done  by  Jenkel, 
Verhogen,  Wilms,  Propping,  and  Doberauer. 

Glass  (Z). 

Lund,  F.  B:  Surgical  Treatment  of  Acute  and 
Chronic  Pancreatitis.  Boston  M.  &  S.  J.,  1921, 
clxxxv,  771. 

In  pancreatic  disease  the  indications  for  surgical 
intervention  may  be  acute  and  imperative,  as  in 
acute  hemorrhagic  pancreatitis,  or  may  be  for  the 
prevention  of  invalidism  from  chronic  pancreatitis 
or  the  alleviation  of  certain  of  the  symptoms  of  an 
inevitably  progressive  disease,  such  as  the  jaundice 
associated  with  cancer  of  the  pancreas.  It  has  been 
found  that  only  an  exceptional  arrangement  of  the 
common  and  pancreatic  ducts  would  allow  bile 
blocked  by  a  stone  to  enter  the  duct  of  Wirsung. 
Not  infrequently,  this  duct  and  the  pancreatic  ducts 
oi>en  by  two  separate  openings  close  to  each  other 
in  the  papilla  and  such  blocking  is  rendered  impos- 
sible. Neither  can  it  be  produced  when,  as  is  some- 
times the  case,  the  duct  of  Santorini  is  the  chief 
drainage  canal  of  the  pancreas,  as  a  free  anastomosis 
between  the  two  ducts  then  enables  either  of  them 
to  take  on  the  chief  drainage  function.  Gall-stone 
disease,  cholecystitis,  adherent  ulcer  of  the  posterior 
surface  of  the  stomach,  and  even  retroperitoneal 
infection  from  appendicitis  are  often  accompanied  by 
chronic  swelling  and  inflammation  of  the  pancreas. 

As  our  knowledge  of  gall-bladder  disease  has  in- 
creased we  have  come  to  believe  that  the  primary 
infection  causing  the  cholecystitis  and  stones  takes 
place,  not  by  the  passage  of  infected  bile  up  the  cystic 
duct  into  the  gall-bladder,  but  through  the  lym- 
phatics or  blood  vessels  from  the  liver.  Cases  of 
both  acute  and  chronic  pancreatitis  can  be  explained 
by  a  theory  of  the  invasion  of  the  pancreatic  lym- 
phatics from  the  inflamed  gall-bladder,  stomach, 
or  retroperitoneal  tissue. 

Such  a  theory  would  suggest  for  the  treatment  of 
chronic  pancreatitis,  not  drainage  of  the  infected 
bile  through  a  cholecystostomy,  which  at  best  is 
temporary,  but  the  removal  of  the  source  of  infec- 
tion by  a  cholecystectomy.  The  author  has  obtained 
several  recoveries  from  chronic  pancreatitis  fol- 
lowing drainage  of  the  bile  ducts  by   cholecyst- 
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enterostomy.  The  gall-bladder  should  never  be 
removed  for  pancreatitis  vmless  it  is  known 
definitely  that  there  are  no  stones  in  the  com- 
mon duct.  A  fact  indicating  the  direct  depend- 
ence of  pancreatitis  up>on  infection  extending  from 
the  gall-bladder  is  that  localized  abscesses  of  the 
head  of  the  pancreas,  with  fat  necrosis,  have  been 
found  several  times  by  the  author  in  operating  up>on 
a  gall-bladder  when  operation  was  delayed  for  sev- 
eral days.  The  possibility  of  the  development  of  pan- 
creatitis is  therefore  an  argument  against  delay  in 
acute  conditions  of  the  gall-bladder. 

J.  D.  Ellis,  M.D. 

MISCELLANEOUS 

Litchfield,  H.  R.,  and  Dembo,  L.  H. :  Acute  Abdom- 
inal Conditions  in  Children:  An  Analysis  of 
Two  Hundred  Cases.  Arch.  Pediat.,  1921,  xxx\-iii, 
747 
Of  the  200  cases  reviewed,  124  were  cases  of 
appendicitis.  In  fifty-nine  the  apj)endix  had  rup- 
tured and  peritonitis  had  developed;  in  thirty-one 
there  was  acute  congestion;  in  fifteen,  an  abscess; 
in  eleven,  acute  suppuration;  and  in  eight,  inflam- 
mation of  the  chronic  type.  Sevent)^-six  of  the  pa- 
tients were  males  and  forty-eight  were  females. 
Their  ages  ranged  from  two  weeks  to  12  years. 
The  average  age  was  8  years.  The  onset  of  the  con- 
dition was  sudden  in  102  cases  and  gradual  in  twenty- 
two  cases.  Abdominal  tenderness  was  present  in 
ninety-six,  and  rigidity  in  eighty-eight.  Only  sixteen 
presented  the  triad  of  rigidity,  localized  tenderness, 
and  distention.  The  lowest  leucocyte  count  was 
11,800,  the  highest  30,000,  and  the  average  16,000. 
Operation  was  performed  in  105  cases.  Of  the  nine- 


teen patients  not  operated  upon,  twelve  were  too  ill, 
six  refused  operation,  and  one  recovered  xuider  med- 
ical treatment.  Peritonitis  complicated  sixty-three 
cases,  bronchopneumonia  three,  and  renal  condi- 
tions nine.  The  mortahty  was  25  per  cent,  the  vast 
majority  of  deaths  being  those  of  patients  with 
comphcations.  Two  case  histories  are  given. 

There  were  eleven  cases  of  intussusception.  The 
youngest  patient  was  eight  months  old  and  the  old- 
est nine  years.  Eight  were  males  and  three  were 
females.  The  onset  was  sudden  and  the  clinical 
picture  was  characteristic  in  practically  every  case. 
As  a  ride  the  lesion  was  at  the  Ueociecal  juncture. 

Twelve  cases  of  tuberculous  peritonitis  with  acute 
abdominal  symptoms  were  studied,  eight  those  of 
females  and  four  those  of  males.  Only  two  of  the 
patients  were  white  children.  The  von  Pirquet  test 
was  positive  in  ten  cases.  The  average  leucocyte 
count  was  9,000.  General  adenopathy  was  noted  in 
ten  cases. 

The  remaining  fifty-three  cases  included  cases  of 
acute  indigestion,  ileocolitis,  typhoid  perforation, 
strangulated  hernia,  respiratory  infections  with  acute 
abdominal  symptoms  and  one  case  of  renal  sarcoma. 

The  article  is  summarized  as  follows: 

1 .  Appendicitis  is  one  of  the  most  common  of  the 
acute  abdominal  conditions  occurring  in  childhood. 

2.  Acute  gastro-intestinal  disturbances  are  apt  to 
simulate  the  "  surgical  abdomen." 

3.  The  symptoms  and  signs  of  the  acute  abdomen 
in  the  child  do  not  always  conform  to  those  of  any 
one  condition. 

4.  Mistakes  are  often  made  in  the  diagnosis  be- 
cause the  examining  physician  looks  for  characteris- 
tic clinical  features  and  is  misled  by  an  atypical 
syndrome.  Carl  R.  Steinke,  M.D. 
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CONDITIONS  OF  THE  BONES,  JOINTS, 
MUSCLES,  TENDONS,  ETC. 

Vander  Veer,  E.  A,,  and  Dickinson,  A.  M.:  Fragil- 
itas  Ossium.   Ann.  Surg.,  1921,  Ixxiv,  629. 

FragiUtas  ossium  is  characterized  by  fragility  of 
the  bones  and  blue  sclerae. 

No  etiologic  theory  has  been  proven.  Syphilis  was 
considered  the  cause  but  is  no  longer  so  regarded. 
Heredity  plays  an  important  part.  In  9  or  10  per 
cent  of  cases  there  is  a  definite  family  tendency. 

Ossification  of  the  cartilage  is  delayed  or  absent, 
and  very  little  dense  bone  is  formed.  The  activity 
of  the  osteoblasts  is  subnormal,  and  the  deposit  of 
calcium  salts  and  other  mineral  matter  is  deficient. 

Fractures  may  occur  in  prenatal  life.  As  a  rule  in 
such  cases  the  bones  of  the  head  are  fractured.  Most 
infants  suffering  prenatal  fractures  are  born  dead  or 
die  soon  after  birth.  The  earlier  fracture  occurs  in 
those  living,  the  greater  the  number  of  fractures. 
The  liability  to  fracture  may  decrease  with  age.  The 
long  bones  are  chiefly  affected,  especially  the  femurs. 


In  the  case  reported  by  the  author  the  teeth  were 
almost  translucent. 

Medication  is  of  no  avail.  Many  glandular  and 
bone  marrow  preparations  and  tonics  have  proven 
useless.  The  treatment  is  merely  symptomatic. 

John  Mitchell,  M.  D. 

McWilllams,  C.  A.:  Central  Bone  Abscess.    Ann. 

Surg.,  1921,  Ixxiv,  568. 

Central  bone  abscess  is  none  other  than  the  dis- 
ease known  and  described  many  years  ago  by  Brodie 
and  called  "  Brodie's  disease  "  or  chronic  suppurative 
osteomyelitis.  Briefly  outlined,  the  pathology  of  the 
condition  in  its  simplest  form  is  a  small  well-local- 
ized, circumscribed,  pyogenic  abscess  situated  deep 
in  the  medullary  cavity  or  cancellous  tissue  of  a  long 
bone,  without  any  external  fistula  or  sequestration, 
and  characterized  frequently  by  an  extensive  pro- 
ductive osteitis  often  of  many  years'  standing. 

McWilliams  quotes  several  recent  authors  as 
stating  that  central  bone  abscess  or  Brodie's  abscess 
is  a  tuberculous  infection  of  the  bone.    While  it  is 
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generally  believed  that  Brodie  attributed  these  bone 
abscesses  to  tuberculosis,  there  is  no  such  suggestion 
to  be  found  in  the  appended  quotation  given  by  Mc 
Williams  from  Sir  Benjamin  Brodie's  publication  of 
1850.  In  McWilliam's  opinion  the  condition  is  due 
to  pyogenic  organisms,  usually  staphylococci.  The 
abscess  must  be  differentiated  from  a  bone  cyst  or 
tumor,  syphilitic  osteitis  and  periostitis,  and  bone 
tuberculosis. 

Brodie's  abscess  is  most  commonly  found  in 
adults.  As  a  rule  there  is  a  history  of  osteomyelitis 
in  childhood  which  is  almost  forgotten.  Following 
an  injury  or  severe  bodily  exertion,  or  even  without 
any  recognized  cause,  a  dull  ache  develops  in  a  local- 
ized area.  Gradually  this  becomes  boring  and  severe 
and  much  worse  at  night.  The  pain  is  intermittent. 

The  most  frequent  locations  of  Brodie  abscesses 
arc  the  head  of  the  humerus,  femur,  and  tibia,  and 
the  shafts  of  the  humerus,  radius,  femur,  and  tibia. 
The  X-ray  shows  overdevelopment  of  dense  bone  in 
both  the  cancellous  and  medullary  portion  which 
usually  produces  a  swelling.  In  the  medullary  type 
of  the  condition  a  central  translucent  area  (the 
abscess  itself)  may  or  may  not  be  observed  in  the 
center  of  the  dense  bone.  The  presence  of  a  trans- 
lucent area  at  once  makes  the  diagnosis  evident. 

The  author  reports  a  number  of  characteristic 
cases  of  the  disease.   His  conclusions  arc  as  follows: 

A  tender  swelling  of  a  bone  associated  with  inter- 
mittent night  pains  which  is  not  due  to  traumatic 
periostitis  or  syphilis  and  is  not  a  cyst  or  new  growth 
should  always  be  explored.  The  medullary  cavity 
should  be  opened  and  the  soft  parts  should  then  be 
closed  over  it  except  for  sufficient  space  to  allow  the 
insertion  of  Carrel  tubes.  Dakin's  solution  should 
then  be  used  through  the  tubes  every  two  hours 
until  smears  show  an  absence  of  organisms,  when  the 
cavity  can  be  completely  closed  with  confidence  that 
the  wound  will  heal  promptly  without  the  formation 
of  a  sinus.  F.  W.  Carruthers,  M.  D. 

Arnold,     £.     H.:      Haeinorrhagic    Osteomyelitis. 

Boston  M.  is'S.J.,  1921,  cl.\xxv,  717. 

Hasmorrhagic  osteomyelitis  is  regarded  as  a  rare 
condition  possibly  because  it  is  often  unrecognized. 
It  occurs  in  childhood  and  youth  and  usually  attacks 
spongy  bone. 

A  cavity  is  formed  in  the  sf)ongy  part  of  the  bone 
and  becomes  progressively  more  regular  in  outline. 
It  is  filled  with  a  dark  brown,  jellylike  mass  oozing 
uncoagulatcd  blood,  and  is  lined  by  a  brownish-red 
membrane  which  is  fairly  dense,  friable,  and  about 
yi  in.  thick.  It  continues  to  expand  but  rarely 
ruptures  unless  there  is  a  spontaneous  fracture. 
When  this  occurs  there  is  a  regular,  smooth  swelling 
but  no  other  signs  of  inflammation  until  the  con- 
dition progresses.  Microscopic  examination  reveals 
a  haemorrhagic  extravasation  with  young  fibro- 
blastic tissue  and  many  giant  cells  of  the  foreign- 
body  tyf>e  due  to  the  presence  of  hemorrhagic 
granular  tissue.  The  fibroblasts  form  collagen  fibrils 
which  cause  formation. 


Subjective  symptoms  may  be  absent.  In  other 
cases  pain  may  be  due  to  joint  movement  or  muscular 
contraction.  Objective  signs  may  be  undetected 
until  demonstrated  by  the  X-ray  or  by  fracture  at 
the  site  of  the  lesion.  There  is  usually  neither  heat 
nor  redness.  The  sujierficial  veins  over  the  swelling 
may  be  enlarged  because  of  pressure.  Occasionally 
the  patient  limps.  Slight  atrophy  of  the  adjacent 
soft  parts  occurs  only  in  the  later  stages  of  the 
disease.  If  the  condition  is  situated  near  a  joint, 
there  is  some  limitation  of  motion  but  this  is  painless. 
There  is  very  little  or  no  muscle  spasm. 

The  diagnosis  is  based  on  the  patient's  youth, 
the  location  of  the  disease  in  sf>ongy  bone,  a  history 
of  trauma,  the  absence  of  severe  pain,  limitation  of 
motion  and  muscle  spasm,  long  duration  without 
exacerbations  or  metastasis,  and  the  X-ray  findings. 

The  condition  must  be  differentiated  from  a 
malignant  bone  tumor  and  bone  tuberculosis.  .\11 
three  occur  early  in  life  and  tuberculosis  and  sarcoma 
may  have  the  same  location.  Also  in  all  three  there 
may  be  a  history  of  trauma.  Unlike  tuberculosis 
and  sarcoma,  however,  hsemorrhagic  osteomyelitis  is 
painless  and  does  not  cause  the  limitation  of  motion, 
swelling,  local  heat,  and  muscle  atrophy  noted  in 
tuberculosis  or  sarcoma  near  joints.  Haemorrhagic 
osteomyelitis  may  be  stationary  for  years,  while 
tuberculosis  and  sarcoma  continue  to  progress. 
Roentgenograms  of  cases  of  tuberculosis  do  not 
reveal  a  cavity,  and  in  sarcoma  the  cavity  does  not 
have  the  regiilar  shape  and  smooth  outline  of  the 
cavity  of  hsemorrhagic  osteomyelitis.  Sarcoma 
involves  bone  cortex  and  may  break  through. 

The  treatment  of  haemorrhagic  osteomyelitis 
consists  of  complete  curettage  of  the  hemorrhagic 
membrane  and  of  the  whole  cavity  and  recesses. 
The  cavity  may  be  filled  in  with  bone  chips  of 
healthy  cortex,  the  periosteum  sutured,  and  the 
skin  closed  without  drainage.  A  splint  should  be 
applied  if  there  is  a  large  cavity  with  a  thin  cortex, 
and  the  supporting  brace  should  be  worn  until  the 
X-ray  demonstrates  sufficient  new  bone  formation 
to  f)ermit  function.  The  prognosis  is  generally  good. 
Rudolph  S.  Reich,  M.D. 

Geist,  E.  S.:    Osteomyelitis  of  the  Pelvic  Bones. 

J.  Am.  M.  Ass.,  1921,  Ixxvii,  1939. 

Bergman  compiled  thirty-five  cases  of  osteomyeli- 
tis of  the  pelvic  bones  from  the  literature.  In 
eleven,  healing  resulted,  eighteen  were  fatal,  and  in 
six  the  result  was  unknown.  Bergman  repwrted  also 
a  case  of  his  own  in  which  a  radical  operation  was 
performed  with  good  results. 

The  author  reports  six  cases,  five  of  which  were 
those  of  children.  In  three,  the  ilium  was  involved; 
in  two,  the  ischium;  and  in  one,  the  pubis.  All 
reacted  promptly  to  wide  opening,  free  drainage, 
and  the  removal  of  sequestra.  In  every  instance  the 
roentgen-ray  findings  were  positive  and  of  great 
diagnostic  aid.  The  infection  was  due  to  the 
staphylococcus  pyogenes  aureus.  .\11  cases  presented 
a  definite  leucocytosis  from  1 2,000  to  20,000. 


GENERAL  SURGERY— SURGERY  OF  THE  EXTREMITIES 


299 


In  cases  in  which  the  ilium  was  involved  the 
diagnosis  was  based  on  the  history,  the  character  of 
the  pain,  and  a  positive  roentgen-ray  examination. 
At  operation  pus  was  always  discovered  on  the 
visceral  side,  displacing  the  peritoneum,  and  the 
amount  of  sequestrum  was  small.  In  one  of  the 
cases  of  involvement  of  the  ischium  a  sinus  near  the 
anus  was  discharging  pus  and  the  condition  had  been 
diagnosed  previously  as  osteomyelitis  of  the  femur. 
The  X-ray  findings  combined  with  the  general 
history  made  the  diagnosis  easy.  In  the  case  of 
involvement  of  the  pubis,  the  pubic  infection  was 
secondary  to  a  pus  infection  elsewhere. 

F.  W.  C.\RRUTHERS,  M.D. 

Dobrovolskaia,  N. :  Costal  Osteochondritis  Follow- 
ing Exanthematous  and  Recurring  Typhus 
and  Its  Treatment  with  Iodine  (Osteochondrites 
costales  consecutives  au  typhus  (exanfhematique 
et  reciurent)  et  leur  traitement  par  riode).  Presse 
med.,  1921,  xxix,  961. 

In  a  review  of  the  literature  the  author  was  unable 
to  find  the  record  of  a  single  case  of  costal  osteochon- 
dritis following  typhus  fever.  In  this  article  he  re- 
ports several  cases  which  developed  during  the 
typhus  epidemic  in  Russia  in  1919-20. 

The  onset  of  the  costal  lesion  usually  occurs 
during  the  period  of  convalescence  two  or  three 
months  after  the  attack  of  fever.  Its  first  mani- 
festation is  usually  noted  at  the  costochondral 
juncture.  The  lesion  is  diffusely  infiltrated  at  the 
onset  but  later  becomes  circumscribed  and  then  may 
remain  without  any  visible  change  for  months. 
Softening  ultimately  occurs  and  an  abscess  with  a 
fluctuating  center  is  formed.  Evacuation  of  the  ab- 
scess yields  a  yellowish  pus.  This  the  author  has 
found  to  be  sterile.  Many  of  the  patients  have  a  tu- 
berculous diathesis  or  lues. 

The  treatment  employed  by  Dobrovolskaia  con- 
sists in  rest,  out  of  door  life,  heliotherapy,  general 
dietetic  measures,  and  the  intramuscular  injection  of 
iodine  with  liquid  iodoform  as  proposed  by  Hotz. 
The  injection  is  given  under  local  anaesthesia  once 
a  week,  and  the  dose  is  gradually  increased  from  3  to 
10  c.cm.  The  iodine  produces  a  marked  lymphocyto- 
sis and  aids  in  neutralizing  the  toxins.  Local  surgical 
measures  are  strictly  contra-indicated.  The  in- 
jection of  iodine  is  not  indicated  in  lesions  of  the 
lungs  and  kidneys.  Headache  or  vomiting  following 
the  injection  indicates  the  discontinuance  of  the 
medication  for  three  or  four  weeks  and  a  decrease 
in  the  initial  dose.  A  complete  cure  was  obtained  in 
the  majority  of  cases.  Loyal  E.  Davis,  M.I). 

Ballenger,  E.  G.,  and  Elder,  O.  F.:  The  Treatment 
of  Gonococcal  Arthritis  with  Aspirated  Syno- 
vial Fluid  Injected  Intramuscularly.  Surg., 
Gynec.  b'Obsl.,  1921,  .\xxiii,  575. 

Except  in  acute  traumatic  conditions,  little  bene- 
fit may  be  expected  from  the  treatment  described 
when  the  hydrocele  or  synovial  fluid  is  not  infected 
and  is  free  from  pus  cells. 


Prompt  improvement  and  remarkable  cures  have 
resulted  in  all  cases  of  acute  gonococcal  arthritis. 
Since  the  authors  began  to  employ  intramuscular 
injections  of  synovial  fluid  they  have  found  it  un- 
necessar\'  to  resort  to  any  other  treatment  such  as 
the  use  of  vaccines,  sera,  local  applications,  fixation, 
vesiculotomy,  etc. 

Restoration  to  normal  has  been  prompt  in  all  of 
the  acute  cases,  the  relief  of  pain  occurring  nearly 
always  within  twenty-four  hours.  The  ultimate 
results  have  been  equally  gratifying;  no  ankylosis, 
complete  or  partial,  has  followed  this  treatment. 
In  addition  to  the  improvement  in  the  joints,  there 
was  cessation  of  the  symptoms  of  complicating 
acute  conditions  such  as  epididymitis,  prostatitis, 
posterior  urethritis,  and  seminal  vesiculitis,  and 
in  cases  of  hyperpyrexia  there  was  an  immediate 
drop  in  the  temperature. 

The  method  is  possible,  of  course,  only  for  patients 
who  have  a  collection  of  fluid  in  the  synovial  space. 

Reactions  following  the  injections  were  usually 
mild  or  absent. 

All  of  the  injections  were  given  into  the  gluteal 
muscles  and  were  repeated  every  two  to  seven  days. 
The  amount  injected  varied  from  15  to  50  c.cm. 
The  authors  are  now  under  the  impression  that  the 
larger  doses  are  the  best,  in  spite  of  the  occasional 
slight  increase  in  the  reaction,  the  production  of 
chills,  and  a  momentary  rise  in  the  temperature. 
The  average  number  of  injections  administered  to 
each  patient  was  three,  but  the  treatment  was  con- 
tinued as  long  as  there  was  any  fluid  to  be  aspirated. 

In  the  authors'  opinion  this  plan  of  treatment  may 
be  applied  also  to  other  conditions,  such  as  tuber- 
culous pleurisy  with  effusion.         E.  F.  Hess,  M.D. 

Goljanizki,  I.  A.:  Necrosis  of  Costal  Cartilage  Fol- 
lowing Relapsing  Fever  (Zur  Frage  der  Rippen- 
knorpelnekrose  nach  Recurrens-fieber).  Sitzungsb. 
d.Ges.f.  Iheorel.  u.  prakt.  Med.,  Astrachane,  1921. 

The  author  observed  twelve  cases  of  necrosis  of 
the  costal  cartilage  following  relapsing  fever. 
Nine  of  the  patients  were  between  25  and  32  years  of 
age.  The  first  symptoms,  pain  and  swelling, 
appeared  from  two  to  two  and  one-half  months  after 
the  fever.  Fistula  developed  in  nine  cases,  and  swell- 
ing alone  in  three  cases.  In  three  cases  of  fistula 
there  were  also  closed  swellings.  The  number  of 
cartilages  diseased  ranged  from  four  to  six. 

Operation  was  performed  in  most  cases  two  or 
three  months  after  the  relapsing  fever,  but  once 
after  ten  months  and  twice  after  seven  months. 
Usually  the  cartilage  was  exposed  by  a  flap  incision. 
The  perichondrium  was  then  split  lengthwise,  the 
cartilage  excised,  and  the  stump  covered  with 
muscle.  Three  patients  were  operated  upon  four, 
three,  and  two  times  respectively,  and  the  rest 
once.  Ten  patients  were  cured  and  two  were  dis- 
charged before  treatment  was  completed.  The 
pleura  and  the  internal  mammary  artery  were  each 
injured  once  during  the  operation.  The  duration  of 
treatment    in    nine    cases    averaged    thirty    days; 
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individual  cases  were  treated  three  hundred  and 
forty-seven,  one  hundred  and  seventy-four,  and 
one  hundred  and  thirty-one  days. 

The  pathologico-anatomic  changes  were  as  fol- 
lows: (i)  funnel-shaped  erosion  of  the  surface  of 
the  diaphysis;  (2)  erosion  of  the  edges  of  the  dia- 
physis;  (3)  distension  and  erosion  of  one  epiphysis; 
(4)  swelling  and  erosion  of  both  epiphyses;  (5) 
complete  erosion  and  sequestration  of  the  whole 
cartilage.  The  first  type  of  change  was  the  most 
common  (six  cases).  The  second  was  found  in  five 
cases,  the  fifth  in  four,  the  third  in  three,  and  the 
fourth  in  only  one.  Four  closed  foci  were  examined 
bacteriologically  and  in  every  case  a  gram-negative 
short  bacillus  with  rounded  ends  was  cultured.  In 
bouillon  it  formed  short  chains  and  caused  clouding. 
The  growth  on  agar  was  slightly  slimy.  Gelatin  was 
not  liquefied.  The  colonies  on  gelatin  were  round, 
light-golden,  and  very  distinct  like  those  of  bacillus 
faicalis  alcaligenes,  and  did  not  form  gas;  typhus 
serum  was  not  agglutinated. 

The  microscopic  examination  of  the  cartilage  in 
all  of  the  cases  showed  very  marked  senile  changes, 
degeneration  in  layers  and  vascularization;  in  one 
case  tissue  resembling  bone  marrow  was  found. 
The  necrotic  areas,  which  were  filled  by  granula- 
tions, showed  all  the  stages  of  transition  from  com- 
pletely necrotic  cartilage  to  normal  cartilage  show- 
ing only  senile  changes.  Leucocytic  infiltration  was 
almost  completely  absent. 

The  author  comes  to  the  following  conclusions: 

1.  Senile  changes  of  the  cartilage  precede  the 
metastatic  necrosis  of  the  cartilage. 

2.  Necrosis  of  the  costal  cartilages  may  occur  in 
every  infection  running  the  course  of  a  bacteremia. 

3.  Conservative  treatment  (iodine,  heat,  mud 
baths,  sanatorium  care,  and  heliotherapy)  is  ap- 
plicable only  to  the  first  two  forms  of  changes 
mentioned  and  even  then  only  in  the  absence  of 
fistulae. 

4.  The  best  results  are  obtained  by  operative 
treatment — wide  exposure  and  excision  of  '  the 
suspected  cartilage,  suture,  and  drainage. 

5.  In  the  differential  diagnosis,  tuberculosis, 
syphilis,  and  actinomycosis  are  excluded  by  the 
acute  character  of  the  condition.  The^  preceding 
bacteraemia  (typhus,  appendicitis,  and  osteomyel- 
itis) indicates  the  origin  of  the  disease.  The  age 
of  the  patient  (25  to  35  years)  favors  the  diagnosis  of 
necrosis.  Bacteriological  examination  of  the  pus  and 
microscopic  examination  of  the  cartilage  clinch  the 
diagnosis. 

6.  The  X-ray  facilitates  the  diagnosis  and  treat- 
ment. RrESENKAMPFF  (Z). 

Steindler,  A. :  Operative  Methods  and  End-Results 
of  Disabilities  of  the  Shoulder  and  Arm.    J. 

Orlhop.  Surg.,  1921,  n.s.  ill,  652. 

The  results  in  the  cases  reviewed  are  expressed  in 
terms  of  function  rather  than  in  terms  of  anatomical 
re-alinement.  The  functional  results  are  shown  by 
photograph  and  by  graphic  records  of  progress. 


For  contractures  around  the  shoulder  producing 
adduction  and  inward  rotation,  manipulation  is 
done  under  anaesthesia  without  excessive  force.  The 
arm  is  then  maintained  in  outward  rotation  and 
abduction  on  an  aeroplane  splint.  The  after-treat- 
ment is  begun  a  few  days  after  the  manipulations, 
and  as  the  arm  increases  in  strength,  it  is  gradually 
let  down.  Three  months  was  the  average  length  of 
treatment. 

If  the  contracture  does  not  yield  to  manipulation, 
tenotomy  of  the  subscapularis  and  pectoralls  major 
must  be  done.  In  refractory  cases  it  may  be  necessary 
to  cut  also  the  short  head  of  the  biceps,  the  coraco- 
brachialis,  and  the  latissimus  dorsi.  Five  cases  were 
treated  by  manipulation  and  six  by  open  operation. 
In  the  op>erative  cases  the  results  were  good  in  four, 
fair  in  one,  and  undetermined  in  one. 

Arthrodesis  of  the  shoulder  is  indicated  in  flail 
shoulder,  paralysis  of  the  deltoid  from  poliomyelitis 
which  does  not  improve  under  conservative  treat- 
ment, and  traumatic  ankylosis  in  poor  position  with 
atrophy  of  the  deltoid.  The  joint  is  reached  by 
separating  the  deltoid  fibers  through  a  skin-flap 
incision.  The  acromion  is  cut  off  an  inch  from  the 
edge  and  turned  upward.  The  head  of  the  humerus 
is  then  pushed  through  a  longitudinal  incision  in  the 
capsule  and  denuded.  After  operation  the  arm  is 
held  in  a  cast  in  abduction  at  90  degrees  for  two  or 
three  months.  Then  follow  massage  and  exercises 
in  raising  the  arm  by  means  of  the  scapular  muscles. 
This  operation  may  be  done  as  early  as  the  fifth  year 
of  age.  The  results  in  nineteen  cases  were :  good  in 
fourteen,  fair  in  two,  and  undetermined  in  three. 
There  was  bony  ankylosis  in  eight  and  fibrous  anky- 
losis in  seven.  In  four,  the  type  of  ankylosis  was  not 
determined.  The  age  of  the  patients  ranged  from 
6  to  27  years.  In  five  cases  flexor-plasty  of  the  elbow 
was  done  also;  in  two,  arthrodesis  of  the  wrist;  in 
four,  both  elbow-plasy  and  arthrodesis  of  the  wrist ; 
and  in  one,  tendon  transplantation  at  the  wrist. 

For  flail  elbow,  a  transposition  of  muscles  has  been 
devised  with  the  object  of  furnishing  limited  flexion 
power  of  this  joint.  The  muscles  used  are  the  pro- 
nator teres,  flexor  carpi  radialis,  palmaris  longus, 
and  flexor  carpi  ulnaris.  They  are  dissected  off  from 
their  common  origin  on  the  inner  epicondyle  of  the 
humerus  and  re-attached  2  in.  higher  into  a  point  of 
the  intermuscular  septum  between  the  brachialis 
anticus  and  the  triceps  muscles.  The  elbow  is  held 
in  acute  flexion  for  two  months.  Massage  and  exer- 
cises are  included  in  the  after-treatment.  The  func- 
tion-results in  seventeen  cases  in  which  this  operation 
was  done  were  good  (active  flexion  in  any  position) 
in  nine,  fair  (flexion  in  the  horizontal  position  only) 
in  three,  and  poor  (no  flexion)  in  five.  Failure  was 
due  usually  to  a  weakened  condition  of  the  muscles 
transplanted.  The  best  results  were  obtained  in 
cases  in  which  arthrodesis  of  the  shoulder  was  done 
also. 

Resection  and  myotomies  of  the  pronators  are 
indicated  in  pronation  contractures.  If  there  is 
flexion  contracture  from  ischaemic  myositis  or  a 
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spastic  condition,  the  flexor  tendons  are  lengthened. 
The  results  in  twenty-eight  cases  in  which  these 
procedures  were  carried  out,  either  alone  or  com- 
bined, were  good  in  seventeen,  fair  in  nine,  and  poor 
in  two. 

Arthrodesis  of  the  wrist  is  indicated  in  flail  wrist 
following  infantile  paralysis,  in  drop  wrist  from  per- 
ipheral paralysis,  in  spastic  contractures,  and  in 
flexion  ankylosis.  A  wedge  of  bone  is  taken  out  at 
the  articulation  between  the  radius,  scaphoid,  and 
semilunar  through  a  dorsal  incision,  and  the  wrist 
is  brought  into  dorsal  flexion  and  secured  there  by 
sutures  passed  through  drill  holes  in  the  bone.  In 
the  cases  of  twenty-five  patients  between  6  and  26 
years  of  age  this  operation  was  done  either  alone  or 
combined  with  other  operations  mentioned.  The 
results  were  good  in  fourteen  cases,  fair  in  five, 
poor  in  four,  and  undetermined  in  two.  In  the 
wrist,  arthrodesis  is  preferable  to  tendon  transplan- 
tation. 

The  best  results  followed  the  combined  procedures, 
expecially  the  combination  of  shoulder  arthrodesis 
with  flexor  transposition. 

William  A.  Clark,  M.  D. 

Meyerding,  H.  W.:  Haemorrhagic  Cyst  of  the  Up- 
per Femur;  Periosteal  Sarcoma  Involving  the 
Right  Knee  Joint.  Stirg.  Clin.  N.  Am.,  1921,  i, 
1493- 

In  the  discussion  of  two  cases  of  haemorrhagic  cyst 
of  the  femur  it  is  pointed  out  that  the  condition 
usually  appears  in  persons  less  than  30  years  of  age; 
that  it  is  always  in  the  diaphysis;  that  after  a  slow 
growth  the  cyst  appears  to  move  upward;  that  it  is 
most  comnion  in  the  proximal  end  of  the  shaft;  that 
it  does  not  cause  thickening  of  the  periosteum;  that 
there  is  a  fairly  clear  line  of  demarcation;  that  there 
is  little  pain  unless  secondary  infection  intervenes; 
and  that  limp,  deformity,  and  fracture  often  occur. 
The  cyst  may  be  single  or  multilocular.  The  perio- 
steum may  bulge  out,  but  this  benign  growth  does 
not  burst  its  bounds  and  invade,  as  does  a  malig- 
nant growth.  The  oi)erative  treatment  consists  in 
curetting  the  cavity  and  turning  a  part  of  the  cortex 
into  the  space.  The  operation  is  followed  by  im- 
mobilization in  a  plaster  cast.  It  is  to  be  regretted 
that  in  the  past  this  condition  has  been  confused 
with  malignancy. 

In  the  case  of  periosteal  sarcoma  involving  the 
right  knee  which  is  rep)orted  in  this  article,  tuber- 
culosis as  well  as  sarcoma  was  considered  a  possi- 
bility before  operation.  Eighteen  years  before 
examination  the  knee  had  been  injured,  and  during 
the  succeeding  years  there  was  occasional  stiffness 
or  soreness.  Following  influenza  in  191 9,  the  knee 
became  greatly  swollen.  The  leg  was  amputated  at 
the  thigh,  and  treatment  with  the  X-ray,  radium, 
and  Coley's  serum  was  given.  The  prognosis  was 
poor;  not  more  than  4  per  cent  of  persons  with  this 
condition  live  longer  than  three  years.  Death  is 
usually  caused  by  metastasis  to  the  lungs. 

H.  T.  Jones,  M.D. 


Todd,  T.  W.,  and  McCally,  W.  C:   Defects  of  the 
Patellar  Border.  Ann.  Surg.,  i92i,lxxiv,  775. 

The  recent  war  directed  the  authors'  attention  to 
numerous  cases  of  swelling  and  tenderness  of  the 
knee  joint  in  which  there  was  no  history  of  trauma 
and  the  condition  was  not  due  to  ordinary  activities. 
The  swelling  was  not  great  but  the  resultant  stiff- 
ness rendered  the  soldier  unfit  for  service.  Con- 
tinued examination  led  to  the  conclusion  that  these 
cases  were  due  to  some  anomaly  of  the  patella. 

Emargination  of  the  patella  was  described  by 
Kempson  in  1902  as  a  common  variation  in  which 
there  is  a  depression  in  the  upper  portion  of  the 
outer  margin  of  the  bone.  Salmond  in  1919  came  to 
the  conclusion  that  a  fissure  at  the  external  superior 
angle  in  the  neighborhood  of  the  vastus  lateralis 
insertion  is  not  vmcommon. 

In  this  article  are  presented  a  number  of  cases 
illustrating  patellar  anomalies  found  in  adults,  such 
as  fissures,  lipping,  and  exuberant  bone  growth.. 
Examinations  of  infant  patellae  were  made  to  ac- 
coimt  for  them.  Not  more  than  one  ossification 
center  was  found  in  any  patella.  The  patellae  of 
twenty-three  full-term  foeti  were  investigated. 
These  showed  an  area  corresponding  to  the  typical 
site  of  emargination  in  which  the  cartilage  was 
lighter  than  the  surrounding  cartilage  and  on  the 
surface  was  definitely  demarcated  from  the  rest 
of  the  cartUage.  The  conclusions  reached  are  as 
follows : 

A  marked  defect  in  the  upper  and  outer  portion  of 
the  patella  is  to  be  found  in  3  per  cent  of  human 
beings. 

This  area  differs  from  the  rest  of  the  patella  even 
in  the  cartilaginous  state.  In  the  adult  the  de- 
velopment of  lipping  is  exceedingly  slow  at  this 
point. 

The  area  is  related  to  the  insertion  of  the  vastus 
lateralis  tendon. 

Deep  pitting  may  occur  on  the  surface  of  the 
patella. 

No  callus  formation  indicating  fracture  is  to  be 
found. 

No  history  of  trauma  is  given  in  cases  of  ptatellar 
defect. 

These  so-called  "fissured  fractures"  are  merely 
variations  of  the  condition  known  as  "patellar 
emargination"  and  are  not  due  to  trauma. 

John  Mitchell,  M.D. 

Bizarro,  A.  H. :  On  the  Traumatology  of  the  Sesa- 
moid Structures.    Ann.  Surg.,  1921,  Lcdv,  783. 

Before  discussing  the  traumatic  pathology  of  the 
sesamoids,  the  author  reports  some  preparatory 
anatomical  research  based  on  X-ray  findings. 

In  the  great  toe  it  is  the  inner  sesamoid  which 
is  most  frequently  fractured,  and  as  in  direct  frac- 
tures of  the  patella,  the  most  common  cause  is  hyper- 
extension  of  the  muscles.  Other  causes,  as  summar- 
ized by  Speed,  are  :  (i)  direct  violence  due  to  the 
fall  of  a  heav>'  object  on  the  foot;  (2)  the  squeezing 
of  the  great  toe  between  heavy  masses;  (3)  falls  from 
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a  height  on  the  foot;  and  (4)  a  sudden  increase  in 
weight-bearing  force. 

The  diagnosis  depends  upon  the  degree  of  separa- 
tion of  the  fragments,  the  unilaterality,  and  the 
irregularity  of  the  line  of  division,  pain,  persistent 
swelling,  tenderness,  and  a  comparison  of  the  X-ray 
findings  in  both  feet.    Crepitus  is  rarely  noted. 

The  treatment  is  operative  and  non-operative. 
Rest  and  plaster  fixation  followed  later  by  massage 
are  the  best  measures.  .\  metatarsal  bar  in  the  sole 
of  the  shoe  is  essential. 

The  operative  treatment  consists  in  removal  of 
the  fractured  bone.  Some  surgeons  remove  the  bone 
only  when  troublesome  symptoms  persist. 

Cases  of  luxation  of  the  great  toe  sesamoid  have 
been  reported  in  the  literature. 

Occasionally  supernumerary  bones  of  the  foot 
may  be  the  cause  of  swelling  and  pain,  either  with 
or  without  a  history  of  trauma. 

In  the  hand,  fracture  occurs  most  frequently  in 
the  metacarpophalangeal  sesamoids  of  the  thumb. 
Unlike  the  toe  sesamoids,  both  of  the  thumb  sesa- 
moids often  appear  fractured. 

Trigger-finger  is  due  to  injury  of  the  fibrous  sesa- 
moids of  the  interphalangeal  joints.  In  some  cases 
it  improves  after  a  course  of  physiotherapy. 

DANrEL  H.  Levinthal,  M.  D. 


FRACTURES  AND  DISLOCATIONS 

Henderson,  M.  S.:   The  Status  of  the  Bone  Graft 
in  the  Treatment  of  Fractures.  J .  I^ncrl,  1921, 

n.s.  xli,  611. 

The  bone  graft  may  be  used  in  cases  of  recent 
fracture,  but  is  rarely  necessary.  In  delayed  union 
and  non-union  it  offers  the  most  certain  method  of 
treating  a  difficult  group  of  cases  successfully.  The 
inlay  graft  or  the  massive  graft  is  to  be  preferred  to 
the  intramedullary  method  since  the  former  brings 
into  apposition  a  larger  area  of  bone  forming  ele- 
ments. The  role  of  the  periosteum  in  bone  formation 
is  still  debatable,  but  to  trust  to  it  alone  in  the 
treatment  of  fractures  is  to  court  failure.  As  the 
hard  cortical  bone  has  little  regenerative  power, 
the  endosteal  layer  in  which  the  osteoblasts  abound 
must  furnish  most  of  the  new  bone  cells. 

The  massive  graft  is  used  wherever  practical.  It 
is  especially  applicable  to  the  bones  of  the  forearm. 
The  cortical  bone  of  the  fragments  is  chiseled  away 
to  expose  the  endosteal  layer  and  a  large  graft  is 
placed  with  its  endosteal  layer  in  contact  with  that 
of  the  fragments  and  held  in  place  by  beef  bone 
screws  penetrating  to  the  opposite  cortex.  In  order 
to  prevent  refracture  during  the  period  of  absorption 
the  graft  should  be  large  enough  to  increase  the 
diameter  of  the  bone  by  about  20  per  cent.  It  is 
probable  that  in  most  cases  the  graft  itself  is  ab- 
sorbed, at  least  partly,  and  replaced  by  the  growth 
of  new  bone  from  the  fragments.  For  this  reason 
adequate  postoperative  fixation  is  necessary  for  a 
considerable  period  of  time. 


A  group  of  cases  is  reported  to  illustrate  the  type 
of  operation  in  various  regions  of  the  body  and  to 
show  some  of  the  difficulties  encountered.  In  a 
few  cases  metal  plates  were  used,  especially  in  the 
femur,  in  order  to  shorten  the  time  of  operation. 
In  others,  beef  bone  plates  were  applied.  These  do 
not  have  to  be  removed.        J.  I.  Mitchell,  M.D. 

Corlette,  C.  E.:  A  Simple  Operative  Method  of 
Reducing  Obstinate  Malposition  in  Colles 
Fracture  and  in  Supracondylar  Fractures  of 
the  Humerus.    Med.  J.  Aiistraliu.  iq2i.  ii,  397. 

The  author  has  devised  a  very  satisfactory  me- 
thod of  reduction  for  certain  cases  of  Colles  frac- 
tures and  transverse  supracondylar  fractures  of  the 
humerus. 

.\fter  the  fracture  has  been  X-rayed  in  two 
planes  at  right  angles  to  each  other,  one  or  two  small 
incisions  are  made  over  the  distal  fragment,  a  small 
sharp  hook  is  introduced  so  that  the  fwints  engage 
the  edge  of  the  distal  fragment,  and  with  the  aid  of 
traction  in  the  proper  direction  the  impaction  is 
broken  up  and  the  fracture  reduced.  The  case  is 
then  treated  as  a  simple  fracture.  The  incisions  are 
made  over  the  distal  fragment  so  that  traction  will 
not  stretch  the  skin  too  much. 

J.  W.  Powers,  M.D. 

Schurmeier,  H.  L. :  The  Mechanics  of  Fractures  at 
the  Wrist.  J.  Am.  \f .  Ass.,  iq2i.  Ixxvii.  2119. 

The  Colles  type  of  fracture  is  caused  by  a  fall 
upon  the  outstretched  arm  with  the  hand  in  exten- 
sion, slightly  abducted,  and  dorsiflexed. 

As  the  carpal  and  metacarpal  bones  are  joined 
together  very  firmly,  the  wrist  moves  in  extension 
and  flexion  as  one  bone.  \  fall  upon  the  wrist  causes 
great  leverage  upon  the  radiocarpal  ligament  and 
this  is  increased  by  the  prominent  projecting  ante- 
rior lip  of  the  lower  end  of  the  radius.  Consequently 
the  radius  is  fractured  by  the  avulsive  force  of  the 
radiocarpal  ligament.  The  sudden  impingement  of 
the  carpal  bones  against  the  articular  surface  of  the 
radius  and  the  splitting  of  the  lower  fragment  by 
descent  of  the  lower  end  of  the  upper  fragment  must 
also  be  considered. 

Seventy-five  per  cent  of  chauffeurs'  fractures  are 
intra-articular.  This  fact  the  author  attributes  to 
the  mechanics  of  the  fracture.  The  hand  is  held 
rigidly  parallel  with  the  arm  in  abduction,  exhibit- 
ing no  dorsal  flexion.  The  lines  of  stress  are  through 
a  pKjint  to  the  ulnar  side  of  the  thenar  eminence  and 
the  force  of  the  blow  is  transmitted  by  the  scaphoid 
which  presents  a  wedge-shaped  edge  to  the  radius. 

John  Mitchell,  M.  D. 

Galloway,  H.  P.  H. :  Treatment  of  Fracture  of  the 
Neck  of  the  Femur.    Surg.,  Gynec.  Ss"  Obst.,  192 1. 

xxxiii.  692. 

Fractures  of  the  neck  of  the  femur  are  divided 
into  several  groups.  The  first  are  those  occurring  in 
persons  of  advanced  age,  poor  general  physical  con- 
dition, and  low  resistance.    In  such  cases  the  saving 
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of  life  is  paramount  and  the  treatment  of  the  frac- 
ture is  secondary.  The  second  group  are  those  oc- 
curring in  persons  who  recover  rapidly  from  the  first 
shock  of  the  accident  and  whose  physical  condition 
permits  treatment  of  the  fracture.  This  group  in- 
cludes most  cases  of  impacted  fracture  and  also 
epiphyseal  separation  and  fracture  of  the  neck  of  the 
femur  occurring  in  early  life.  The  same  general  line 
of  treatment  is  employed  in  all. 

It  is  the  author's  opinion  that  Whitman's  abduc- 
tion treatment  will  give  a  larger  p)ercentage  of  good 
results  than  any  other  method.  The  patient  is 
placed  on  a  Hawley  table  or  similar  apparatus,  and 
while  the  surgeon  raises  and  presses  upon  the  tro- 
chanter so  as  to  guide  it  to  its  normal  position,  suffi- 
ciently strong  manual  traction  is  exerted  by  assist- 
ants to  equalize  the  length  of  the  limbs.  When  both 
limbs  are  of  equal  length  the  affected  limb  is  rotated 
inward  and  then  both  Umbs  are  abducted  simulta- 
neously to  the  extreme  limit  and  a  plaster  spica  is 
applied  from  the  nipples  to  the  toe  with  the  knee 
slightly  flexed  and  the  foot  at  right  angles.  A 
window  may  be  cut  over  the  abdomen  and  also  over 
the  knee  to  permit  dailj'^  passive  movements  of  the 
patella.  Following  the  removal  of  the  cast  at  the 
end  of  three  months,  massage,  passive  movements, 
and  functional  muscle  training  are  given.  In  the 
cases  of  adults  direct  weight-bearing  should  not  be 
permitted  until  after  six  months.  The  progress  of 
repair  can  be  judged  by  the  findings  of  repeated 
X-ray  examinations,  the  extent  of  passive  manipula- 
tion, and  the  return  of  voluntary  muscle  control.  In 
most  cases  it  is  advisable  for  the  patient  to  wear  a 
caliper  splint  for  several  months. 

For  moderately  impacted  fractures  with  little 
shortening  and  moderate  outward  rotation  a  caliper 
splint  or  merely  a  stout  stick  may  be  employed  after 
a  short  period  of  confinement  to  bed.  Massage 
should  be  given  during  the  entire  course  of  treatment . 
The  more  severe  cases  of  impaction  should  be  treated 
by  the  abduction  method. 

A  third  group  of  cases  consists  of  those  in  which 
dbcomfort,  pain,  and  disability  persist  weeks,  months, 
or  even  years  after  the  original  injury.  This  group 
may  again  be  subdivided  into,  first,  those  of  p>ersons 
of  advanced  age  and  poor  general  health.  For  these, 
radiant  heat,  massage,  gentle  passive  movements, 
exercises,  and  a  comfortable  shoe  with  sufficient 
cork  elevation  to  compensate  for  the  shortening 
should  be  prescribed.  The  second  subgn^oup  consists 
of  the  cases  of  persons  in  good  general  physical  con- 
dition and  with  sufficient  power  of  resistance  to 
permit  operative  interference.  The  author  suggests 
the  following  procedure: 

The  hip  joint  is  exposed  by  a  Kocher  incision  8  in. 
in  length,  the  capsule  is  split  along  the  axis  of  the 
neck,  and  the  base  of  the  neck  is  divided  from  the 
trochanter  with  a  wide  osteotome.  The  head  and 
neck  are  removed  and  the  trochanter  is  implanted 
into  the  acetabulum  with  the  limb  in  abduction. 
The  incision  is  closed  and  a  plaster  spica  applied 
from  the  nipples  to  the  toe  in  the  abducted  fKJsition. 


Removal  of  the  plaster  after  five  or  six  weeks  is 
followed  by  massage  and  gentle  manipulation. 
Shortly  afterward  the  patient  is  permitted  to  leave 
his  bed  on  crutches.  There  will  then  be  very  little 
discomfort  and  only  a  slight  amount  of  shortening. 
On  weight-bearing  the  trochantar  tends  to  travel 
outward  and  rests  upon  the  upper  portion  of  the  rim 
of  the  acetabulum.  In  the  author's  opinion  this 
procedure  is  much  more  simple  and  gives  a  better 
fimctional  result  than  freshening  of  the  fractured 
surfaces  or  bone  grafting. 

RiTDOLPH  S.  Reich,  M.  D. 

Ruth,  G.  E. :  Fractures  of  the  Femoral  Neck  and 
Trochanters:    A  Rational  Treatment.   J.  Am. 

M.  Ass.,  1921,  Ixxvil,  181 1. 

In  fractures  of  the  head  and  neck  of  the  femur  the 
iliopsoas  miiscle,  normally  an  internal  rotator,  be- 
comes an  external  rotator  and  thus  is  the  greatest 
factor  tending  to  displacement  and  non-imion. 

Successful  treatment  of  hip  fractures  depends  upon 
reduction  and  maintenance  of  the  reduction  untU 
the  callus  is  hardened  sufficiently  to  withstand  the 
normal  muscle  pull. 

The  capsular  ligament,  because  of  its  anatomical 
relation  to  the  hip  joint,  serves  to  help  in  reducing 
the  fractured  neck  and  in  maintaining  the  reduction. 
The  blood  supply  to  the  neck  of  the  femur  is  derived 
from  two  sources:  arteries  supply  the  trochanters 
and  distal  part  of  the  neck,  while  the  proximal  end 
of  the  neck  is  supplied  by  way  of  the  ligamentum 
teres. 

AH  successful  methods  of  treatiug  fractures  of  the 
neck  depend  upon  the  use  of  the  capsular  ligament 
as  a  splint.  To  obtain  this  tension  of  the  capsule 
the  author  uses  traction  in  two  directions,  i.e..  heavy 
longitudinal  and  lighter  outward,  upward,  and  for- 
ward traction.  .\  piece  of  fiber  or  binder's  board  4  or 
5  in.  wide,  long  enough  to  encircle  the  thigh  two- 
thirds,  and  curved  to  fit  its  inner  surface  is  well 
padded  with  cotton.  A  4-in.  strip  of  adhesive  plaster 
is  applied  to  the  inner  surface  of  the  thigh  close  up 
to  the  i)erineum  and  carried  under  around  the  thigh 
to  the  outer  side.  The  binder's  board  is  then  applied 
to  the  inner  surface  and  the  adhesive  plaster  brought 
over  it.  Another  strip  is  passed  entirely  around  the 
thigh  over  the  binder's  board.  The  free  end  is 
attached  to  cords  running  laterally  over  pulleys  for 
traction. 

In  reduction  the  operator  flexes  the  knee  on  the 
thigh  and  the  thigh  on  the  trunk,  both  to  a  right 
angle,  at  the  same  time  increasing  the  eversion.  This 
frees  all  soft  parts  between  the  fragments.  With  the 
joints  flexed,  the  knee  is  brought  to  the  midline, 
extension  is  made  on  the  thigh  to  raise  the  trochan- 
ter to  the  normal  level,  and  the  leg  is  extended  imder 
heavy  traction.  The  lateral  and  longitudinal  weights 
are  then  attached.  Traction  is  continued  for  four 
weeks. 

Impacted  fractures  of  the  neck  become  disim- 
p>acted  without  treatment  because  of  the  absorption 
of  the  roughened  bone  at  the  fracture  line.  Impacted 
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fractures  without  displacement  do  not  require  the. 
breaking  up  of  the  impaction. 

Fractures  through  the  base  of  the  neck  are 
treated  in  the  same  way,  the  capsular  ligament 
serving  as  a  splint. 

Trochanteric  fractures  vary  in  their  characteris- 
tics. The  dense  aponeurotic  investment  of  the 
gluteals  usually  prevents  wide  separation  of  frag- 
ments of  the  greater  trochanter.  In  fractures  in 
which  the  lesser  trochanter  is  torn  off,  the  iliopsoas 
is  carried  with  it,  and  eversion  of  the  limb  results. 
In  such  cases  the  Hodgen  splint  and  Balkan  frame 
are  of  aid. 

The  author  concludes  with  the  statement  that 
successful  treatment  depends  upon  accurate  diag- 
nosis, complete  reduction,  sufficient  traction,  and 
daily  verification  of  the  position  of  the  fragments 
by  the  X-rays.  John  Mitchell,  M.  D. 

Ridlon,  J. :  Final  Results  of  Fracture  of  the  Neck  of 
the  Femur  without  Treatment,  or  with  Worse 
Than  No  Treatment.  J .  Am.  M.  Ass.,  1921,  Ixxvii, 
1815. 

In  a  study  of  the  results  of  fractures  of  the  neck 
of  the  femur  during  the  past  twenty-nine  years  the 
author  found  that  in  many  cases  they  were  excellent 
although  no  treatment  whatsoever  had  been  given. 
He  does  not  advocate  non-treatment,  but  believes 
that  good  results  are  sometimes  due  fully  as  much 
to  the  natural  tendency  of  fractures  to  unite  as  to 
the  treatment  they  receive. 

As  there  is  little  external  callus  in  intracapsular 
fractures,  weight-bearing  must  be  delayed.  The 
abundant  callus  in  fractures  of  the  shaft  permits 
earlier  use  of  the  part. 

The  principles  of  treatment  should  be  the  same  as 
for  other  fractures.  Following  as  accurate  approx- 
imation of  the  parts  as  p>ossible,  they  should  be 
immobilized  until  union  has  taken  place  and  the 
limb  should  not  be  used  for  full  weight-bearing  until 
the  union  has  become  strong. 

The  author  advocates  Whitman's  method  of 
traction,  abduction,  and  inward  rotation  of  the  limb 
and  immobilization  in  a  plaster  cast.  Impacted 
fractures  with  no  more  than  ^  in.  of  shortening 
should  be  treated  with  a  Thomas  hip  splint  or  a 
plaster  cast  without  disengaging  the  impaction. 
Patients  who  cannot  be  treated  by  either  of  these 
methods  should  rest  in  bed  for  at  least  four  months 
without  treatment,  and  should  not  bear  their  full 
weight  on  the  leg  as  long  as  any  sensitiveness  per- 
sists. A  good  result  may  be  expected  in  more  than 
50  per  cent  of  the  cases  in  which  this  regime  is 
followed. 

No  case  of  hip  injury  should  be  treated  as  a  dis- 
location until  dislocation  has  been  proved.  When 
a  limb  is  adducted,  rotated  outward,  and  short,  a 
fracture  of  the  neck  of  the  femur  is  to  be  assumed 
because  following  a  dislocation,  which  usually  occurs 
backward  and  upward,  the  limb  is  short,  rotated 
inward,  and  somewhat  flexed. 

Daniel  H.  Levinthal,  M.  D. 


Santoro,  E. :  A  Case  of  Pathologic  Fracture  of  the 
Femur  Due  to  Cancer  Metastasis  Followed  by 
Consolidation  (Su  di  un  case  di  frattura  patologica 
del  femore  da  metastasi  cancerigna  seguita  da 
consolidazione).    Riforma  med.,  1921,  xxxvii,  11 19. 

The  patient  was  a  woman,  56  years  of  age,  who 
had  been  operated  upon  a  short  time  before  for 
cancer  of  the  left  breast.  The  fifteenth  day  after 
the  operation  she  began  to  feel  sharp  pain  in  the 
upper  part  of  the  right  thigh,  and  soon  thereafter, 
while  walking,  experienced  a  sudden,  violent,  and 
acutely  sharp  pain  in  the  same  area  which  was 
followed  by  lack  of  power  to  move. 

Examination  by  the  author  four  months  later  led 
to  the  diagnosis  of  a  pathologic  subtrochanteric 
fracture  of  the  right  femur  which  had  become  con- 
solidated by  a  strong  bony  callus  and  was  associated 
with  a  posttraumatic  varus.  The  woman  died  about 
three  years  later,  her  general  condition  having  be- 
come progressively  worse. 

There  are  numerous  causes  for  pathologic  frac- 
ture, and  the  diagnosis  is  ;-elatively  easy.  The  fact 
that  in  this  case  the  abnormal  fragility  of  the 
femur  was  due  to  a  metastasis  from  the  mammary 
cancer  was  shown  by  the  X-ray  and  suggested  by  the 
history.  Osseous  metastases  are  not  rare  in  <iases  of 
cancer  of  the  breast,  being  next  in  frequency  to 
metastases  in  the  liver  and  lung.  Moreover,  those 
in  the  femur  take  second  place.  The  radiographs 
in  the  case  reported  showed  a  consolidated  fracture 
at  the  level  of  the  lesser  trochanter.  Evidently  it 
was  transverse,  and  a  deformed  consolidation,  a 
traumatic  coxa  vara,  had  resulted. 

The  importance  of  the  case  lies  in  the  fact  of  con- 
solidation. Gurlt  in  1862  collected  thirty-eight  cases 
of  spontaneous  fractures  due  to  cancer,  in  ten  of 
which  consolidation  occurred.  The  author  believes 
the  latter  figure  is  incorrect  as  he  has  been  able  to 
find  the  report  of  only  one  such  case,  that  published 
by  Freeman. 

A  histologic  examination  of  the  breast  cancer  or 
even  of  the  metastatic  focus  in  Santoro's  case  would 
have  been  of  interest.  Santoro  believes  that  in  all 
probability  it  would  have  shown  an  osteoplastic 
carcinoma  as  it  is  only  in  cases  of  this  type  of  tumor 
that  consolidation  is  possible.         W.  A.  Brennan. 

DISEASES  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Gluck,  T. :  Osteoplasty   (Ueber  Osteoplastik).  Arch. 
j.  klin.  Chir.,  1921,  cxvii,  13. 

Gluck  has  done  osteoplasty  for  forty-five  years. 
To  complete  his  previously  published  articles  on  the 
subject  (1890,  i8t)3,  1917-18),  with  which  also  the 
names  of  Oilier,  Langenbeck,  Koenig,  Bier,  Lexer, 
Payr,  and  others  are  identified,  he  reports  the  per- 
manent results  obtained  with  this  method,  some  of 
which,  observed  for  decades,  are  astonishing. 
He  calls  attention  to  the  fact  that  the  heteroplasty 
originated  by  him  has  acquired  a  varied  and  suc- 
cessful application  and  has  become  an  indispensable 
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adjunct  of  plastic  surgery.  Although  the  fate  of  the 
autotransplanted  bone  has  not  been  determined 
definitely  and  it  is  not  known  whether  the  bone 
substance,  periosteum,  and  marrow  remain  alive, 
the  value  of  osteoplasty  is  acknowledged. 

The  main  feature  of  the  author's  osteoplasty, 
whether  living  or  dead  bone  or  a  foreign  body  is 
used,  is  the  conducting,  supporting,  and  splinting 
action  of  the  transplant  around  which  the  new  bone 
forms.  At  the  same  time,  the  transplant  causes 
powerful  stimulation  to  bone  formation.  Foreign 
bodies  of  organic  or  metallic  nature  may  serve 
tempxjrarily  or  permanently  for  fixation.  A  fact 
of  practical  importance  is  that  the  substituting 
prosthesis  functions  before  the  substitution  has 
ended  and  before  it  has  begun.  The  matrix  pos- 
sessing the  power  of  proliferation  is  stimulated  to 
specific  activity  by  the  functional  stimulation  and 
in  the  course  of  time  produces  the  normal  formation. 
To  a  certain  extent  surgery  gives  nature  the  building 
stones  and  the  plan,  and  nature,  with  surprising 
perfection,  fulfills  the  surgeon's  intention. 

VOLLHARDT  (Z). 

Mamourian,  M.:On  the  Bone  Graft.    Brit.  M.  J.. 
1921,  ii,  934. 

Bone  grafting  is  acknowledged  to  be  the  most 
effective  method  of  repairing  bone.  Extensive  exper- 
imental and  chemical  studies  have  not  yet  solved  the 
problem  of  how  this  is  accomplished.  In  the  author's 
opinion  the  action  of  the  graft  is  biochemical.  The 
graft  supplies  the  stimulating  irritant  and  new  bone 
is  formed  by  the  diaphyseal  ends,  the  periosteum, 
the  remains  of  bone  in  the  shaft  zone,  and,  in  the 
young,  by  epiphyseal  lengthening.  Mamourian 
agrees  with  Murphy  that  the  graft  is  absorbed  and 
functions  only  as  a  scaffold. 

The  importance  of  Wolf's  law,  the  author  believes, 
has  been  exaggerated.  In  most  instances  the  post- 
operative treatment  of  a  grafted  limb  includes 
immobilization.  This  causes  atrophy  of  the  recip- 
ient bones.  Can  it  be  claimed  also  to  cause  growth 
of  the  graft?  Macewen's  classical  result  is  explained, 
not  by  the  growth  of  the  graft,  but  by  the  growth 
of  the  bone  fragments  adherent  to  the  membrane 
lining  the  tract. 

Osteoblastic  and  osteoclastic  forces  must  be  equal 
to  insure  the  formation  of  new  bone  in  proportion  to 
the  absorption  of  the  graft.  If  absorption  proceeds 
at  a  more  rapid  rate,  fracture  of  the  graft  is  apt  to 
occur.  Callus  appearing  at  the  site  of  a  fractured 
graft  has  been  thought  conclusive  evidence  of  the 
survival  of  the  graft.  The  author  believes  that  it  is 
only  the  result  of  a  greater  local  stimulus. 

A  change  in  the  character  of  the  transplanted 
bone  is  also  questioned.  The  fact  that  after  an  Albee 
graft  to  the  spine  only  cancellous  bone  may  be  found 
bridging  the  vertebrte  Albee  explains  by  the  assump- 
tion that  the  graft  has  histological  as  well  as  morph- 
ological adaptability.  The  author  believes  that  the 
dense  bone  of  the  tibia  is  replaced  entirely  by  can- 
cellous bone  from  the  vertebrae.    Unless  the  graft  is 


thus  replaced  so  that  it  is  indistinguishable  after  six 
months,  necrobiasis  is  present.  Infection  is  not 
thought  to  be  a  serious  obstacle  to  successful  bone 
grafting.  According  to  Wheeler,  a  bone  graft  has 
inherent  bacteria-resisting  prop>erties.  This  the 
author  interprets  to  mean  that  the  graft  is  a  poor 
culture  medium  and  the  cellular  activity  of  the  graft 
bed  inhibits  the  septic  process.  That  infection  stim- 
ulates osteogenesis  is  proved  by  the  formation  of 
involucrum  in  osteomyelitis  and  the  ankylosis  of  in- 
fected joints.  An  involucrum  is  not  formed  in  tuber- 
culous bone  lesions  or  in  bone  tumors  which  are 
osteo-depressant.  The  author  believes  that  the  new 
bone  and  cellular  life  following  the  transplantation 
of  a  graft  is  capable  of  overcoming  pyogenic  or 
tuberculous  bone  infections  and  may  revive  normal 
osteogenesis  in  bone  destroyed  by  tumors  of  low 
malignancy. 

Four  cases  are  rep>orted  with  roentgenograms  made 
before  and  at  intervals  after  operation. 

J.  I.  Mitchell,  M.D. 

Bradford,  E.  H.:  The  Treatment  of  Caries  of  the 
Hip  Joint  and  Some  Observations  upon  the 
Use  of  a  Traction  Abduction  Splint.  Surg., 
Gynec.  s'Obst.,  1921,  xxxiii,  700. 

In  a  large  number  of  cases  hip  disease  may  be 
permanently  cured.  The  surgical  indications  are 
not  fully  met  by  the  plaster-of-Paris  spica  as  it  does 
not  furnish  adequate  fixation  or  prevent  upward 
hip-bone  crowding  by  the  contracting  muscles. 

Bradford  has  obtained  satisfactory-  results  with 
his  abducting  extension  splint  even  in  advanced 
cases.  The  splint  should  not  be  applied  xmtil  the 
fle.xion  and  adduction  deformity  is  corrected.  It 
can  be  used  as  an  ambulatory-  splint,  preferably  with 
crutches,  and  can  be  applied  at  night.  The  con- 
tinued wearing  of  the  splint  is  indicated  as  long  as 
muscular  spasm  is  present.  As  spasm  subsides  the 
traction  should  be  reduced. 

For  the  treatment  of  desperate  cases  in  which  the 
acetabulum  is  seriously  involved  the  author  ad- 
vocates the  forcible  dislocation  of  the  head  of  the 
femur  from  the  acetabulum  through  a  posterior 
incision.  The  deformity  can  be  corrected  after  the 
disease  has  subsided.  The  article  is  illustrated  by 
eleven  cuts.  John  W.  Powers,  M.D. 

Moorhead,  J.  J.:  Knee-Joint  Injuries.  Surg.  Clin. 
X.  Am.,  1921,  i,  1597. 

Joint  injurv'  maj'  be  intra-  or  extra-articular  and 
may  involve  the  bony  structure  or  the  soft  p>arts. 
The  knee  joint  with  its  numerous  bursae,  its  many 
pxjuches,  and  its  large  area  of  synovial  membrane 
offers  an  opportunitj-  for  skillful  diagnostic  acumen. 

Contusions  or  contusion  sprains  are  the  most 
common  injuries  of  the  knee  joint.  Next  in  the  order 
of  their  frequency  come  synovitis,  bursitis,  loose 
bodies,  tears  of  the  crucial  ligament,  fractures  of  the 
patella  and  the  margins  of  the  femur  or  tibia, 
fractures  of  the  tibial  spine,  and  dislocations  of  the 
joint. 
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Because  of  the  prominence  and  contour  of  their 
inner  margins  the  tibia  and  femur  are  liable  to 
injury.  There  are  twelve  bursae  connected  with 
the  knee  joint:  three  in  front,  four  on  the  outer  side, 
and  five  on  the  inner  side.  Of  these,  the  prepatellar 
bursa  is  the  most  important  surgically.  The  crucial 
ligaments,  anterior  and  posterior,* serve  to  give 
stability  to  the  joint.  The  anterior  is  the  most 
important  surgically.  It  is  attached  to  the  de- 
pression in  front  of  the  tibial  spine  and  the  front 
end  of  the  external  semilunar  cartilage  and  then 
passes  to  the  inner  and  back  part  of  the  outer  condyle 
of  the  femur.  The  posterior  crucial  is  more  vertical, 
is  attached  to  the  depression  behind  the  tibial  spine, 
the  popliteal  notch,  and  the  posterior  end  of  the 
external  semilunar  cartilage,  and  passes  to  the 
front  part  of  the  internal  condyle  of  the  femur. 

The  chief  function  of  the  crucial  ligaments  is  to 
give  stability  to  the  joint.  The  anterior  crucial  is 
taut  in  extension  and  the  posterior  tibial  is  taut  in 
flexion. 

The  semilunar  cartilages  serve  as  shock  absorbers 
and  also  deepen  the  pockets  on  top  of  the  tibia. 
The  internal  semilunar  is  semicircular.  The  external 
semilunar  is  almost  circular.  The  attachments  of 
the  external  semilunar  are  much  more  secure  than 
those  of  the  internal. 

The  internal  crucial  ligament  is  more  liable  to 
injury  than  the  external  because  it  is  weaker,  longer, 
and  more  oblique,  and  has  fewer  supp)orts.  The 
internal  semilunar  is  more  vulnerable  than  the 
external  because  the  latter  is  larger  and  more  nearly 
circular,  and  is  grooved  for  a  muscle. 

Injection  of  the  knee  joint  with  oxygen  aids  in  the 
diagnosis  of  knee-joint  conditions,  especially 
synovitis.  The  needle  is  introduced  just  outside  the 
external  margin  of  the  patella,  at  about  its  center. 
Enough  oxygen  is  introduced  to  distend  the  joint 
slowly  and  completely.  Radiograms  are  made  in 
four  directions,  from  before  backward  and  the  re- 
verse and  from  within  outward  and  the  reverse. 

Traumatic  synovitis  is  treated  by  immediate 
aspiration  and  mobilization.  This  newer  method 
limits  the  possibility  of  stretching  the  synovial 
capsule  and  the  contiguous  parts.  Re-eflfusion  may 
occur  after  the  first  day  but  this  need  not  interfere 
with  the  use  of  the  joint  in  walking  even  when  it  is 
painful  and  swollen.  Subacute  or  chronic  traumatic 
synovitis  is  treated  in  the  same  way,  but  massage  is 
used  to  aid  the  recovery  of  the  atrophied  muscles 
about  the  joint.  Synovitis  from  infection  such  as 
tuberculosis  or  syphilis  is  not  included  in  this  treat- 
ment. 

Purulent  synovitis  is  treated  by  repeated  aspira- 
tion and  the  injection  of  ether,  incisions  at  the 
borders  of  the  patella,  or  splitting  of  the  patella 
according  to  the  severity  of  the  condition.  In 
desperate  cases  the  joint  is  irrigated  every  two  hours 
with  Dakin's  solution. 

Crucial  ligament  injuries  are  diagnosed  too  in- 
frequently. Tears  of  the  anterior  crucial  ligament  are 
often  produced  by  trauma  incurred  with  the  leg 


extended,  internally  rotated,  and  abducted.  Dis- 
placement of  the  tibia  forward  on  the  femur  makes  a 
diagnosis  of  ruptured  anterior  crucial  ligament 
reasonably  certain. 

The  treatment  is  non-operative  or  operative. 
Non-operative  treatment  consists  of  aspiration  of 
the  bloody  fluid  and  posterior  splinting  for  three  to 
six  weeks.  The  purpose  of  operative  treatment  is  to 
anchor  the  torn  ligaments  to  the  femoral  condyle. 

Dislocation  of  the  semilunar  cartilage  is  apt  to 
occur  when  strain  is  exerted  upon  the  knee  and  the 
joint  surfaces  are  unapjxjsed.  Rotary  flexion  of  the 
knee  joint  with  fixation  of  the  foot  or  leg  is  the 
primary  cause.  The  symptoms  dep>end  upon  the 
severity  of  the  injury. 

When  localized  tenderness  is  apparent  over  the 
cartilage  the  possibility  of  injury  must  be  kept  in 
mind.  In  cartilage  injury  local  tenderness  and 
limitation  of  full  extension  are  signs  of  importance. 
In  crucial  ligament  injuries  rotation  and  forward 
and  backward  motion  of  the  knee  joint  are  increased. 
In  cases  of  mild  injuries  the  treatment  is  non- 
op)erative.  Fixation  of  the  joint  until  tenderness 
and  pain  have  disappieared  is  all  that  is  necessary. 
Op>erative  treatment  is  advised  only  when  the 
diagnosis  is  confirmed  by  examination,  X-ray,  or  a 
history  of  rep)eated  attacks. 

A  vertical  3-in.  incision  is  made  directly  up)on 
the  injured  cartilage.  The  knee  is  best  explored  in 
the  right-angle  position.  A  hook  is  introduced  and 
the  fractured  or  dislocated  cartilage  is  withdrawn. 
When  the  diagnosis  is  not  wholly  clear,  the  split 
patella  op>eration  is  advised  for  exploration.  The 
postoperative  treatment  consists  in  splinting  poste- 
riorly and  the  removal  of  the  splint  daily  for  exercise. 
After  the  seventh  day  the  splint  is  discarded  and 
the  patient  forced  to  use  the  limb. 

Injury  to  the  tibial  spine  is  relatively  rare, 
although  in  many  cases  of  dislocation  of  the  knee  the 
tibial  spine  is  avulsed.  Prolonged  rest  effects  a  cure 
in  most  cases. 

Loose  bodies  in  the  knee  joint  are  due  to  disease 
or  trauma.  They  may  be  solitary  or  multiple.  The 
diseases  giving  rise  to  them  are  rheumatoid  arthritis, 
osteo-arthritis,  Charcot's  joint,  some  neuropathies, 
and  osteochondritis.  The  symptoms  are  pain, 
synovitis,  weakness,  and  slipping  or  locking  followed 
by  re-effusion.  The  X-ray  may  fail  to  reveal  the 
condition  unless  oxygen  is  injected  into  the  joint. 
The  treatment  is  operative.    John  Mitchell,  M.D. 

B6rard,  L.:  The  Treatment  of  Vicious  Ankylosis 
of  the  Knee  Due  to  Tuberculous  Tumor  in  the 
Adult  (Traitement  des  ankyloses  vicieuses  du  genou 
cons6cutive  k  la  tumour  blanche  chez  Taduite). 
Rev.  de  chir.,  Par.,  1921,  xl,  503. 

In  an  exp)erience  of  twenty-five  years  Berard  never 
saw  a  case  of  tuberculosis  of  the  knee  with  a  fungoid 
osseous  and  synovial  lesion  and  with  or  without 
suppuration  which  was  cured  by  conservative  meth- 
ods if  the  patient  was  older  than  18  years.  He  does 
not  wish  to  say  that  resection  should  be  done  in 
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every  case  of  proved  tuberculosis  of  the  knee  in  the 
adult,  but  believes  it  is  indicated  when,  after  a  fair 
trial  of  conservative  methods  for  four  to  six  months, 
there  is  no  definite  improvement  and  the  patient  has 
almost  reached  his  full  growth.  The  technique 
recommended  is  very  similar  to  that  of  Oilier. 

Berard,  like  the  majority  of  French  surgeons, 
performs  the  resection  without  the  previous  applica- 
tion of  an  Esmarch  band.  Haeraostasis  is  effected 
following  the  section  of  the  vessels,  and  the  wound  is 
closed  without  drainage.  The  limb  is  immobilized 
in  a  plaster  cast  for  forty-five  days,  and  for  two 
months  longer  a  plastic  canvas  protective  cover  is 
worn,  the  patient  during  this  time  walking  with  the 
aid  of  crutches. 

Eight  cases  of  vicious  ankylosis  of  the  knee  due  to 
tuberculosis  have  been  treated  by  Berard  during  the 
past  ten  years.  The  patients  were  all  more  than  17 
years  of  age,  and  the  results  in  all  of  the  cases  were 
nearly  the  same.  On  getting  up  at  the  end  of  sixty 
days  the  patient  was  able  to  resume  walking  almost 
immediately.  At  the  end  of  the  fourth  month  he 
was  fitted  with  an  orthopedic  shoe  having  a  metal 
bar  extending  to  the  mid-thigh.  In  some  cases  this 
was  worn  for  a  year  but  in  others  an  ordinary  high- 
heeled  shoe  was  worn  at  the  end  of  the  sixth  month. 
Two  of  the  patients  are  now  working  at  farming. 
In  no  case  has  there  been  any  lesion  necessitating 
further  operation,  and  with  the  exception  of  two 
cases  which  were  operated  upon  ten  months  ago,  the 
cures  date  from  one  to  nine  years.  The  amount  of 
shortening  ranges  from  4  to  7  cm.,  depending  upon 
the  age  of  the  lesion,  the  patient's  age  at  which  it 
developed,  and  the  degree  of  atrophy  of  the  affected 
Hmb.  In  three  cases  there  were  more  or  less  quies- 
cent tuberculous  lesions  in  the  synovia  and  the  bony 
extremities  of  the  joint  at  the  time  of  operation  and 
therefore  the  ankylosis  was  not  complete.  In  the  five 
other  cases  complete  ankylosis  had  been  established 
for  several  years. 

In  cases  of  incomplete  ankylosis  the  method  of 
resection  should  be  the  same  as  that  used  in  cases  of 
tuberculous  tumor  in  the  process  of  evolution.  In 
cases  of  old  and  sohd  ankylosis  a  cuneiform  and 
trapezoid  osteotomy  should  be  done  without  effort 
to  seek  the  articular  space.  If  the  resection  is  too 
economical,  a  second  operation  wiU  be  necessary 
because  of  the  retraction  of  the  soft  parts. 

W.  A.  Brenn.an. 

Weatherbe,    P.:     Cases   of   Infected    Knee   Joint 
Treated  by  Incision,  Drainage,  and  Movement. 

Lancet,  1921,  cci,  1271. 

When  a  diagnosis  of  septic  knee  joint  is  made, 
treatment  should  be  begun  at  the  earliest  possible 
moment.  This  should  consist  of  free  op>ening  of 
the  joint  by  lateral  incisions,  4  to  6  in.  long,  on  either 
side  of  the  patella  followed  by  thorough  irrigation, 
the  breaking  down  of  all  adhesions,  manipulation 
by  full  flexion  and  extension,  the  introduction  of 
several  rubber  drainage  tubes,  the  appHcation  of 
wet   boric  lint   covered  with  oiled  silk,  and  the 


establishment  of  continuous  drainage  of  the  joint 
by  capillary  action.  The  dressing  should  be  changed 
once  a  day  with  removal  of  the  tubes  and  irrigation, 
full  flexion,  and  extension  of  the  joint. 

This  treatment  should  be  repeated  daily  until  the 
wounds  are  healed.  Failure  will  occur  if  any  of  the 
details  are  not  observed;  that  is,  if  the  incisions  are 
not  large  enough,  if  the  joint  is  not  fully  flexed  each 
day,  or  if  the  dressings  are  not  kept  wet  or  are  dis- 
continued before  the  wound  has  thoroughly  healed. 
The  changing  of  dressings  and  the  movement  of  the 
joint  are  comparatively  painless.  This  method  of 
treating  septic  knee  joints  apparently  gives  the  best 
prognosis  as  regards  both  life  and  function. 

J.  I.  Mitchell,  M.D. 

Ober,  F.  R. :  Immobilization  Treatment  of  Septic 
Knee  Joints.   /.  Orthop.  Surg.,  1921,  n.  s.,  iii,  689. 

This  article  is  based  on  about  100  war  cases. 
Although  mobUization  treatment  is  ideal,  it  has  its 
limitations:  it  must  be  begun  very  early,  the  joint 
must  be  capable  of  active  function,  and  the  care  of 
the  case  must  be  entrusted  to  only  well-trained  nur- 
ses or  orderlies.  It  is  therefore  necessary  in  some 
instances  to  fall  back  on  the  immobilization  method. 

In  the  cases  reviewed  the  knees  were  immobilized 
on  Thomas  splints  at  an  angle  of  about  160  degrees, 
this  amount  of  flexion  giving  greater  comfort  than 
complete  extension.  Traction  was  appUed  to  the  leg 
and  suspension  secured  in  a  Balkan  frame  or  bed 
cradle.  Dressings  were  done  without  bandaging. 
Passive  motion  was  avoided  because  it  was  always 
followed  by  a  rise  in  the  temperature.  Irrigation 
was  abandoned  because  it  always  caused  a  relapse. 
Carrel-Dakin  treatment  was  tried  but  this  method 
also  was  given  up  as  it  did  not  hasten  progress. 
Cases  dressed  every  day  did  not  progress  so  well  as 
those  dressed  less  frequently.  Operations  were  re- 
duced to  the  minimum  as  synovial  membrane  is 
usually  able  to  take  care  of  itself  if  given  a  chance, 
frequent  operations  under  anaesthesia  reduce  the 
patient's  resistance,  and  often  all  that  is  necessar>'  is 
a  simple  incision  at  the  most  prominent  or  dependent 
part  of  the  pus  pocket  and  the  insertion  of  a  tube. 

The  article  is  concluded  with  the  following  sum- 
mary: 

1 .  Mobilization  will  not  always  replace  immobiliza- 
tion as  there  are  many  cases  in  which  mobilization 
is  contra-indicated. 

2.  Careful  attention  to  minor  details  in  the  adjust- 
ment of  the  splint  and  in  bed  nursing  increases  the 
patient's  comfort  and  resistance. 

3.  A  bent  Thomas  spUnt  is  more  comfortable  than 
a  straight  one  and  more  easily  managed. 

4.  Slackness  and  carelessness  will  always  be  fol- 
lowed by  disaster. 

5.  Surgical  interference  should  be  gentle  and  pre- 
cise. 

6.  Passive  manipulation,  irrigation  at  the  time  of 
dressing,  and  frequent  changing  of  dressings  tend  to 
prolong  the  septic  condition. 

William  A.  Clark,  M.D, 
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Orr,  T.  G.:    A  Technique  for  Leg  Amputation. 

Ann.  Surg.,  1921,  Ixxiv,  633. 

The  author  offers  a  technique  of  amputation 
devised  to  eliminate  tender  scars,  ulcers,  and 
sensitive  neurom3.ta. 

Long  anterior  and  short  posterior  flaps  are  made. 
The  resulting  scar  is  thus  posterior  and  free  from 
attachment  to  the  bone.  The  deep  fascia  is  included 
in  the  anterior' flap. 

The  posterior  flap  is  quite  short  and  is  dissected 
free  only  a  short  distance  from  the  cut  end  of  the 
bone.  The  muscles  are  divided  2  or  3  cm.  below  the 
tibial  end.  The  fibula  is  cut  i  cm.  shorter  than  the 
tibia.  The  periosteum  is  removed  o .  5  cm.  above  the 
cut  ends  and  the  marrow  scooped  out.  Sharp 
bone  edges  are  smoothed  with  a  rasp.  The  nerves 
are  freed,  drawn  out  as  far  as  possible,  and  injected 
with  absolute  alcohol.  The  nerve  is  then  divided 
just  below  the  injected  area. 

The  entire  muscle  mass  is  grouped  by  means  of  a 
chromic  pursestring  over  the  anterior  beveled 
portion  of  the  tibia.  Muscle  flaps  are  not  made. 
The  posterior  fascial  flap  is  sutured  over  the  stump. 
The  anterior  fascial  flap  is  then  drawn  backward 
and  sutured  so  that  two  layers  of  fascia  cover  the 
stump.  The  skin  is  closed  and  a  small  drain  placed 
beneath  the  flaps.  John  Mitchell,  M.D. 

Noall,  W.  P. :  The  Treatment  of  Neglected  Cases  of 
Glub-Foot.   Brit.  M.  J.,  1921,  ii,  1109. 

Talipes  equinovarus,  a  most  frequent  deformity 
following  infantile  paralysis,  is  characterized  by 
shortening,  atrophy,  coldness,  and  bluish  discolor- 
ation of  the  affected  limb.  The  heel  is  raised  with 
the  foot  inverted  and  adducted.  There  is  prominence 
of  the  head  of  the  astragalus  on  the  dorsum  of  the 
foot  with  moderate  comf>ensatory  scoliosis  which 
disappears  when  the  patient  is  lifted  up.  The  pa- 
tient walks  on  the  outer  border  of  the  foot,  and  this 
may  cause  inward  rotation  of  the  lower  leg.  The 
treatment  is  as  follows: 

The  tense  plantar  fascia  and  inferior  and  internal 
portions  of  the  astragaloscaphoid  capsule  and  the 
long  and  short  plantar  ligaments  are  divided.  The 
foot  is  stretched  as  much  as  possible  The  astraga- 
lus is  exposed  by  an  incision  over  its  inner  side.  The 
periosteum  and  ligamentous  capsule  are  separated, 
and  the  head,  part  of  the  neck,  and  the  adjacent  sur- 
face of  the  scaphoid  are  removed  with  a  sharp  chisel. 
The  adjacent  surfaces  of  the  calcaneocuboid  joint 
are  then  removed.  Sections  of  the  mediotarsal 
joint  are  cut  away  in  order  to  overcome  the  varus 
deformity,  and  the  wounds  are  closed.  In  some  cases 
it  may  be  necessary  to  transplant  a  strong  tibialis 
anticus  to  the  dorsal  surface  of  the  cuboid  to  make 
it  an  inverter  of  the  foot.  The  tendo  achillis  is 
lengthened  by  a  Z-shaped  incision  and  the  foot  held 
in  an  over-corrected  position  by  means  of  a  plaster 
cast  extending  from  above  the  knee  to  the  toes. 
After  six  weeks  the  cast  is  removed,  massage  is  be- 
gun, and  the  patient  is  measured  for  shoes  and  leg- 


irons.  The  foot  is  returned  to  the  cast  until  the 
braces  are  procured.  The  braces  should  have  a  stop 
joint  at  the  ankle  to  limit  plantar  flexion  though 
I>ermitting  dorsiflexion,  and  a  varus  T-strap  to  pre- 
vent the  return  of  the  varus  deformity.  Shorten- 
ing may  be  compensated  for  by  a  cork  sole. 

A  i>erson  with  talipes  calcaneocavus  walks  on  the 
back  of  the  heel.  The  foot  in  front  of  the  medio- 
tarsal joint  is  dropped  downward.  The  first  stage  of 
the  corrective  operation  consists  in  opening  the 
mediotarsal  joint  on  either  side  of  the  foot  and  remov- 
ing from  the  tarsus  a  wedge-shaped  piece  of  bone 
with  its  base  upward.  An  additional  varus  deform- 
ity is  corrected  by  removing  a  broader  external 
wedge,  and  a  valgus  deformity  by  removing  a  broad- 
er internal  wedge.  A  plaster  cast  is  applied  for  four 
or  five  weeks.  The  second  stage  of  the  operation 
consists  in  the  correction  of  the  calcaneus  deformity 
by  dividing  the  anterior  ligament  of  the  ankle  joint, 
shortening  the  tendo  achillis,  and  removing  a 
wedge  with  its  base  backward  from  the  back  of  the 
astragalus.  The  foot  is  then  held  in  an  over-cor- 
rected p>osition  by  means  of  a  plaster  cast.  Removal 
of  the  cast  in  six  weeks  is  followed  by  massage 
and,  if  necessary,  the  use  of  braces  with  a  T-strap. 

Talipes  plantaris  is  bilateral  and  may  be  caused 
by  the  wearing  of  short  shoes  or  by  neuritis  affecting 
the  extensor  muscles  of  the  foot  following  some  in- 
fectious fever  of  childhood.  The  treatment  is  the  same 
as  that  for  talipes  equinovarus.  The  author  has 
found  that  after  the  operation  the  affected  limb 
grows  more  quicklv  than  the  sound  one. 

R.  S.  Reich,  M.D. 

.Soule.  R.  £.:  The  Value  of  Bone -Pin  Arthrodesis 
in  the  Treatment  of  Flat-Foot.  /.  Am.  M.  Ass., 
1921,  Ixxvii.  1871. 

The  author  calls  attention  to  his  operation  for  the 
pronated  relaxed  flat-foot.  This  condition  com- 
prises from  70  to  80  per  cent  of  all  cases  of  flat-foot . 
and  is  the  most  diflicult  to  cure  permanently.  Over 
half  of  the  cases  are  of  congenital  origin. 

The  foot  and  leg  having  been  prepared  and  a 
tourniquet  applied  above  the  knee  to  insure  a 
bloodless  field,  the  astragaloscaphoid  joint  is  ex- 
posed through  a  skin  incision  from  \}/2  to  2  in.  long 
on  the  dorsum  of  the  foot,  along  the  course  of  the 
anterior  tibial  tendon.  The  astragaloscaphoid 
ligaments  are  dissected  away,  and  the  forefoot 
plantar  flexed  to  expose  the  joint  surfaces. 

With  the  author's  double  curved  osteotome,  ^ 
in.  wide  and  curved  to  conform  to  the  ovoid  of  the 
head  of  the  astragalus,  the  adjacent  joint  cartilages 
are  removed  from  the  astragalus  and  scaphoid  with 
preservation  of  the  normal  curved-surface  contact 
when  the  forefoot  is  restored  to  the  desired  relation 
to  the  leg.  At  the  distal  end  of  the  skin  incision  the 
mesial  projection  of  the  scaphoid  is  exposed.  The 
foot  being  held  by  an  assistant  in  its  corrected  posi- 
tion, a  drill  is  driven  through  the  mesial  projection 
of  the  scaphoid  into  the  head  of  the  astragalus  to  a 
depth  of  i}4  to  iK  in.,  depending  on  the  size  of  the 
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bones.  The  drill  is  then  disengaged  from  the  motor 
and  left  in  place  while  the  bone  pin  is  removed 
from  the  antero-Lnternal  surface  of  the  tibia  and 
shaped  to  fit  the  drilled  hole.  The  foot  is  again 
securely  held  in  position  while  the  drill  is  removed 
and  the  bone  pin  substituted. 

The  skin  wound  is  closed  by  a  continuous  catgut 
suture  without  drainage.  Flat  dressings  are  covered 
by  a  flannel  bandage  from  the  toes  to  the  knee  and  a 
plaster-of- Paris  cast  applied  with  the  foot  at  a  right 
angle  to  the  leg.  Following  the  removal  of  the  cast 
at  the  end  of  four  weeks,  active  and  passive 
movements  are  instituted.  Light  weight-bearing  is 
begun  the  sixth  week,  and  after  the  eighth  week  full 
weight-bearing  is  allowed  with  caution  to  avoid 
over-fatigue  of  the  foot  and  leg.  Massage  and 
active  and  passive  e.xercise  are  continued  to  hasten 
the  restoration  of  muscle  tone. 


The  cases  the  author  reports  include  ten  treated 
in  1 91 5  (ages  7  to  36  years),  nine  cases  treated  in 

1916  (ages  6}4  to   56  years),  two  cases  treated  in 

1 91 7  (ages  9  and  35  years  respectively),  one  case 
treated  in  1919  (age  28  years),  three  cases  treated 
in  1920  (ages  12  to  35  years),  and  four  cases  treated  in 
192 1  (ages  12  to  45  years).  In  all,  thirty-eight  feet 
were  operated  upon. 

The  bone-pin  arthrodesis  was  done  to  relieve: 
(i)  the  disability  due  to  congenital  pronated  painful 
foot;  (2)  relapsing  rigid  fiat-foot;  (3)  osteo-arthritis 
of  the  feet  with  pronation;  (4)  rheumatic  arthritis  of 
the  feet  with  pronation;  (5)  valgus  foot  deformity 
due  to  infantile  paralysis  or  some  other  acquired 
permanent  paralytic  valgus  deformity;  (6)  pronated 
feet  of  mentally  defective  patients;  and  (7)  fracture 
of  the  midtarsal  bones  with  pain. 

F.  W.  CaRR OTHERS,  M.D. 
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Wider0e,  S.:  Intraspinal  Injection  of  Air  and  Its 
Diagnostic  Importance  in  Lesions  of  the  Spinal 
Cord,  Especially  Tumors  (Ueber  intraspinale 
Luftinjektion  und  ihre  diagnostische  Bedeutung 
bei  Rueckenmarksleiden,  besonders  bei  Geschwuel- 
sten).    Norsk  \f ag.  f.  Lcegevidensk.,  ig2i,]xx^i,  4gi. 

In  a  woman  39  years  of  age  there  developed  in  the 
course  of  one  and  one-half  years  the  symptoms  of 
a  tumor  of  the  spinal  cord  the  situation  of  which, 
according  to  the  best  neurological  authority,  was  at 
the  level  of  the  sixth  dorsal  vertebra.  November  24, 
1920  a  laminectomy  from  the  fourth  to  the  eighth 
dorsal  vertebra  was  performed  but  with  a  negative 
result.  The  patient  left  the  hospital  three  weeks 
later.  At  first  there  was  improvement  but  this  did 
not  continue. 

January  7,  1921,  the  patient  re-entered  the  hos- 
pital. The  site  of  the  tumor  was  then  believed  to  be 
at  the  level  of  the  eighth  cervical  and  first  dorsal  seg- 
ments. January  8,  an  intraspinal  injection  of  air  was 
given.  Sixty-seven  cubic  centimeters  of  spinal  fluid 
were  withdrawn  and  50  c.  cm.  of  air  injected  without 
any  subjective  difficulties.  The  roentgen  picture 
showed  a  considerable  accumulation  of  air  on  the 
upper  surface  of  the  brain  but  not  in  the  ventricles. 
A  picture  of  the  upper  part  of  the  column  showed 
no  air  in  the  spinal  canal.  After  eight  hours  there 
was  sudden  severe  pain  at  the  level  of  the  vertebra 
prominens  radiating  to  the  upper  portion  of  the 
breast  and  the  head,  chiefly  on  the  left  side.  These 
attacks  came  on  at  intervals  of  a  few  minutes  and 
lasted  from  three  to  four  hours.  January  12  a  lam- 
inectomy of  the  sixth  and  seventh  cervical  and  first 
dorsal  vertebrae  was  done.  The  operation  revealed 
a  bluish-red,  soft  tumor  i^  by  3^  cm.  in  size  on 
the  anterior  side  toward  the  left,  corresponding  to 
the  neurological  findings.  This  was  extirpated. 
Histologic  examination  showed  the  growth  to  be  a 
psammo-endothelioma.  Objective  and  subjective 
improvement  followed  the  operation. 


This  case  presented  difficulties  with  regard  to  the 
segmental  diagnosis  over  a  long  period.  Between 
the  operations,  however,  the  symptoms  developed 
so  quickly  that  in  the  second  examination  the  seg- 
mental diagnosis  could  be  made  with  fair  certainty. 
The  intraspinal  injection  of  air  was  very  helpful. 
This  method  of  examination  has  not  been  used 
before  in  cases  of  cord  tumors. 

The  injection  of  air  into  the  spinal  column  was 
first  performed  by  Dandy  of  Baltimore  in  order  to 
force  air  into  the  ventricles  and  subdural  space. 
The  author  has  used  the  method  in  ten  cases  of 
various  diseases  of  the  central  nervous  system.  The 
technique  employed  is  as  follows : 

Local  anaesthesia  is  induced  and  the  patient 
placed  generally  in  the  sitting  position  but  occasion- 
ally in  the  reclining  position  with  the  head  20  to 
30  degrees  higher  than  the  pelvis.  From  6  to  10 
c.  cm.  of  spinal  fluid  are  withdrawn  and  replaced 
by  3  to  5  c.  cm.  of  air  injected  at  intervals  until  the 
desired  amount  has  been  introduced  or  until  symp- 
toms appear  that  make  it  desirable  to  stop.  The 
needle  is  left  in  place  a  few  minutes  after  the  last 
impulsion  of  air  in  order  to  allow  any  possible  excess 
to  escape.  In  every  case  the  amount  of  fluid  removed 
is  greater  than  the  amount  of  air  introduced.  The 
examination  must  be  performed  slowly  and  with 
care.  Usually  it  consumes  about  half  an  hour.  On 
an  average,  70  c.  cm.  of  fluid  are  withdrawn  and 
47  c.  cm.  of  air  are  injected. 

On  the  basis  of  symptoms  caused  by  the  in- 
sufflation the  author  divides  his  cases  into  four 
groups: 

Group  I,  four  cases  in  which  there  were  changes 
of  hydrocephalic  nature  but  no  subjective  symp- 
toms. 

Group  2,  two  cases  in  which  there  was  pain 
associated  with  cerebral  symptoms,  humming  in 
the  ears,  headache,  and  bursting  pressure  in  the 
head. 
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Group  3,  a  case  of  cerebral  lues  and  a  case  of 
epilepsy.  In  the  first  case  there  were  radiating 
pains  in  the  legs  after  each  injection.  In  the  second, 
gradually  ascending  and  radiating  pains  followed 
each  injection.  When  less  than  3  c.  cm.  of  air  were 
injected  there  was  no  pain.  In  a  physiologically  or 
pathologically  narrowed  canal  the  air  in  its  ascent 
causes  radiating  pain  by  exerting  pressure  in  the 
narrow  parts.  , 

Group  4,  a  case  in  which  pain  developed  after 
several  hours  and  then  remained  constant  at  the 
level  of  the  vertebra  prominens  where  a  tumor  was 
found.  From  here  it  radiated  to  the  thorax.  After 
the  attacks  there  was  headache.  These  symptoms 
can  be  caused  only  by  the  injection  of  air;  they  are 
due  to  the  passage  of  the  air  through  a  narrow  area 
in  the  subdural  space. 

These  cases  show  that  the  intraspinal  injection  of 
air  may  be  valuable  as  an  aid  to  the  diagnosis  of 
narrowing  of  the  spinal  canal,  especially  that  due 
to  tumors  of  the  spinal  cord.         Koritzinsky  (Z). 

Elsberg,  G.  A.:  The  Diagnosis  and  Surgical  Treat- 
ment of  Tumors  in  Front  of  the  Spinal  Cord. 

Surg.,Gynec.  b'Obsl.,  1921,  xxxiii,  670. 

Tumors  growing  on  the  anterior  surface  of  the 
spinal  cord — whether  they  are  extradural  or  intra- 
dural— give  rise  to  symptoms  which  are  often  diffi- 
cult to  differentiate  from  those  of  intramedullary 
growths.  For  this  reason  surgical  interference  is 
often  delayed  until  marked  cord  symptoms  have 
appeared.  In  order  to  expose  and  remove  anterior 
tumors  the  surgeon  must  draw  the  cord  over  to  one 
side  after  he  has  performed  the  laminectomy  and 
incised  the  dura.  Even  when  the  manipulations  are 
carried  out  with  gentleness  and  care,  the  danger  of 
injury  to  the  delicate  cord  tissue  is  very  great. 

About  10  per  cent  of  extramedullary  spinal  tumors 
are  anterior  and  anterolateral  to  the  spinal  cord. 

The  author  describes  his  technique  in  the  removal 
of  these  tumors  and  emphasizes  the  fact  that  when  an 
anterior  tumor  is  extradural  the  transdural  approach 
will  endanger  the  cord  less  than  the  extradural 
approach.  Frederick  Christopiier,  M.D, 

Neuhof,  H.:  A  Large  Cervical  Cord  Tumor  with 
Slight  Sensory  Manifestations:  Laminectomy 
and  Radical  Excision  of  the  Tumor:  "Cure" 
Not  Complete  Two  Years  After  the  Operation. 

Surg.  Clin.  N.  Am.,  \g2i,\,  1699. 

The  patient,  a  man  47  years  old,  experienced 
stinging  pain  in  the  third,  fourth,  and  fifth  fingers  of 
the  left  hand  for  the  first  time  eight  months  previous- 
ly. This  was  followed  by  wasting  of  the  muscles  of 
the  forearm  and  shoulder,  stiffness  of  the  legs  and 
right  arm,  and  difficulty  in  urination. 

The  other  symptoms  and  signs,  which  included 
dilation  of  the  right  pupil,  nystagmoid  movements 
of  the  eyeballs,  increased  reflexes  in  the  legs,  and 
disturbance  of  sensation,  suggested  either  multiple 
or  amyotrophic  lateral  sclerosis  or  an  intramedullary 
spinal  cord  tumor.  To  exclude  the  latter,  operation 


was  advised.  Exploratory  laminectomy  in  cases  of 
advanced  spinal  cord  lesions  is  as  safe  as  an  ex- 
ploratory laparotomy  in  a  parallel  intra-abdominal 
condition.  It  is  of  little  use  to  remove  a  spinal  cord 
tumor  in  an  advanced  case  when  the  patient  is 
exhausted  and  debilitated. 

A  low  cervical  laminectomy  was  done  with  the 
patient  prone,  his  shoulders  at  the  edge  of  the  table, 
and  his  head  in  the  anajsthetist's  lap.  The  dura  was 
tense.  When  it  was  opened  there  was  a  gush  of 
spinal  fluid  and  the  tumor  came  into  view.  The 
author  considers  it  essential  to  have  a  clear  view  of 
a  cord  tumor  in  order  to  prevent  damage  to  the  cord 
in  its  removal.  He  believes  that  any  surgeon  who 
recognizes  this  necessity  and  the  fact  that  any 
trauma  to  the  cord  causes  permanent  injury,  and 
who  has  a  good  working  knowledge  of  neurology  is 
qualified  to  do  spinal  cord  surgery.  In  the  case 
reported  Neuhof  removed  the  arch  and  spine  of  the 
third  cervical  vertebra  as  well  as  of  the  fourth,  fifth, 
and  sixth  so  as  to  be  able  to  see  the  cord  beneath  and 
to  the  right  of  the  tumor. 

As  the  tumor  was  found  to  be  extramedullary, 
it  was  then  possible  to  draw  out  both  of  its  poles 
without  damage.  It  was  not  stripped  out  from 
beneath  the  capsule  because  of  the  tendency  to 
recurrence  when  this  is  done.  The  pedicle  of  the 
tumor  attached  to  the  cord  and  veins  was  cut  after 
ligation  of  the  veins  with  fine  silk.  To  control  the 
bleeding  in  the  tortuous  mass  of  veine  a  bit  of 
muscle  from  the  margin  of  the  wound  was  held  in 
place  over  the  oozing  area  with  the  gloved  finger; 
immediate  ha:mostasis  resulted.  The  cord  was 
found  to  be  flattened  and  pushed  forward  and  to 
the  right.  The  dura  was  closed  with  fine  silk,  and 
the  other  layers  with  catgut.  A  posterior  molded 
plaster-of-Paris  splint  to  suppwrt  the  head  and  neck 
was  then  applied. 

The  tumor  measured  about  9  by  2  by  2 . 5  cm.,  and 
proved  to  be  an  endothelioma  with  cystic  and 
haemorrhagic  degeneration. 

The  postop>erative  convalescence  was  uneventful. 
There  was  no  change  in  the  reflexes  of  the  lower 
extremities,  nor  was  catheterization  necessary. 

Rapid  improvement  followed  the  operation  at 
first  but  the  symptoms  did  not  completely  disapp)ear. 
When  compression  has  persisted  for  several  months 
it  is  useless  to  expect  complete  recovery.  In  this 
case  pain  is  gone,  but  slight  atrophies  and  a  slightly 
spastic  gait  with  increased  reflexes  persist,  and  two 
years  after  the  operation  the  patient  is  able  to  do 
only  light  work.  M.\rcus  H.  Hobart,  M.D. 

Neuhof,  H,  :  A  Small  Extramedullary  Tumor  at 
the  First  Dorsal  Segment:  Vague  Localizing 
Signs:  Advanced  Paraplegia:  Previous  Opera- 
tion at  Another  Level:  Laminectomy  and 
Removal  of  the  Tumor:  Course  Uninfluenced 
by  Operation.  Surg.  Clin.  N.  Am.,  1921,  i,  1705. 

The  patient  was  a  man  62  years  of  age  who,  for 
five  years,  had  had  weakness  and  stiffness  of  the 
legs  and  spasticity  extending  up  the  entire  torso. 
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For  two  years  he  had  had  diflSculty  in  iirination  and 
constipation,  and  occasional  incontinence  of  the 
bowels.  Following  a  mid-dorsal  laminectomy  done 
two  years  before,  a  flattened  cord  was  foimd  and  a 
diagnosis  of  lateral  sclerosis  was  made. 

At  frequent  intervals  agonizing  contractions  of  the 
muscles  of  the  back,  chest,  or  lower  extremities 
occurred.  Disturbances  of  sensation  developed,  but 
were  irregular  and  although  a  cord  tumor  was 
diagnosed,  its  location  could  not  be  determined  for 
three  months.  At  the  end  of  that  time  an  ill-defined 
belt  of  hyperalgesia  referable  to  the  third  or  fourth 
dorsal  segment  and  a  strip  of  diminished  sensation 
in  the  right  forearm  and  hand  (first  dorsal  segment) 
were  made  out. 

A  laminectomy  was  done  at  the  second  and  third 
dorsal  vertebrae  but  only  so-called  "varicose  veins 
of  the  cord"  were  found.  The  author  does  not 
believe  that  these  cause  trouble  unless  there  is 
definite  compression  of  the  cord.  A  first  dorsal 
laminectomy  was  therefore  done,  but  not  until 
the  seventh  cervical  spinous  process  was  removed 
was  the  lower  end  of  the  tumor  exposed.  When 
part  of  the  sixth  posterior  arch  was  removed,  a 
dense  gray  tumor  measuring  i  by  i>^  cm.  and 
deeply  embedded  in  the  right  lateral  and  anterior 
surfaces  of  the  cord  w^as  seen.  As  only  relief  of  the 
symptoms  could  be  hoped  for,  the  tumor  w-as 
sheUed  out  within  the  capsule  by  blunt  dissection 
away  from  the  cord.  Bleeding  was  controlled  by 
pressure.  The  depression  showed  no  tendency  to  fill 
in.    The  wound  was  closed  in  layers.    Microscopic 


examination  showed  the  tumor  to  be  a  psammoma. 
There  was  no  improvement  following  the  oi)eration, 
and  death  occurred  six  weeks  later,  apparently  as 
the  result  of  pyelonephritis. 

Marcus  H.  Hobart,  M.D. 

Neuhof ,  H. :  Endothelioma  of  the  Conus  and  Cauda 
Ek^uina:  Difficulties  in  the  Diagnosis:  Lami- 
nectomy and  Removal  of  the  Tumor:  Rapid 
Improvement   with   Return  of  the   Reflexes. 

Surg.  Clin.  N.  Am.,  1921,  i,  1687. 

The  author  reports  a  case  characterized  by  almost 
constant  pain  in  the  lower  limbs;  occasional  in- 
continence of  urine  and  faeces;  loss  of  power  in  the 
legs,  more  pronounced  on  the  left  side;  spasticity; 
bilateral  complete  drop-foot;  absence  of  the  knee 
jerks;  a  decrease  in  the  AchUles  reflexes;  a  tendency 
to  ankle  clonus,  more  marked  on  the  left  side;  and 
a  bilateral  Babinski  phenomenon. 

The  X-ray  showed  marked  spondylitis  of  the 
lower  dorsal  and  lumbar  vertebrae  w^ith  well- 
developed  osteophytes.  Neuhof  emphasizes  the 
point  that  the  X-ray  demonstration  of  the  results  of 
arthritis  of  the  vertebral  column  over  an  area  be- 
lieved to  be  the  site  of  a  tumor  should  not  quiet  the 
suspicion  of  a  spinal  cord  tumor.  At  operation  in 
the  case  reported  a  tumor  was  found  whose  capsule 
was  attached  to  the  roots  of  the  cauda  equina.  After 
a  difiicult  dissection  it  was  removed  with  the  ex- 
ception of  a  narrow  strip  of  capsule  left  attached 
to  the  roots  of  the  cauda.  The  patient  made  an 
excellent  recovery.     Frederick  Christopher,  M.D. 
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Ott,  W.  O. :  The  Treatment  of  Sciatica.    Minnesota 
Med.,  1921,  iv,  718. 

The  author  discusses  the  treatment  of  sciatica 
by  the  removal  of  foci  of  infection  and  epidural  in- 
jections of  saline  solution  containing  novocaine. 
His  study  included  thirty-four  cases  treated  at  the 
Alayo  Clinic  since  1918.  In  the  greater  number  of 
cases  the  condition  is  probably  the  result  of  an 
infectious  process  involving  either  the  roots  or  the 
ganglia.  Hypersensitiveness  of  the  roots  outside  of 
the  dura  or  of  the  ganglia  was  indicated  by  the 
fact  that  during  the  injection  into  the  epidural 
space  pain  always  occurred  down  the  sciatic  dis- 
tribution on  the  affected  side,  but  never  on  the  well 
side.  This  pain  was  apparently  due  to  pressure 
exerted  by  the  fluid  on  the  roots  or  ganglia  as  it 
was  shown  by  laminectomy  following  the  injection 
of  methylene-blue  into  the  epidural  space  of  a  fresh 
cadaver  that  the  colored  fluid  came  into  contact 
only  with  the  roots  and  the  ganglia  and  did  not 
pass  beyond. 

Of  the  thirty-four  patients  whose  cases  are  re- 
viewed, nine  (27  per  cent)  were  completely  and 
permanently  relieved,  fourteen  (40  per  cent)  were 
partially  relieved,  and  eleven  (33  per  cent)  ap- 
parently received  no  benefit  whatever.   Thirty-one 


patients  obtained  temporary  relief  for  two  to  four- 
teen days. 

In  some  of  the  cases  in  which  the  condition  was 
relieved  foci  of  infection  were  demonstrated  and 
removed,  while  in  others  no  foci  were  demonstrated 
or  removed. 

Tees,  F.  J.:    The  Treatment  of  Peripheral  Nerve 
Injuries.     Surg.,  Gynec.  6*  Obst.,  1921,  xxxiii,  641. 

The  author  states  that  he  has  an  increasing  belief 
in  the  ability  of  a  damaged  nerve  to  restore  itself  if 
given  the  opportunity.  The  importance  of  pre- 
operative care  is  emphasized:  viz.,  massage  and 
electrical  treatment  of  paralyzed  muscles  to  prevent 
degenerative  changes,  mobilization  of  joints  fixed  or 
apt  to  become  fixed,  and  careful  splinting  to  pre- 
vent the  paralyzed  muscles  from  becoming  stretched 
by  the  constant  pull  of  their  antagonists. 

Of  a  large  number  of  war  injuries  to  nerves  ob- 
served by  Tees  only  one  in  four  was  referred  for 
operation.  The  great  majority,  including  some 
which  at  first  suggested  complete  interruption, 
recovered  without  interference.  In  the  cases  op- 
erated upon,  fascial  wraps  were  not  used  and,  as  far 
as  possible,  the  suture  line  was  left  in  its  natural 
site,  an  intermuscular  or  subcutaneous  plane. 
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Freeing  is  justifiable  if  it  restores  a  nerve  that  is 
fairly  uniform,  soft,  and  supple,  and  especially  if 
there  is  response  to  weak  faradic  stimulation.  The 
absence  of  the  latter,  however,  does  not  necessarily 
indicate  resection  and  suture.  The  interstitial 
neuroma  presents  a  special  problem,  and  the  de- 


cision as  to  section  must  be  based  on  the  conditions 
of  the  particular  case. 

In  the  treatment  of  nerve  injuries  the  dictum  of 
Tinel  that  a  good  suture  is  far  better  than  a  poor 
liberation  should  be  borne  in  mind. 

Frederick  Christopher,  M.D. 


MISCELLANEOUS 


CLINICAL  ENTITIES— GENERAL  PHYSIO- 
LOGICAL DISORDERS 

Sherk,  H.  H. :    Epidermoid  Cysts.    Surg.,Gynec.  br 

ObsL,  1921,  xxxiii,  494. 

These  cysts  are  seldom  recognized  by  operators 
as  pathologic  entities.  They  are  of  frequent  occur- 
rence although  until  recent  years  the  literature  con- 
cerning them  was  rather  scant.  Some  are  undoubt- 
edly traumatic  in  origin  and  many  others  are  con- 
genital. Their  walls  show  some  or  all  of  the  elements 
of  the  epiderm.  They  are  differentiated  from  seba- 
ceous cysts  by  the  absence  of  an  opening  and  the 
character  of  their  contents.  The  pearly  luster  of 
their  contents  is  one  of  their  most  noteworthy  and 
constant  characteristics.  They  contain  no  micro- 
organisms. The  absence  of  sebaceous  cells  and, 
almost  invariably,  of  fats  can  generally  be  demon- 
strated by  osmic  acid  stains.  Their  contents  do  not 
dissolve  in  ether.  The  skin  overlying  these  cysts  as 
a  rule  shows  enlarged  and  dilated  capillaries.  Epi- 
dermoid cysts  are  not  flattened  like  sebaceous  cysts 
and,  also  unlike  the  latter,  cannot  be  changed  in 
shape.  John  D.  Ellis,  M.D. 

Wieting,  J.:  Wound  Shock  (Traumatic  Shock)  and 
the   Conditions   Caused    by   It   After    Injury 

(Ueber  den  Wundschlag  (traumatischem  Schock) 
und  von  ihm  zuscheidende  Zustaende  nach  Verletz- 
ungen).    Ergebti.  d.  Chir.  u.  Orthop.,  1921,  -xiv,  617. 

There  are  two  stages  of  wound  shock.  In  the 
first,  consciousness  is  maintained  but  sf)eech  is 
weak  and  husky.  Commands  are  correctly  under- 
stood, even  though  they  are  not  always  obeyed. 
The  sensibility  of  the  skin  is  diminished  and  pro- 
tective motions  are  carried  out  tardily.  The  pe- 
ripheral pulse  is  small  but  tense.  The  blood  pressure 
is  not  lowered,  but  rather  slightly  raised,  and  the 
pulse  sequence  is  rhythmical.  The  heart  tones  are 
less  audible.  The  respiration  is  usually  regular  but 
shallow  and  often  hardly  perceptible.  The  axillarv' 
temperature  is  lowered.  This  first  stage  lasts  only  a 
few  moments.  It  is  then  followed  by  recovery, 
death,  or,  as  is  usually  the  case,  it  changes  to  the 
second  stage,  the  stage  of  collapse.  This  stage  may 
last  several  hours  or  even  days  and  may  be  followed 
by  death  resulting  from  increasing  cardiac  weakness 
or  by  slow  recovery. 

The  stage  of  collapse  as  compared  with  the  first 
stage  shows  the  signs  of  relaxation  of  the  vascular 
system.  The  blood  pressure  sinks.  The  sensory 
apparatus  remains  clear.     Both  stages  of  wound 


shock  vary  considerably  in  their  duration  and 
severity.  For  this  reason  the  first  stage  is  frequently 
overlooked.  In  the  final  stage  the  entire  pathologic 
picture  is  that  of  a  severe  vascular  crisis. 

The  author  reviews  the  historical  development  of 
the  various  theories  regarding  wound  shock. 
Experimental  studies  on  animals  cannot  explain  this 
condition  correctly  as  the  external  factors  cannot 
be  reproduced.  The  condition  called  "operative 
shock"  is  more  like  collapse.  We  can  speak  of 
operative  shock  only  when  a  factor  equivalent  to 
an  intensive  trauma,  such  as  high  division  of  the 
sciatic  nerve  which  exerts  a  powerful  centripetal 
reflex  effect,  has  played  an  imjxjrtant  part.  The 
danger  of  amputation  of  the  thigh  can  be  consider- 
ably diminished  by  blocking  the  sensory  path  by 
spinal  analgesia. 

The  effect  of  cold  upon  the  pleura  may  cause 
operative  shock.  The  greater  frequency  of  wound 
shock  in  the  recent  war  as  compared  with  former 
wars  was  due  mainly  to  the  larger  ammunition 
used.  In  addition  to  the  gross  action  of  force,  other 
factors  also  are  effective,  such  as  the  effect  uf)on  the 
ear,  the  labyrinth,  and  the  brain,  changes  in  the  air 
pressure,  and  the  effect  upon  the  psyche. 

The  author  discusses  in  detail  the  processes  oc- 
curring in  the  body  during  wound  shock  and  its 
symptoms.  He  again  emphasizes  the  fact  that  un- 
complicated wound  shock  is  essentially  a  vascular 
crisis  produced  through  the  sensory  centripetal 
nerves  and  passing  to  the  sympathetic  system  or 
even  to  the  spinal  cord  through  the  sympathetic 
fibers.  The  clinical  symptoms  are  explainable  as  a 
purely  vasomotor  syndrome.  The  period  of  relaxa- 
tion is  preceded  by  a  more  or  less  pronounced  period 
of  stimulation  in  which  the  blood  pressure  is  slightly 
increased  and  the  pulse  is  small  and  slightly  re- 
tarded. The  period  of  stimulation  is  soon  followed 
by  paralysis  of  the  vasomotors  or  there  may  be 
marked  lowering  of  their  tonus  and  as  a  result  a 
fall  in  the  blood  pressure  and  acceleration  of  the 
pulse.  The  temperature  falls.  There  is  never  a  true 
dyspncEa.  Persistence  of  consciousness  even  in  the 
most  severe  cases  is  pathognomonic  of  wound  shock. 
Local  wound  shock,  occurring  only  in  individual 
parts  of  the  body  as  a  result  of  local  concussion  of 
the  peripheral  nerves,  is  an  intermediate  state  and 
sometimes  a  state  of  transition  to  general  wound 
shock.  The  collapse  of  wound  shock  is  due  to  the 
vasomotor  relaxation.  Severe  wound  shock  sets  in 
immediately  after  the  injury  and  is  very  often 
fatal. 
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There  is  no  free  interval  between  the  injurj^  and 
the  symptoms. 

The  dififerential  diagnosis  between  haemorrhage 
and  collapse,  fatty  embolism,  tissue  embolism, 
autotoxaemia,  air  embolism,  infection,  drug  in- 
toxication, concussion  of  the  brain,  syncope,  and 
wound  shock  are  discussed.  When  wound  shock 
leads  to  death  slowly,  the  moment  at  which  the 
vital  functions  cease  can  be  determined  only  with 
diflSculty.  If  the  shock  is  followed  by  recovery,  it  is 
preceded  by  a  stage  of  erethrism. 

There  is  no  prophylaxis.  Rest  is  the  main  re- 
quisite in  the  treatment.  Fresh  air,  and  if  necessar\% 
the  artificial  administration  of  oxygen  are  of  con- 
siderable therapeutic  value.  The  application  of 
heat  is  a  life-saving  measure.  Rapid  equalizing 
of  the  distribution  of  the  blood  by  lowering  the 
head  and  the  upper  parts  of  the  body  has  a  good 
effect.  The  overloading  of  the  heart  by  sub- 
cutaneous or  intravenous  infusion  of  physiological 
salt  solution  is  not  without  danger.  A  better  effect 
is  obtained  by  means  of  repeated  smaller  intraven- 
ous infusions  of  200  to  300  c.  cm.  of  0.9  per  cent 
salt  solution  containing  30  drops  of  digipuratum 
and  20  drops  of  adrenalin  at  a  temperature  of  44 
degrees.  Pituitrin  has  a  more  lasting  effect  than 
adrenalin.  In  drug  therapy,  excitants  are  contra- 
indicated  during  the  stage  of  stimulation.  If  the 
vasomotor  paralysis  is  pronounced,  remedies  stim- 
ulating the  heart,  especially  strychnin,  camphorated 
oil,  caffein,  and  alcohol,  are  indicated.  No  remedy 
should  be  used  which  wiU  cause  restlessness  of  a 
patient  suffering  from  collapse. 

Operation  is  an  additional  injury  to  the  organism 
and  is  indicated  only  when  there  would  be  danger  to 
life  without  it.  In  general,  operation  is  done  only 
after  collapse  has  passed  off.  Chloroform  should 
not  be  employed  for  the  induction  of  anaesthesia. 
Wieting  recommends  lumbar  analgesia  and,  if 
necessary,  the  use  of  ethyl  chloride. 

VON  LOBMZYER  (Z) . 

SERA,  VACCINES,  AND  FERMENTS 

Rosenow,  E.  C. :  The  Treatment  of  Poliomyelitis 
with  Immune  Horse  Serum.  Minnesota  Med., 
1921,  iv,  588. 

The  author  reports  the  results  of  various  physicians 
who  treated,  in  all,  128  patients  with  poliomyelitis 
with  his  immune  horse  serum,  chiefly  during  July, 
August,  and  September  of  1918  and  1919. 

There  was  a  history  of  exposure  in  eleven  cases. 
In  ten  instances  there  was  more  than  one  case  in  a 
family,  and  in  forty-five  there  were  other  cases  in 
the  same  community.  Forty-one  cases  were  sporadic. 
Abnormal  conditions  were  found  around  the  teeth  in 
nine  cases,  infected  and  enlarged  tonsils  in  thirty- 
seven,  excessive  adenoid  tissue  in  twenty-two,  and 
enlarged  cervical  glands  in  twenty-four. 

Intravenous  injections  of  the  serum  were  given  in 
eighty-eight  cases,  intramuscular  injections  in  thirty- 
eight,  intravenous  and  intramuscular  injections  in 


twelve,  and  intraspinal  and  intramuscular  injections 
in  three.  The  total  number  of  intravenous  injections 
was  117,  and  the  total  number  of  intramuscular 
injections,  103.  A  spinal  puncture  was  done  in  all 
cases  preliminary''  to  injection. 

Group  i.  Patients  with  no  paralysis  at  the  time 
of  serum  treatment.  None  of  the  twenty-three  pa- 
tients in  this  group  died.  One  patient  developed 
slight  paralysis  which  later  disappeared.  Twenty- 
two  patients  showed  an  almost  immediate  beneficial 
effect  of  the  serum,  evidenced  by  lessening  of  the 
temperature,  the  pulse  rate,  and  the  stiffness  and 
rigidity  of  the  muscles  of  the  neck  and  back,  and  by 
drowsiness.  The  average  duration  of  the  disease  at 
the  time  of  the  first  injection  was  i .  5  days,  the 
average  cell  count  in  twelve  cases  was  105,  the 
average  age  5  years,  the  average  total  amount  of 
serum  22  c.cm.,  and  the  average  amount  of  spinal 
fluid  withdrawn  9  c.cm. 

Group  2.  Patients  with  slight  paralysis  at  the  time 
of  serum  treatment.  This  group  included  twenty- 
seven  patients.  There  were  no  deaths.  All  of  the  pa- 
tients recovered  except  one.  Twenty-five  showed 
beneficial  results  of  the  serum  at  once,  while  in  two 
cases  in  which  the  serum  was  given  the  third  and  fifth 
days  of  the  disease,  it  appeared  to  have  no  effect.  The 
average  duration  of  the  disease  at  the  time  of  the 
first  injection  was  2 . 5  days,  the  average  cell  count  in 
seventeen  cases  69,  the  average  age  6.7  years,  the 
average  total  dosage  28  c.cm.,  and  the  average 
amount  of  spinal  fluid  withdrawn  18  c.cm. 

Group  3.  Patients  with  advanced  paralysis  at  the 
time  of  serum  treatment.  Six  of  the  seventy-eight  pa- 
ients  in  this  group  died.  Nineteen  recovered  with  re- 
sidual paralysis ;  forty-one  recovered  completely.  The 
late  results  in  twelve  cases  are  not  known.  Early 
good  effects  were  noted  in  forty-four.  Doubtful  or 
no  apparent  effects  were  noted  in  nineteen.  The 
average  duration  of  the  disease  at  the  time  of  first 
injection  was  6.3  days,  the  average  cell  covmt  in 
thirty-nine  cases  113,  the  average  age  8.4  years,  the 
average  dosage  37  c.cm.,  and  the  average  amount  of 
spinal  fluid  withdrawn  37  c.cm. 

Of  the  six  patients  who  died,  one  received  the  firs' 
dose  of  serum  on  the  third  day,  throe  on  the  fourtl 
day,  one  on  the  sixth  day,  and  one  on  the  ninth  day. 
Respiratory  involvement  was  already  present  at  the 
time  of  the  first  injection  in  four  cases,  complete 
paralysis  of  the  extremities  in  one,  and  almost  com- 
plete paralysis  in  one.  The  amount  of  serum  varied 
from  5  to  130  c.cm. 

The  average  time  of  treatment  in  the  cases  of 
patients  who  recovered  was  4 . 6  days  after  the  onset 
of  symptoms,  while  in  the  cases  of  those  who  died  it 
was  ten  days. 

The  mortality  in  the  entire  group  was  4.7  per 
cent.  Twenty  patients  showed  residual  paralysis; 
ninety-one  had  early  benefit  from  the  serum; 
twenty-one  showed  no  good  effect.  The  average 
duration  of  the  disease  at  the  time  treatment  was 
instituted  was  4.6  days,  the  average  cell  count  102, 
the  average  age  7.4  years,  and  the  average  total 
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dosage  3  2  c.cm.  The  administration  of  serum  usually- 
caused  a  fall  in  the  temperature.  Following  the 
injection  of  the  serum  one  child  had  convulsions  and 
one  was  delirious,  but  both  recovered  without 
paralysis. 

The  earlier  the  serum  treatment  was  g^ven  the  more 
prompt  was  the  recovery.  The  outcome  in  the  cases 
treated  with  serum  with  regard  to  the  saving  of  life 
and  restoration  of  muscle  function  is  better  than  in 
those  not  so  treated.  Of  seventy-two  patients  not 
treated,  nineteen  (25  per  cent)  died  of  respiratory 
paralysis,  and  fourteen  had  varying  degrees  of 
paralysis.  W.  H.  Sprunt,  M.D. 

BLOOD 

Martens,  M.:  The  Ligation  of  Veins  in  Thrombo- 
phlebitic  Pyaemia  (Ueber  Venenunterbindungen 
bei  thrombophlebitischer  Pyaemie).  Arch.  f.  klin. 
Chir.,  1921,  cxvi,  720. 

At  the  192 1  Congress  of  Surgeons  the  author 
brought  up  the  still  disputed  question  of  ligation 
of  veins  in  thrombophlebitic  pya;mia.  The  most 
important  sites  of  suppurative  thrombophlebitis 
are  the  transverse  sinus  in  suppuration  of  the 
middle  ear  or  from  the  jugular  vein  outward;  the 
cavernous  sinus  in  furuncle  of  the  lip,  erysipelas, 
empyema  of  the  upper  jaw  and  frontal  sinuses,  and 
suppuration  of  the  orbits,  inflammation  of  the 
jugular  vein  from  the  cavernous  sinus  outward,  and 
occasionally  inflammation  of  the  tonsils;  the  portal 
vein  in  cholecystitis,  appendicitis,  haemorrhoids, 
etc.;  the  vena  cava  and  the  common  iliac  and  hypo- 
gastric veins  in  puerperal  pyaemia;  and  the  superficial 
or  deep  veins  of  the  extremities  in  suppuration  of 
the  extremities. 

The  frequency  of  thrombophlebitic  pyaemia  has 
been  markedly  decreased  by  greater  care  with  re- 
gard to  antisepsis  and  earlier  op)eration  in  cases  of 
furuncle  of  the  lip,  appendicitis,  cholecystitis,  etc., 
and  by  more  skillful  treatment  of  accidental 
wounds.  The  prognosis  of  pyaemia  is  poor. 

Treatment  with  drugs  (antipyretics,  preparations 
of  silver,  antistreptococcus  serum,  etc.)  is  quite 
useless.  Ligation  of  the  vein,  on  the  other  hand, 
improves  the  prognosis. 

In  discussing  the  history  of  ligation  of  veins  the 
author  states  that  Zeufal,  in  1880,  was  the  first  to 
perform  the  operation  in  thrombosis  of  the  trans- 
verse sinus.  Martens  has  ligated  the  jugular  vein 
in  ten  cases  of  this  kind,  in  some  of  them  secondarily 
when  the  fever  did  not  fall  after  an  operation  on  the 
antrum  and  opening  of  the  sinus.  Four  of  the  pa- 
tients died  of  previously  existing  meningitis,  meta- 
stases in  the  lungs,  or  brain  abscess.  Heine  has  re- 
ported thirty-six  cures  in  ninety  sinus  cases;  in 
six  the  vein  was  ligated.  Claus  obtained  a  cure  by 
operation  in  thirty  of  fifty-three  sinus  cases.  Of 
twenty-six  with  involvement  of  the  bulbus,  he 
cured  twelve  by  ligation  and  emptying  of  the  jugular 
vein.  Kissling  states  that  following  ligation  of  the 
vein  a  cure  results  in  75  per  cent  of  the  cases  while 


in  cases  not  treated  by  ligation  the  cures  average 
only  50  per  cent. 

Martens  does  not  operate  in  thrombosis  of  the 
cavernous  sinus.  In  pyaemia  secondary  to  chole- 
cystitis operation  is  impossible.  In  1909  Wilms 
ligated  the  efferent  veins  in  a  case  of  appendicitis, 
and  in  1913  Braun  ligated  the  ileocolic  vein  success- 
fully. Weil  also  obtained  good  results  in  one  case. 
On  the  other  hand,  Sprengel.  Martens,  and  Bruett 
operated  without  success.  Trendelenburg  in  1902 
cured  a  case  of  puerperal  pyaemia  by  ligating  the 
hypogastric  and  ovarian  veins,  and  another  case  in 
191 1  by  ligating  the  vena  cava  and  ovarian  veins. 
The  operation  has  since  been  jierformed  frequently. 
Venus  in  191 1  collected  115  cases  in  which  the 
mortality  was  66  per  cent.  Veit  succeeded  in  six 
cases  out  of  twenty,  Latko  in  ten  out  of  twenty- 
eight,  and  Brumm  in  five. 

The  author,  using  the  extraperitoneal  method, 
has  of)erated  in  eleven  cases  and  cured  seven.  In 
two  cases  he  ligated  the  vena  cava  and  in  the 
others  one  or  both  ovarian  and  hypogastric  veins 
or  the  common  iliac.  In  one  case  the  left  hypogastric 
and  ovarian  veins  were  ligated  as  thrombi  were 
palpable  in  the  left  parametrium.  The  rigors,  how- 
ever, continued  and  there  was  pain  in  the  right 
parametrium.  Following  ligation  of  the  common 
iliac  and  ovarian  veins  three  days  later  the  rigors 
ceased  and  the  temperature  fell. 

Early  operation  is  necessary;  in  one  case  the  au- 
thor was  unable  to  reach  the  end  of  the  thrombus 
in  the  vena  cava  after  four  days.  If  the  common 
iliac  vein  is  ligated,  it  is  wise  to  ligate  the  external 
iliac  vein  at  the  same  time  to  guard  against  retro- 
gressive continuance  of  the  thrombus  formation. 

A  number  of  surgeons  have  successfully  under- 
taken ligation  of  the  vein  in  thrombophlebitis  of  the 
extremities.  The  author  made  a  futile  exploration 
in  four  cases.  Ligation  of  suppurated  veins  is 
advisable  not  only  when  the  pyaemia  is  fully  developed 
but  when  it  is  threatened;  for  example,  ligation  of 
the  angular  vein  in  furuncle  of  the  lip,  and  of  the 
saphenous  vein  in  suppurated  varicose  veins,  etc. 

Prophylaxis  is  of  great  importance;  hence  sup- 
purated organs  (the  gall-bladder  and  appendix), 
should  be  promptly  removed,  the  mastoid  process 
opened,  furuncles  of  the  lip,  phlegmons,  etc.  should 
be  incised,  accidental  wounds  should  be  given  proper 
treatment,  amputation  wounds  in  infectious  pro- 
cesses should  be  left  open,  and  the  most  careful 
asepsis  should  be  observed  in  obstetrics  and  at 
operation.  When  pyaemia  has  become  established, 
ligation  of  a  vein  or  veins  is  imperative  and  should 
be  done  early.  Sonntag  (Z). 

linger,  L,  J.:    The  Deleterious  Effect  of  Sodium 
Citrate  Employed  in  Blood  Transfusion.    J. 

Am.  M.  Ass.,  1921,  Lxxvii,  2107. 

Biologic  tests  demonstrate  that  the  transfusion  of 
unmodified  blood  is  of  far  greater  value  than  the 
transfusion  of  blood  modified  by  the  addition  of 
sodium  citrate. 
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Sodium  citrate,  even  in  the  low  percentage  em- 
ployed in  a  citrate  transfusion,  affects  the  red  blood 
cells,  making  them  more  fragile.  The  value  of  such 
blood  to  a  patient  suffering  from  a  haemolytic  dis- 
ease, such  as  pernicious  anaemia,  is  lessened  to  that 
extent. 

Sodium  citrate  diminishes  the  available  quantity 
of  complement  in  two  ways:  by  its  direct  action  on 
the  complement  itself,  and  by  introducing  into  the 
plasma  an  anticomplementar>'  substance  which 
inactivates  complement.  This  substance  is  derived 
directly  from  red  blood  cells. 

Sodium  citrate  also  reduces  almost  to  nil  the 
function  of  opsonins,  and  practically  destroys  the 
phagocytic  power  of  the  white  blood  cells.  The 
phagocytic  index  of  the  blood  of  various  donors 
varies.  Since  complement  and  the  phagocytic 
power  are  of  prime  importance  in  the  protective 
action  against  pathogenic  organisms,  unmodified 
blood  from  a  donor  with  a  high  phagocytic  index 
should  be  employed  when  an  attempt  is  made  to 
combat  local  or  general  infections  by  means  of 
transfusions. 

In  the  selection  of  a  donor,  therefore,  attention 
should  be  paid  to  the  finer  qualitative  differences 
in  the  blood.  Samuel  Kahn,  M.D. 

GENERAL  BACTERIAL  INFECTIONS 

Hektoen,  L. :  Old  and  New  Knowledge  of  Immunity. 

/.  Am.  M.  Ass.,  1921,  Ixxvii,  1935. 

The  history  of  immunology  may  be  divided  into 
the  premicrobic  period  ending  about  1880,  and  the* 
microbic  or  modern  period,  from  1880  down  to  the 
present  day.  To  the  premicrobic  period  belong  the 
attempts  to  produce  immunity  to  the  bites  of  ven- 
omous snakes  by  early  savage  peoples.  King  Mithri- 
date's  legendary  method  of  producing  a  univer- 
sal antidote  for  poisons,  early  Chinese  and  Turkish 
methods  of  actively  immunizing  against  smallpox, 
Sydenham's  conception  of  specific  remedies  for  all 
important  diseases,  Thomas  FuUer's  early  state- 
ments as  to  the  specificity  of  the  immunity  character- 
istics of  infectious  diseases,  early  experimentation 
with  measles  and  with  pest,  Jenner's  cowpox  studies, 
and  the  isopathy  of  Lux.  The  author  sketches  the 
development  of  nosography  in  the  early  part  of  the 
nineteenth  century. 

The  microbic  or  modern  period  began  with  the 
demonstration  by  Pasteur  that  specific  immunity 
may  be  produced  by  the  injection  of  the  demon- 
strated agents  of  infectious  diseases  which  have  been 
artificially  attenuated  or  changed.  Two  chief  forms 
of  immunity  are  now  recognized:  (i)  the  antitoxic, 
and  (2)  the  antimicrobic.  It  has  been  found  that 
immune  reactions  are  not  limited  to  infectious 
agents  and  their  products,  but  may  be  set  up  by  a 
variety  of  protein  substances.  Such  proteins  are 
termed  "antigens.'"  An  individual  once  thoroughly 
influenced  by  the  entrance  of  an  antigen  into  his 
body  becomes  changed,  and  this  change  may  mani- 
fest itself  by:  (i)  the  persistence  of  an  excess  of  free 


antibodies  in  the  blood,  (2)  an  increased  rate  of 
antibody  formation  on  re-entrance  of  the  same  anti- 
gen, (3)  anaphylactic  reactions  on  re-introduction 
of  the  antigen,  or  (4)  an  atypical  course  of  a  re-in- 
fection. x\ntigen-antibody  reactions  may  play  a 
part  in  the  production  of  certain  non-infectious  dis- 
eases or  syndromes  such  as  hay  fever  and  serum 
disease. 

The  author  reviews  the  development  of  our  pres- 
ent knowledge  regarding  the  various  members  of  the 
streptococcus  group  of  organisms  and  the  discussions 
regarding  their  specificity.  J.  D.  Ellis,  M.  D. 

SURGICAL  DL/VGNOSIS,  PATHOLOGY,  AND 
THERAPEUTICS 

Deaver,  J.  B. :  Old  Methods  Versus  New  in  Surgical 
Diagnosis.   Surg.,  Gynec.  d*  Obst.,  1921,  xxxiii,  605. 

In  assuming  the  oflice  of  President  of  the  Clinical 
Congress  of  the  American  College  of  Surgeons, 
Deaver  sounded  a  warning  against  the  acceptance 
of  new  methods  and  new  remedies  unless  they 
can  stand  the  acid  test  of  experience.  The  radium 
treatment  for  cancer  has  fallen  far  short  of  being  a 
universal  cure  and,  indeed,  in  many  situations  where 
help  is  most  needed  it  has  proved  sadly  lacking. 

He  stated  further  that  there  seems  to  be  a  danger 
of  under-estimating  the  value  of  the  old  and  tried 
methods  of  clinical  diagnosis  by  sight,  touch,  and 
hearing,  and  of  regarding  the  findings  so  acquired 
as  less  scientific  than  those  obtained  through  the 
medium  of  a  piece  of  apparatus  or  a  reaction  in  a  test 
tube.  All  data  must  be  submitted  to  interpretation 
before  judgement  is  possible,  and  data  gained  di- 
rectly by  questioning  and  by  the  older  methods  of 
examination  have  exactly  the  same  scientific  status 
as  those  secured  by  indirect  methods. 

We  must  therefore  see  to  it  that  while  the  bound- 
aries of  knowledge  are  being  extended  and  while  we 
are  placing  new  tools  in  the  hands  of  the  yoimger 
generation,  the  older  arts  which  are  the  chief  reliance 
of  the  diagnostician  receive  proper  emphasis. 

H.  A.  AIcKnight,  M.  D. 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Nanagas,  J.  C. :  Experimental  Studies  on  Hydro- 
cephalus. Bull.  Johns  Hopkins  Hosp.,  1921,  xxxii, 

381. 

Nanagas  found  that  the  pressure  of  the  cerebro- 
spinal fluid  in  kittens  in  which  an  internal  hydro- 
cephalus had  been  produced  experimentally  was  con- 
siderably higher  than  that  of  normal  kittens,  the 
average  difference  being  50  mm.  of  cerebrospinal 
fluid. 

The  intravenous  injection  of  a  strongly  hypertonic 
solution  of  sodium  chloride  into  hydrocephalic  ani- 
mals produced  a  brief  initial  rise  in  the  pressure  of 
the  intraventricular  cerebrospinal  fluid  which  was 
followed  immediately  by  a  marked  depression.  The 
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decrease  in  pressure  at  tinjes  produced  negative 
values.  This  phenomenon  is  probably  to  be  ex- 
plained by  the  apparently  rapid  absorption  of  the 
cerebrospinal  fluid  from  the  dilated  cerebral  ven- 
tricles. 

The  intravenous  injection  of  hypotonic  solution 
(distilled  water)  into  hydrocephalic  kittens  was  in- 
variably followed  by  a  marked  and  sustained  increase 
in  the  pressure  of  the  cerebrospinal  fluid.  This  result 
was  due  possibly  to  a  rapid  elaboration  of  fluid  by  the 
choroid  plexus  or  an  increased  transudation  of  fluid 
through  the  ventricular  walls. 

Intraventricular  absorption  of  cerebrospinal  fluid 
occurred  in  the  hydrocephalic  kittens;  the  pathway 
of  escape  was  through  the  ependyma  into  the  under- 
lying capillary  network.  The  absorption  was  has- 
tened by  the  intravenous  administration  of  strongly 
hypertonic  solutions. 

The  absorption  of  the  cerebrospinal  fluid  was  sim- 
ilarly found  to  occur  through  the  ventricular  epen- 
dyma in  normal  kittens.  The  pathway  of  escape  was 
the  same  as  in  the  hydrocephalic  kittens;  the  process 
was  very  slow  in  the  normal  animal  but  was  has- 
tened by  the  administration  of  hypertonic  solutions. 
The  physiological  significance  of  this  intraventricu- 
lar absorption  in  the  normal  animal  is  probably 
slight. 

The  choroid  plexus  took  absolutely  no  part  in  the 
intraventricular  absorption  of  the  cerebrospinal  fluid. 
H.  .\.  McKnight,  M.  D. 

Mann,  F.  C:    A  Technique  for  Making  a  Biliary 
Fistula.  J.  Lab.  b"  Clin.  Med.,  iq2i,  vii,  84. 

Of  the  many  methods  described  for  making  biliary 
fistula;  one  of  the  following  procedures  has  generally 
been  employed:  (i)  suturing  the  gall-bladder  to  the 
abdominal  wall  and  opening  it  so  that  the  bile  drains 
to  the  exterior;  (2)  suturing  a  cannula  or  tube  in  the 
gall-bladder;  (3)  excising  the  common  duct  at  the 
point  of  entrance  to  the  duodenum  with  a  piece  of 
duodenal  wall  and  suturing  it  to  the  skin:  and  (4) 
placing  a  cannula  in  the  common  bile  duct.  These 
procedures,  however,  are  not  satisfactory  because  the 
blood  supply  to  the  transplanted  part  is  insufficient 
or  because  of  infection  of  the  viscus. 

The  essentials  of  technique  described  by  the  author 
are  definite  fixation  of  the  common  duct  in  a  super- 
ficial position  and  drainage  of  the  duct  to  the 
exterior.  A  midline  or  right  rectus  incision  is  made 
and  carried  as  far  forward  as  possible  without 
opening  the  pleural  cavity.  The  pylorus  and  first 
portion  of  the  duodenum  are  pulled  up  into  the 
wound.  A  small  opening  through  the  mesentery  of 
the  duodenum  is  made  about  4  cm.'  on  each  side  of 
the  point  of  entrance  of  the  common  duct  into  the 
duodenum  and  between  the  duodenal  wall  and  the 
pancreas.  Through  these  openings  the  peritoneum 
and  then  the  fascia  are  sutured  with  double  No.  2 
chromic  catgut.  This  procedure  leaves  the  duct- 
bearing  portion  of  the  duodenum  just  under  the  skin. 
The  superficial  fascia  and  skin  are  then  sutured 
over  the  transposed  loop  of  intestine.   Care  must  be 


taken  not  to  cause  obstruction  by  suturing  too  close 
to  the  ends  of  the  loop. 

After  complete  healing  (seven  to  fourteen  days), 
a  small  incision  is  made  over  the  transposed  loop  of 
intestine  at  the  point  where  the  common  duct  is 
located,  and  the  duct  is  exposed,  ligated,  and  opened 
so  that  it  will  drain  at  its  point  of  emergence  from 
the  skin.  A  soft  rubber  catheter  is  kept  in  the 
duct  for  a  day  or  two  after  the  operation.  Observa- 
tions may  then  be  begun.  By  simply  passing  a 
catheter  into  the  of>ened  end  of  the  duct,  observa- 
tions may  be  made  of  the  secretory  activity  of  thi' 
liver,  the  secretory  pressure  of  the  organ,  or  the 
movements  of  the  gall-bladder. 

Mann  has  made  observations  over  a  {leriod  of  six 
months,  during  which  time  the  animals  maintained 
an  apparently  normal  condition.  However,  as  bile 
seems  to  be  essential  to  life,  the  condition  of  all 
animals  with  biliary  fistulx  sooner  or  later  becomes 
serious.  Occasional  catheterization  of  the  duct  will 
prevent  cicatrization.     Clayto.v  F.  .\ndrews,  M.D. 

ROENTGENOLOGY  AND   RADIUM  THERAPY 

Soiland,  A.:    Radiation  in  the  Treatment  of  Leu- 
kaemia. J.  Radiol..  iQ^i,  ii,  25. 

After  reviewing  the  different  measures  introduced 
and  used  in  the  past  decade  in  the  treatment  of 
the  various  types  of  leukajmia,  the  author  is  con- 
vinced that  radiation  by  the  roentgen  rays  and 
radium  has  proved  to  be  the  most  serviceable  from 
the  standpoint  of  symptoms.  From  the  standpoint 
•of  cure  no  permanent  foundation  on  which  definite 
claims  may  be  based  has  been  established  to  date. 
Frequently  an  enlarged  spleen  may  be  reduced  to 
normal  in  a  short  time,  and  in  some  cases  of  the 
Hodgkin  type,  glands  of  enormous  size  may  be 
reduced  with  almost  unbelievable  rapidity  by  radio- 
therapy. Unfortunately,  the  test  of  time  has  shown 
that  these  immediate  results  are  neither  permanent 
nor  curative.  In  spite  of  subsequent  radiation, 
there  is  a  gradual  enlargement  of  the  affected  organs 
and  glands  and  eventually  there  will  come  a 
time  when  radiation  fails  to  prevent  a  fatal  ter- 
mination. 

The  technique  varies  necessarily  with  the  symp- 
toms of  the  particular  case.  The  aim  should  be  to 
diminish  the  pathologic  activity  of  an  accentuated 
leucocyte  count  as  rapidly  as  possible.  In  doing 
this,  however,  it  is  of  the  utmost  importance  to 
watch  the  behavior  of  the  red  blood  corpuscles  and 
the  haemoglobin.  Radiation  may  be  easily  carried 
to  the  point  at  which  the  red  corpuscles  are  de- 
stroyed and  the  haemoglobin  percentage  is  lowered, 
changes  which  are  more  harmful  than  the  presence 
of  a  fairly  large  white  cell  count. 

The  effects  of  radiation  by  the  roentgen  rays  and 
radium  are  apparently  alike.  If  radium  is  used,  a 
suflicient  amount  must  be  employed  to  insure  deej) 
effects.  The  author  frequently  employs  radium 
over  the  spleen  and  roentgen  radiation  over  the 
osseous  structures  and  glandular  fields.    It  is  of  the 
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utmost  importance  to  radiate  the  inguinal  and 
axillary  regions  thoroughly  whether  or  not  any 
palpable  gland  chains  are  present.  The  methods  of 
applying  the  radium  and  roentgen  rays  are  described 
in  detail.  The  course  of  the  treatment  is  determined 
in  large  measure  by  frequent  blood  examinations. 

An  important  phase  of  the  subject  is  the  possible 
correlation  J  between  lymphatic  leukaemia  and 
adenosarcoma.  In  some  of  these  conditions  the 
blood  picture  may  be  so  atypical  as  to  challenge  the 
best  diagnostic  skill.  A  condition  diagnosed  at  the 
outset  as  typical  Hodgkin's  disease  may  develop 
rapidly  into  a  condition  bearing  every  clinical 
resemblance  to  a  sarcoma  of  high  malignancy. 
Age  seems  to  have  considerable  bearing  on  the 
effect  of  radiation.  The  earlier  in  life  leukaemia 
develops,  the  more  rapidly  it  causes  death.  In 
patients  of  advanced  years  radiation  seems  to  main- 
tain a  retarding  influence  on  the  progress  of  the 
disease.  Adolph  Hartttng,  M.  D. 

Van  Allen,  H.  W. :  A  Retrospective  Note  Covering 
the  Treatment  of  Tonsillitis  by  the  X-Ray. 

J.  Radiol.,  1921,  ii.  18. 

In  an  attempt  to  ascertain  the  permanency  of  the 
beneficial  results  obtainable  by  roentgen  treatment 
of  enlarged  tonsils,  the  author  checked  up  about 
fifty  cases  which  he  treated  three  or  more  years  ago 
for  cervical  adenitis  following  repeated  attacks  of 
tonsillitis  with  chronic  enlargement.  The  results  of 
this  investigation  showed  the  beneficial  effect  upon 
the  tonsils  ver>'  definitely.  About  80  per  cent  of  the 
patients  had  had  no  further  attacks  of  tonsillitis  and 
the  tonsils  had  ceased  to  annoy,  having  been  greatly 
reduced  in  size.  In  the  rest  of  the  cases  there  had 
been  only  acute  inflammations  after  the  radiations. 

By  chance,  the  method  of  treatment  corresponds 
quite  closely  to  that  recommended  by  Witherbee. 
"It  was  always  fractional,  but  the  dose  varied. 
Probably  in  those  early  days  when  methods  of  exact 
measurement  were  not  known  it  was  much  less  than 
is  given  today.  As  instruments  of  precision  came 
into  use,  an  8-in.  spark  gap,  a  3-mm.  aluminum 
filter,  3>^  ma.  of  current,  a  i6-in.  distance,  and 
twenty  minutes  of  time  were  employed,  and  the  treat- 
ment was  repeated  once  a  week  for  about  six  weeks. 

From  this  study  of  his  cases  the  author  concludes 
that  the  percentage  of  permanent  cures  was  greater 
in  the  early  days  than  later  when  more  active  treat- 
ment was  given.  None  of  his  patients  developed 
telangiectasis  or  skin  atrophy,  but  he  has  noted 
these  conditions  in  patients  who  received  more 
vigorous  radiation.  Adolph  Hartuxo.  M.D. 

Bowing,  H.  H.:Tbe  Value  of  Radium  and  X-Ray 
Therapy  in  Hodgkin's  Disease.  J.  Radiol..  1921, 
ii,  20. 

The  author  discusses  the  primary-  results  obtained 
at  the  Mayo  Clinic  by  the  use  of  radium  and  X-ray 
therapy  in  Hodkin's  disease.  Reduction  in  the  gland- 
ular enlargement  and  amelioration  of  symptoms 
were  noted  in  practically  all  cases. 


The  etiology  of  Hodgkin's  disease  is  unknown. 
B  y  some  authorities  focal  infection  is  believed 
to  be  a  factor.  The  disease  is  characterized  jiath- 
ologically  by  enlargement  of  all  the  lymphoid 
tissues  of  the  body.  In  the  majority  of  cases 
the  primary-  lesion  is  in  the  cervical  glands 
on  one  side  and  spreads  to  the  opposite  side  with 
extension  to  the  axillary-  and  inguinal  glands  and 
finally  to  the  deep  glands  of  the  mediastinum  and 
abdomen.  The  microscopic  picture  shows  prolifera- 
tion of  large  endothelioid  cells,  numerous  multinu- 
clear  giant  cells,  progressive  fibrosis,  and  an  abund- 
ance of  eosinophile  cells. 

The  clinical  course  of  the  disease  is  either  acute 
or  chronic.  The  acute  condition  is  rapidly  progress- 
ive and  terminates  fatally  in  a  few  months.  The 
chronic  condition  may  last  two  to  five  years  or  longer. 

In  the  differential  diagnosis,  lymphosarcoma,  tu- 
berculous adenitis,  and  pseudoleukaemia  must  be 
considered. 

Radium  treatment  as  used  at  the  Mayo  Clinic 
consists  in  the  application  of  from  5,000  to  6,000 
mg.-hrs.  of  radium  to  each  right  and  left  cervical  and 
supraclavicular  area,  from  2,000  to  3,000  to  the 
infraclavicular  and  inguinal  regions,  and  from  1,000 
to  3,ooo  to  the  axillary  areas.  Severe  reactions  are 
treated  by  catharsis  and  the  administration  of  sodi- 
um bicarbonate.  Two  to  four  areas  measuring  2 
by  4  cm.  are  usually  radiated  at  one  time  with  an 
interval  of  two  to  three  days  between  the  treat- 
ments. 

The  present  formula  for  X-ray  treatments  at  the 
Mayo  Clinic  is:  a  broad-focus  Coolidge  tube,  a  23.7- 
cm.  parallel  spark  gap,  skin  target  30.5  cm.  distance, 
time  twelve  minutes,  5  ma.  of  current,  filtration  by 
6  mm.  of  aluminum,  and  a  piece  of  sole  leather.  The 
diff^erent  gland  areas,  the  mediastinum,  and  the 
abdomen  are  exposed  successively.  The  treatments 
are  repeated  every  three  weeks  until  six  or  eight  have 
been  given.  An  interval  of  three  months  is  then 
allowed  to  determine  w-hether  or  not  further  therapy 
is  indicated.  X-ray  treatments  are  usually  given  at 
the  beginning  or  end  of  radium  exposures. 

The  initial  good  results  of  radium  and  X-ray 
treatment  may  be  due  to  direct  destructive  effects 
on  the  glandular  elements.  The  large  glandular 
endothelial  cells  are  very-  susceptible  to  radiation. 
Radium  and  the  X-ray  set  up  fibrosis. 

Bowing  concludes  that ''  the  life  exf>ectancy  of  the 
patient  should  be  increased  by  intensive  radium 
treatment  of  the  superficial  glandular  enlargements 
and  deep  X-ray  therapy  of  the  thoracic  and  abdom- 
inal cavities  whether  or  not  the  roentgenograms  are 
positive.  Huge  glandular  enlargement  and  medias- 
tinal involvement  are  markedly  diminished.  The 
generalized  pruritis  may  diminish,  and  in  some  cases 
may  entirely  disappear."  L.  H.  Fowler,  M.  D. 

Quick,  D. :  Radium  in  the  Treatment  of  Epithe- 
Ijoma  of  the  Lip.  /.  Radiol. ,  1921,  ii,  i. 

The  possibilities  for  radium  therapy  and  diagnosis 
are  probably  greater  in  cases  of  epidermoid  carci- 
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noma  of  the  lip  than  in  any  other  field.  The  diagnosis 
should  be  based  on  the  clinical  findings;  the  author 
warns  against  biopsy  and  manipulation  of  the  lesion. 

A  typical  epithelioma  of  the  lip  is  an  epidermoid 
or  squamous-celled  carcinoma.  Basal-celled  carci- 
noma attacks  the  lip  only  by  extension  from  the  skin. 
There  are  two  types  of  lesion:  (i)  the  superficial 
papillary  type  which  forms  crusts,  extends  directly, 
and  metastasizes  late  only  after  deep  infiltration; 
and  (2)  the  deeply  infiltrating  type  which  is  small, 
has  raised  indurated  edges,  metastasizes  early,  and  is 
more  malignant  than  Type  i. 

The  author  quotes  statistics  regarding  the  oper- 
ative results  and  states  as  a  conclusion  that  70  per 
cent  of  clinical  cures  for  the  five-year  period  is  a  fair 
average.  His  discussion  of  the  surgical  procedure 
brings  out  the  disadvantage  of  scarring  and  tissue 
loss  when  block  dissection  of  the  neck  is  done.  Block 
dissection  is  not  necessary  when  there  is  no  demon- 
strable tumor.  Cases  may  be  classified  into  those  in 
which  the  lesion  is  apt  to  form  metastases  and  those 
in  which  it  is  probable  that  it  will  not  do  so.  For  the 
latter,  expectant  treatment  is  advised;  operation 
should  be  delayed  until  the  appearance  of  glands. 
Before  rupture  of  the  capsule  and  infiltration  of  the 
surrounding  tissues  the  glands  are  protective  and 
should  be  dealt  with  intelligently.  The  plan  used  at 
the  Memorial  Institute  is  given  as  follows: 

The  primary  lesion  is  treated  with  radium  only. 
From  60  to  65  mc.-hrs.  of  emanation  are  applied  per 
square  centimeter  of  surface,  screened  with  0.5  mm. 
of  silver,  at  a  distance  of  4  mm.  from  the  lesion  for 
even  distribution  of  the  rays.  The  radium  is 
applied  on  three  sides  of  the  lesion  and  held  in  a 
cast  of  the  lip  and  lesion  made  previously.  The  tubes 
are  embedded  in  the  molding  compound  cast  by 
gouging  groves  with  a  hot  gouge  after  the  cast  has 
been  fitted.  The  tubes  are  held  in  place  by  pouring 
melted  paraffin  over  them  after  placing  them  in  the 
groves.  All  lesions  are  thus  treated  and  usually  one 
treatment  is  sufficient.  In  cases  of  deep  infiltration, 
emanation  is  used  also.  One  millicurie  of  emanation 
gives  132  mc.-hrs.  before  decay.  The  emanation  is 
inserted  interstitially  by  means  of  a  special  trocar 
after  the  induction  of  novocaine  anaesthesia  and  after 
a  surface  irradiation  has  been  given  in  order  that  the 
possibility  of  metastasis  due  to  the  trauma  may  be 
lessened. 

The  neck  is  always  irradiated,  in  favorable  cases 
with  radium  and  in  the  others  with  either  radium  or 
the  X-ray  or  both.  The  object  is  to  stimulate  the 
protective  forces  in  the  lymphatics  and  to  destroy 
microscopic  metastasis.  When  nodes  are  present 
the  object  is  to  make  the  case  a  better  operative  risk. 
No  claim  is  made  that  the  metastatic  cancer  cells  in 
nodes  are  fully  destroyed  by  radiation  alone.  Sur- 
gery is  contra-indicated  unless  definite  cancer  nodules 
are  felt.  Nodes  other  than  cancer  nodes  are  pro- 
tective and  a  barrier  to  further  dissemination. 
Block  dissection  is  destructive  to  protection  and 
even  stimulates  the  growth  unless  every  node  is 
removed. 


If  nodes  are  not  clinically  malignant,  they  are 
treated  by  irradiation.  When  clinically  malignant 
nodes  are  present,  block  dissection  is  followed  by  the 
burying  of  emanation  along  the  involved  chains  of 
lymphatics  at  the  time  of  operation.  The  wound 
heals  before  the  reaction  from  the  radium  sets  in.  If 
the  capsule  of  the  node  is  broken  and  infiltration  has 
occurred,  the  emanation  is  buried  at  the  time  of  the 
incision  without  dissection  of  the  mass.  Local 
anaesthesia  is  advised. 

The  author  gives  his  own  statistics  based  on  162 
cases.  The  total  number  of  patients  traced  is  115. 
Of  these,  eighty  (69.5  f>er  cent)  are  alive  and  free 
from  the  disease.  The  average  period  of  freedom 
from  disease  is  eighteen  months.  Twenty-eight  arc 
dead  and  eight  are  steadily  growing  worse.  Of  twen- 
ty-two who  had  dissections  of  the  neck,  fifteen  are 
clinically  free  from  the  disease,  the  average  time 
being  eighteen  months.  Six  died  and  one  is  steadily 
getting  worse.  In  ninety-two  cases  the  condition 
was  primary  and  no  nodes  were  found.  Sixty-seven 
(72.8  per  cent)  are  clinically  well.  Nine  later  devel- 
oped nodes  and  had  a  block  dissection.  Eight  of 
these  are  clinically  well,  one  died  two  months  after 
of)eration,  and  three  died  of  intercurrent  disease  but 
at  the  time  of  death  were  free  from  malignancy. 

A.  J.  Larkin,  M.D. 

Pfahler,  G.  E.:  Radium  Combined  with    X-Ray 
Treatment  of  Carcinoma  of  the  Breast.    Am. 

J.  Roentgenol.,  1921,  n.  s.  viii,  661. 

The  treatment  of  carcinoma  of  the  breast  by 
radiation  is  in  principle  the  same  as  that  of  malignant 
disease  elsewhere  in  the  body.  Successful  results 
are  dependent  upon:  (i)  a  clear  recognition  of  the 
extent  and  nature  of  the  disease,  and  (2)  the  most 
thorough  and  skillful  application  of  the  radiation  to 
every  f>ortion  of  the  involved  area  for  a  sufficient 
length  of  time  and  with  sufficient  intensity.  •       , 

For  the  past  six  years  Pfahler  has  recommended 
an  ante-operative  course  of  X-ray  treatment  in- 
cluding the  breast,  the  axilla,  and  the  supraclavicular 
region  and  carrying  as  much  radiation  as  possible 
into  the  tissues  within  a  period  of  one  or  two  weeks. 
The  object  of  this  is  to  so  devitalize  the  malignant 
cells  that  they  cannot  easily  reproduce  themselves 
either  in  the  wound  or  in  other  locations  if  trans- 
planted by  the  lymph  or  blood  channels  during  the 
operation.  This  treatment  should  be  followed  by  an 
operation  as  radical  and  complete  as  if  no  pre- 
liminary radiation  had  been  given.  Following  the 
operation  and  within  a  period  of  three  or  four  weeks 
after  the  preliminary  treatment  a  subsequent  period 
of  radiation  should  be  given  with  saturation  of  the 
tissues  to  the  limit  of  skin  tolerance.  In  an  early 
or  average  case  the  whole  process  should  be  com- 
plete within  two  months.  If  the  disease  is  extensive 
and  there  is  metastasis,  more  radiation  must  be 
given  over  a  longer  period  of  time  and  the  outlook  is 
less  hopeful. 

Pfahler  uses  the  following  technique:  At  least 
three  areas  are  treated:    (i)  the  mammary  region, 
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(2)  the  supraclavicular  region,  and  (3),  the  scapular 
and  posterior  axiUary  region.  The  radiation  is  done 
with  a  Coolidge  tube,  a  6-mm.  glass  or  aluminum 
filter,  a  9-in.  parallel  spark  gap,  and  5  ma.  of  current. 
When  the  focal  skin  distance  is  30  cm.  the  time  is 
twenty  minutes,  and  when  the  focal  skin  distance  is 
40  cm.  the  time  is  thirty-five  minutes.  Each  of  the 
three  areas  is  covered  in  this  manner  twice  within  a 
period  of  two  weeks.  The  longer  technique  is 
preferred  but  seems  to  increase  the  radiation  sick- 
ness. Therefore  the  shorter  technique  is  frequently 
chosen.  By  means  of  two  applications  within  a 
period  of  two  weeks  an  amount  which  in  one  appli- 
cation would  cause  a  serious  erythema  may  be 
given  safely. 

In  the  treatment  of  primary  carcinoma  of  the 
breast  by  radiation  alone  the  preliminary  X-ray 
dosage  technique  is  the  same  as  in  the  ante-operative 
radiation  already  described.  At  the  end  of  two 
weeks,  radium  needles  (10  mgm.  each)  are  inserted 
throughout  the  palpable  lesions,  0.5  cm.  apart  if 
they  are  to  remain  eight  hours,  and  2  cm.  apart  if 
they  are  to  remain  sixteen  hours.  In  order  that  no 
part  may  recover  or  develop  a  resistance  to  the  rays 
while  some  other  part  is  being  treated,  the  needles 
must  be  inserted  under  aseptic  conditions  and  into 
every  portion  of  the  neoplasm  either  in  a  single 
application  or  in  more  than  one  application  within  a 
period  of  one  week. 

After  a  detailed  account  of  six  cases  Pfahler 
summarizes  his  conclusions  as  follows : 

Radiologists  should  study  carcinoma  of  the  breast 
and  its  treatment  with  the  same  thoroughness  as 
the  surgeon. 

The  best  procedure  for  the  treatment  of  primary 
carcinoma  of  the  breast  wiU  probably  consist  of 
ante-operative  X-ray  treatment  followed  promptly 
by  operation  and  again  promptly  by  pnastoperative 
X-ray  treatment. 

For  inoperable  primary  carcinoma  of  the  breast 
treatment  by  X-ray  and  radium  offers  a  reasonable 
hope  of  success  if  it  is  skillfully  and  thoroughly 
given.  The  earlier  it  is  applied  the  better  will  be  the 
result. 

Recurrent  and  metastatic  carcinoma  from  car- 
cinoma of  the  breast  can  frequently  be  made  to 
disappear  completely  by  skillful  X-ray  or  radium 
therapy  but  probably  better  by  a  combination  of 
both,  and  success  can  be  hoped  for  providing  the 
disease  is  localized  to  the  area  treated. 

All  patients  should  be  kept  imder  observation  and 
requested  to  report  for  examination  at  increasing 
intervals  for  an  indefinite  time. 

D.  R.  BowEN,  M.D. 

LEGAL  MEDICINE 

A   Childbirth   Case— Error  in  Referring   to   Pus. 

Schnetzky  vs.  Zanto  {Wis.),  182  N.  W.  R.,  p.  751. 

March  5,  1919,  while  attending  the  defendant,  the 
plaintiff  was  employed  to  take  care  of  the  defendant's 
wife  who  was  delivered  of  a  child  the  same  evening. 


On  March  9  he  detected  symptoms  of  pneumonia  in 
the  wife,  and  on  March  10  began  a  course  of  treat- 
ment for  this  condition  which  he  continued  imtil 
March  13.  During  this  time  he  did  not  treat  the 
patient  for  any  other  ailment.  On  March  13,  the 
plaintiff  was  discharged  and  a  Dr.  Berwick  was 
called. 

When  the  plaintiff  sued  the  defendant  for  the 
medical  services  which  he  had  rendered  the  defend- 
ant and  his  wife,  the  defendant  counterclaimed  for 
damages  on  account  of  the  plaintiff's  negligence  in 
treating  his  wife.  Dr.  Berwick  testified  that  at  his 
first  visit  he  found  the  defendant's  wife  suffering 
from  septicaemia  with  a  very  high  temperature;  that 
the  source  of  such  trouble  was  in  the  uterus;  that 
the  condition  of  the  uterus  was  such  that  it  was 
dangerous  to  attempt  to  clean  it  out;  that  on  March 
13  the  patient  did  not  have  pneumonia  and  there 
were  no  indications  that  she  had  recently  been  so 
afflicted ;  that  four  days  afterward  the  witness  flushed 
and  cleared  out  the  uterus;  that  in  the  strongly  odor- 
ous fluid  discharge  he  found  a  portion  of  the  pla- 
centa about  the  size  of  a  pigeon's  egg;  and  that  the 
critical  condition  in  which  he  found  the  patient  was 
the  direct  and  probable  result  of  the  failure  to  re- 
move such  portion  of  the  placenta. 

Dr.  Berwick  also  testified  that  at  the  time  of  the 
discharge  from  the  uterus  there  was  no  pus,  and  there 
was  no  testimony  in  the  record  which  tended  to 
qualify  or  contradict  this  statement.  Nevertheless, 
a  hypothetic  question  was  put  to  one  of  the  medical 
experts  which  included  the  finding  of  such  a  piece  of 
placenta  eleven  days  after  the  birth  of  a  child,  the 
discharge  from  the  uterus  of  half  a  pint  of  blood  and 
pus,  and  a  temperature  that  rose  from  104  to  106 
degrees  F.  during  the  period  of  five  to  seventeen 
days  after  the  birth.  Moreover,  the  presence  of  pus 
was  made  a  part  of  the  hypothetic  questions  by  the 
defendant's  counsel  in  his  examination  of  aU  the 
medical  experts  save  one. 

The  plaintiff  testified  that  he  examined  the  after- 
birth and  found  it  intact.  He  was  corroborated  on 
both  of  these  points  by  the  midwife  in  attendance, 
and  on  the  first  by  the  defendant.  The  trial  resvdted 
in  a  verdict  and  judgment  for  the  defendant.  This 
judgment  was  reversed  and  the  cause  remanded  for 
a  new  trial  because,  although  Dr.  Berwick  testified 
directly  that  there  was  no  pus  in  the  dkcharge  in 
which  he  claimed  he  found  a  portion  of  the  placenta, 
it  was  quite  apparent  that,  through  a  mistake  which 
could  easily  arise  in  the  trial  of  such  a  lawsuit,  the 
court  and  coimsel  on  both  sides  had  assumed  that 
there  was  testimony  warranting  the  inclusion  of  the 
presence  of  pus  in  such  a  discharge  as  an  important 
part  of  the  hypothetic  question  asked  of  the  medical 
witnesses. 

A  consideration  of  the  entire  testimony  satisfied 
the  supreme  court  that  the  reiterated  inclusion  of 
and  emphasis  on  the  presence  of  pus  in  the  discharge 
must  have  influenced  the  jury  in  a  substantial  de- 
gree in  arriving  at  the  verdict  it  rendered. 

J.  A.  Castagnino. 
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Pregnancy  Diagnosed  as  Tumor  After  Ovariotomy. 

Goltschall  vs.  Geiger  {Mo.),  2ji  S.W.R.,  p.  87. 

The  gist  of  the  cause  of  action  submitted  was  that 
the  defendant  was  negligent  in  diagnosing  the 
plaintiff's  condition  and  in  advising  and  undertaking 
a  surgical  operation.  When  the  abdomen  was 
opened  it  was  found  that  pregnancy,  and  not  a  tu- 
mor, was  the  cause  of  trouble. 

One  of  the  .matters  in  dispute  was  whether  the 
defendant  was  negligent  in  assuming  that  the  plain- 
tiff was  not  pregnant  since,  although  about  nine 
months  previously  he  had  removed  her  ovaries,  he 
knew  that  he  had  left  a  small  portion  of  one  of  them, 
and  knew,  or  should  have  known,  as  a  medical  man, 
that  it  was  not  impossible  for  her  to  become  preg- 
nant. The  burden  was  on  the  plaintiff  to  show,  not 
only  that  the  defendant  made  a  mistake  in  diagnos- 
ing her  condition  and  deciding  on  and  advising  an 
operation,  but  also  that  this  was  a  negligent  mistake 
and  that  the  operation  was  so  palpably  unnecessary 
that  a  surgeon  of  ordinary  care  and  prudence  would 
not  have  advised  or  undertaken  it. 

If  conditions  were  such  as  to  lead  a  surgeon  of 
ordinary  care  and  skill  to  think  that  the  plaintiff 
was  not  pregnant,  or  even  that  as  a  remote  possibil- 
ity she  might  be,  and  yet  an  operation  was  necessary 
and  the  defendant  in  the  honest  exercise  of  his  best 


judgment  thought  an  operation  was  proper,  then 
the  defendant  would  not  be  liable,  even  though  it 
afterward  turned  out  that  the  defendant  was  mis- 
taken in  diagnosing  the  plaintiff's  condition.  If 
there  were  conditions  such  as  to  raise  a  question 
whether  an  operation  was  advisable  or  proper,  then 
the  question  of  whether  the  defendant's  decision  to 
operate  was  negligent  or  not  should  be  gathered 
from  the  opinions  and  testimony  of  those  who  had 
sf>ecial  knowledge  and  were  qualified  to  speak  on 
such  matters.  The  mere  fact  that  the  plaintiff 
became  pregnant  notwithstanding  that  she  had  only 
a  small  portion  of  one  ovary  did  not,  of  itself,  show 
that  her  pregnancy  was  abnormal,  i.  e.,  that 
abnormal  conditions  were  associated  with  that 
pregnancy. 

The  jury  returned  a  verdict  in  her  favor  for  $3,000 
damages,  but  this  judgment  was  reversed  and  the 
cause  remanded  for  a  new  trial  on  account  of  error 
in  the  admission  of  the  testimony  of  the  plaintiff's 
husband  who  was  present  at  the  operation  as  a  silent 
spectator  and  not  as  the  plaintiff's  agent.  Under 
the  Missouri  statute  a  husband  can  testify  as  a  wit- 
ness in  his  wife's  lawsuit  only  when  the  transaction 
constituting  the  basis  of  the  action  is  one  "had  with 
or  conducted  by"  the  husband  as  her  agent. 

J.  A.  Castagnino. 
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UTERUS 

Culbertson,  C:  The  Disposition  of  the  Uterus 
Following  Salpingectomy  Where  It  Is  Desirable 
to  Preserve  Menstruation.  Am.  J.  Obst.  b'Gynec, 
1921,  ii,  497. 

The  author  reviews  518  cases  of  general  pelvic 
peritonitis  involving  the  tubes  which  were  treated 
by  abdominal  section.  Both  tubes  were  removed 
in  445  cases;  one  tube  was  removed  in  52  cases;  and 
both  tubes  were  left  in  the  remaining  21  cases.  In 
the  445  cases  in  which  both  tubes  were  removed 
hysterectomy  was  performed  199  times,  leaving  246 
cases  (55  per  cent)  in  which  some  disposition  of  the 
uterus  in  situ  was  necessary. 

In  such  cases  there  are  four  jxjssibilities.  First, 
the  uterus  may  be  left  alone.  This  is  rarely 
practicable  as  it  is  often  already  displaced,  either  as 
a  result  of  the  disease  condition  for  which  the  opera- 
tion was  performed  or  as  the  result  of  some  other 
pre-existing  factor. 

The  second  possibility  consists  in  some  method  of 
round-hgament  shortening.  It  has  long  been  the 
author's  opinion  that  this  procedure  should  be 
reserved  for  cases  in  which  pregnancy  is  to  take 
place  in  the  future. 

The  third  possibility  consists  of  ventral  fixation. 
This  method  is  probably  the  one  most  generally 
employed  in  the  surgical  clinics  of  the  United 
States.  However,  it  forms  a  pUlar  in  the  lower  mid- 
abdomen,  renders  peritonization  difficult  or  im- 
possible, and  like  the  other  two  methods,  requires 
the  retention  of  the  entire  uterus  except  the  portion 
of  the  cervix  which  may  have  been  dealt  with  by  a 
plastic  operation.  It  is  safe  to  say  that  secondary 
operations  for  removal  of  the  uterus  more  often 
follow  ventral  fixation  than  any  of  the  other  pro- 
cedures. 

The  fourth  possibility  consists  in  the  removal  of 
the  entire  fundus  of  the  uterus,  a  procedure  which 
leaves  a  small  organ  that  can  be  entirely  covered  by 
peritonization,  that  remains  in  its  normal  position 
and  is  capable  of  maintaining  menstruation  to  a 
degree  sufiicient  to  satisfy  the  physiological  and 
psychological  requirements,  and  that  is  not  subject 
to  subsequent  excessive  bleeding. 

In  all  respects  this  treatment  of  the  uterus  is 
similar  to  Bell's  "acro-hystero-salpingectomy"  except 
in  the  method  of  peritonization  which  requires 
freeing  of  the  round  ligaments.  In  the  author's 
opinion,  imbrication  of  the  round  ligaments  and 
approximation  of  the  broad  ligaments  from  side  to 
side  over  the  uterus  is  superior  to  the  method  de- 
described  by  Buettner.  He  believes  that  in  order 
to  secure  the  advantages  set  forth  by  Bell  and  Polak 
more  of  the  fundus  must  be  removed  than  is  pos- 
sible unless  the  round  ligaments  are  freed. 


If  the  uterus  has  been  in  retroversion  and  the 
cervix  continues  to  swing  too  far  forward,  shorten- 
ing of  the  uterosacral  ligaments  is  carried  out  as  is 
done  in  association  with  round-ligament  shortening 
for  simple  uterine  retroversion. 

While  fixation  of  the  uterus  into  the  abdominal 
wall  was  used  in  the  early  years,  this  procedure  has 
been  virtually  abandoned  in  favor  of  the  operation 
of  defundation.  Patients  operated  upon  as  long  ago 
as  1913  are  still  menstruating.  There  has  been  little 
or  no  dysmenorrhoea  complained  of,  and  in  not  one 
instance  has  the  follow-up  revealed  a  premature 
menopause  or  a  continuance  of  excessive  uterine 
bleeding.  On  the  contrary,  the  menses  are  scanty 
in  amount  and  their  duration  from  one  to  three 
days.  In  some  cases  the  problem  of  leucorrhoea  re- 
mains, but  this  will  never  be  overcome  as  long  as 
the  cervix  remains.  E.  L.  Cornell,  M.D. 

Shaw,  W.  F.:  The  Present  Position  of  the  Treat- 
ment of  Carcinoma  of  the  Cervix.  Brit.  MJ  .1921, 
ii,  iioi. 

The  importance  of  the  early  recognition  of 
carcinoma  is  generally  understood.  If  a  careful 
bi-manual  examination  were  made  of  all  women 
near  or  past  the  menopause  who  have  a  history  of 
bleeding  other  than  that  of  normal  menstruation 
many  early  cases  would  be  found.  Cases  too  far 
advanced  for  the  radical  Werthheim  hysterectomy 
have  been  treated  with  radium  but  the  author  has 
seen  only  one  so  treated  in  which  improvement 
lasted  more  than  one  year.  When  these  cases  are 
examined  two  months  after  radium  treatment  the 
cervix  is  smooth  with  scar  tissue  but  recurrence  is 
the  rule. 

In  one  far-advanced  case  in  which  examination 
several  months  after  treatment  with  radium 
showed  an  apparently  operable  condition,  Shaw  p)er- 
formed  a  Wertheim  hysterectomy  but  it  was  done 
with  great  difficulty  because  of  the  dense  ad- 
hesions in  which  the  ureters  were  embedded.  At 
present  it  is  his  practice  to  give  a  radium  applica- 
tion one  week  before  operation,  as  the  tissues  do  not 
become  sclerosed  in  that  period.  In  this  way  the 
patient  has  the  benefit  of  both  treatments  and  the 
difficulties  of  operation  are  not  increased. 

I.  E.  BiSHKOw,  M.D. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Curtis,  A.  H.:The  Bacteriology  and  Pathology  of 
Fallopian  Tubes  Removed  at  Operation.  Surg., 
Gynec.  or  Obst.,  192 1,  x.xxiii,  621. 

This  article  reports  the  study  of  fallopian  tubes 
from  nearly  three  hundred  patients.  One  hundred 
and  ninety-two  were  subjected  to  most  painstaking 
bacteriological  and  histological  examinations. 
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From  the  clinical  history,  examination  of  the  ex- 
ternal genitalia,  evidence  obtaijied  at  operation,  and 
laboratory  study  of  the  tubes,  it  was  found  that 
gonococcal  infection  was  responsible  for  the  patho- 
logic changes  in  over  70  per  cent  of  the  cases. 
Approximately  10  per  cent  more  were  thought  to 
have  been  primarily  infected  with  the  gonococcus, 
but  this  could  not  be  determined  with  certainty. 
In  somewhat .  more  than  15  per  cent  the  tubal 
pathology  appeared  to  have  been  due  entirely  to 
other  pus-producing  bacteria,  notably  various  types 
of  streptococci. 

Tuberculous  tubes  were  found  in  the  absence  of 
generalized  tuberculous  peritonitis  in  5  per  cent  of 
the  cases. 

Bacillus  coli  is  particularly  common  in  tubo-ova- 
rian  abscesses  of  large  size.  As  a  primary  cause  of 
salpingitis  neither  the  colon  bacillus  nor  the  staphy- 
lococcus appears  to  be  of  much  importance. 

It  has  seldom  been  possible  to  obtain  gonococci 
in  cultures  from  thoroughly  ground  fallopian  tubes 
removed  from  patients  free  from  fever  and  leucocy- 
tosis  for  a  period  of  more  than  ten  days  or  two  weeks. 
Therefore  it  appears  that  the  fallopian  tube  is  not  a 
focus  for  chronic  gonorrhceal  infection.  Persistently 
active  gonorrhoea  of  the  tubes  is  evidently  ascribablc 
either  to  recurrence  of  infection  from  without  or 
repeated  invasion  of  bacteria  from  the  chronically 
infected  lower  genital  tract. 

Tubal  infection  due  to  various  types  of  strepto- 
cocci yielded  pathologic  evidence  of  an  active  in- 
flammatory process  long  after  the  introduction  of 
the  bacteria,  and  streptococci  were  occasionally 
isolated  many  months,  or  even  years,  after  the  acute 
process  had  subsided. 

Gonorrhceal  pelvic  infection  primarily  involves 
the  tubes  and  results  in  thickening,  induration, 
closure  of  the  fimbriated  ends,  and  the  formation  of 
pelvic  adhesions.  The  latter  may  be  separated  by 
blunt  dissection.  Microscopic  examination  shows 
adhesion  of  the  folds  of  the  mucosa,  pockets  of  gland- 
like columnar  epithelium  extending  deeply  into  the 
wall  of  the  tube,  numerous  blood  vessels,  and  plasma 
cells. 

A  single  attack  of  gonorrhceal  salpingitis  is  us- 
ually without  protracted  clinical  symptoms  or 
severe  pathologic  results.  Greatly  thickened  tubes 
are  usually  due  to  repeated  exposures. 

Implicit  reliance  is  not  to  be  placed  upon  haem- 
atosalpinx  as  evidence  of  tubal  gestation  as  haemor- 
rhage may  occur  in  greatly  thickened  gonorrhceal 
tubes. 

Salpingitis  nodosa,  although  generally  of  gonor- 
rhoea! origin,  may  result  from  numerous  causes, 
inflammatory  or  non-inflammatory;  the  etiology  of 
a  doubtful  case  is  best  explained  by  microscopic 
examination. 

In  streptococcus  infection  tubal  involvement  is 
usually  only  a  part  of  the  picture.  Perisalpingitis 
is  the  most  common  type  of  tubal  lesion.  Even 
when  there  is  an  extensive  salpingitis,  the  fimbriated 
extremities  will  probably  remain  open;   the  mucous 


membrane  folds  or  "villi"  of  such  tubes  show  few 
adhesions.  On  the  other  hand,  the  less  common  case 
with  occlusion  of  the  fimbriae  and  an  accumulation 
of  fluid  in  the  tube  shows  adhesions  between  the 
villi  and  nests  of  columnar  cells  in  the  tube  wall; 
differentiation  from  the  gonorrhceal  tube  is  then 
difficult. 

Tuberculosis  is  very  apt  to  be  overlooked  if  rou- 
tine histologic  preparations  are  not  made.  When 
the  condition  is  limited  to  the  pelvic  organs  it  is 
difficult  to  establish  a  diagnosis  from  the  gross 
appearance  alone.  Unusually  resistant  adhesions 
suggest  tuberculous  or  streptococcus  infection. 

Somewhat  similar  operative  measures  appear 
indicated  in  streptococcus  and  tuberculous  salpin- 
gitis. In  both  diseases  the  infection  is  usually  not 
confined  to  the  tubes;  in  both,  viable  bacteria  are 
often  still  present  in  the  tissues  at  the  time  of  oper- 
ation and  there  is  danger  of  chronic  f>ostoperative 
infection  of  the  ovaries.  Particularly  as  regards 
extirpation  of  the  ovaries,  more  radical  surgery 
appears  indicated  than  in  gonorrhceal  infections  of 
corresponding  severity.  E.  L.  Cornxll,  M.  D. 

EXTERNAL  GENITALIA 

Schroeder,  R.,  and  Kuhlmann,  E.  A.:  Ulcerations 
of  the  Vagina,  with  a  Report  of  One  Case 
Each  of  So-Called  Round  and  Varicose  Ulcer 
of  the  Vagina  (Die  Ulcerationen  der  Vagina. 
Zuglcich  Mitteilung  ueber  je  einen  Fall  von  sog. 
Ulcus  rotundum  und  Ulcus  varicosum  vaginae) .  Arch. 
/.  Gynaek.,  1921,  cxv,  145. 

Ulcers  caused  by  foreign  bodies,  prolapse,  simple 
necrosis,  and  gangrene  are  not  considered  in  this 
article. 

Group  i.  Round  ulcers.  The  round  ulcer  has 
been  described  in  the  literature  fourteen  times.  In 
most  cases  it  was  single,  and  its  identification  was 
not  always  positive.  In  the  fifteenth  case,  here 
reported,  the  ulcer  was  regarded  as  one  of  the  group 
of  round  ulcers  because  no  sp)ecific  change  could  be 
made  out  by  microscopic  examination.  It  was  a 
not  quite  circular  lesion  with  a  sharp  margin 
situated  close  behind  the  posterior  commissure. 
Its  base,  about  2  mm.  deep  in  the  center,  was  some- 
what contracted  but  was  movable  over  the  under- 
lying tissues.  There  was  no  zone  of  inflammation; 
only  slight  thickening  of  the  surrounding  parts. 
The  base  of  the  ulcer  was  slightly  moist  and  had  a 
yellowish,  amyloid,  glassy  appearance. 

Group  2.  Phagedenic  and  aphthous  ulcers.  Of 
the  first  variety  only  four  cases  already  described 
(V'autrin,  Hammernick)  are  considered  here.  The 
ulcer  is  irregular  in  form  and  has  thickened,  hard 
margins.  The  marked  destruction  of  the  tissue 
of  the  cervix,  portio,  and  vagina,  and  the  fatal  haemor- 
rhages prove  that  the  lesion  is  not  to  be  included 
among  the  round  ulcers.  On  the  contrary  it  is 
related  to  the  apthous  ulcer.  Three  cases  of  the 
latter  (Neumann,  Oppenheim)  are  described.  The 
lesions  are  irregular,  smooth,  grayish-yellow  plaques 
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developing  simultaneously  intheportio  and  vagina. 
Accompanied  by  a  necrotic  angina  of  apthous  stoma- 
titis, they  appear  with  local  red  zones  and  general 
phenomena  of  fever  after  irruption  of  herpes 
vesicles  and  show  histologically  a  necrosing  inflam- 
mation. 

Group  3.  Tuberculous  ulcers.  The  authors 
have  collected  fifty-six  cases.  These  ulcers  are  of 
three  types:  (i)  primary,  (2)  secondary  without 
simultaneous  disease  of  the  genital  organs,  and  (3) 
secondary  with  simultaneous  disease  of  the  genital 
organs.  To  Type  i  belongs  only  the  one  much 
disputed  case  of  Friedlaender.  in  which  a  small 
tuberculous  ulceration  was  found  on  the  portio 
vaginalis,  around  the  external  uterine  os,  in  an 
otherwise  normal  woman  who  had  died  of  apoplexy; 
microscopically  this  ulceration  showed  a  large 
number  of  tubercles  with  giant  cells.  To  Type  2 
belong  six  cases  in  which  the  ulcer  was  developed  by 
the  haematogenous  and  lymphogenous  routes  or  by 
the  transference  of  saliva  from  other  tuberculous 
foci.  The  majority  of  the  cases  belong  to  Type  3 
and  are  divided  into:  (i)  those  with  ulcerations 
only;  (2)  those  with  ulcerations  and  tubercles;  (3) 
those  in  which  the  findings  are  doubtful.  Thirty- 
seven  cases  of  uncomplicated  ulcerations  are 
described,  nine  cases  of  ulceration  and  tubercles,  and 
one  case  in  which  the  findings  were  doubtful.  The 
various  means  by  which  infection  may  take  place  are 
discussed  and  the  pathologic  findings  are  summarized 
as.  follows: 

The  lesion  is  round,  oval,  or  polyhedral,  and  varies 
in  size  from  that  of  a  pinhead  to  that  of  a  silver 
dollar  or  even  larger.  The  margins  are  at  first  wall- 
like, but  later  jagged  with  deep  indentations  and 
very  much  undermined.  The  base  is  reddened, 
coated  over  with  yellow,  and  formed  of  gray  tuber- 
cles or  cheesy  masses.  Pain  is  always  present.  The 
ulcers  are  situated  on  the  vault  of  the  vagina  or  on 
the  posterior  vaginal  wall  near  the  portio.  They 
may  develop  at  any  age.  Tubercle  bacilli  must  be 
differentiated  from  smegma  bacilli  by  animal 
experimentation.  Approximately  7.1  per  cent  of  all 
cases  of  tuberculosis  of  the  genitalia  belong  in  this 
group. 

Group  4.  Luetic  ulcers.  Type  i  of  this  group 
are  the  primary  ulcers.  Forty-seven  cases  are 
known.  In  the  majority  ulcers  were  foimd  also  in 
the  portio  and  vulva.  There  are  two  forms:  the 
parchment  chancre,  a  flat,  red  or  dull  brown  movable 
ulcer  and  the  typical  hard  ulcer.  The  inguinal  or 
pelvic  glands  are  swollen.  Type  2  are  ulcers  showing 
secondary  changes  such  as  papules  with  a  tendency 
to  erosion.  These  are  rare.  Type  3  are  ulcers  of  the 
tertiary  stage,  of  which  fourteen  are  known.  Usually 
these  are  found  in  the  lower  third  of  the  vagina. 
They  have  a  semicircular,  crescent,  or  kidney  shape 
and  vary  in  size  from  that  of  a  dime  to  that  of  a  half- 
dollar.  The  base  is  deep,  often  segmented,  and 
covered    with    an   amyloid    coating.      The   lesion 


bleeds  easily,  but  is  painless,  and  in  pregnant 
women  tends  to  phagedenic  degeneration. 

Group  5.  Soft  idcers.  In  3.4  per  cent  of  the  cases 
the  ulcer  occurs  in  the  vagina.  It  has  a  delicate 
dentated  margin,  slightly  undermined,  and  an 
inflammatory  zone.  Its  base  is  often  nodular  with 
an  amyloid  coating.  It  bleeds  easily  and  is  painful. 
In  the  soft  elevated  ulcer,  which  is  relatively 
common,  the  base  is  elevated  and  smooth.  The 
Ducrey-Unna  streptobacillus  and  the  inguinal 
bubo  complete  the  findings. 

Group  6.  About  eighteen  cases  belonging  to  this 
group  have  been  reported.  In  the  majority  the 
lesion  was  due  to  infection  from  the  anus.  Following 
superficial  epithelial  necrosis  there  is  eschar 
formation  and  then  ulcer  formation  by  suppurative 
degeneration.  The  process  spreads  with  countless 
small,  round  ulcers  over  the  entire  vagina,  only 
small  islands  of  mucous  membrane  escaping. 
Healing  forms  flat,  slate-gray  scars.  There  is  never 
any  atresia  of  the  vagina. 

Group  7.  Diphtheric  ulcers.  Though  vaginitis 
is  not  rare  in  diphtheria,  only  one  case  of  primar>' 
diphtheria  of  the  vaginal  membrane  has  been 
described.  On  the  posterior  vaginal  wall  was  a 
deep-seated  ulcer  covered  with  a  dark  brown  mem- 
brane.   Typical  diphtheria  bacilli  were  found. 

Group  8.  Uraemic  ulcers.  Eichhorst  observed 
the  only  known  case.  Flat,  round,  and  elliptical 
ulcers  with  sharp  margins  were  found  on  the 
anterior  and  posterior  vaginal  walls.  The  tissue 
adjacent  to  its  margins  was  transformed  into  a 
necrotic,  greem'sh  gray,  fatty  mass.  The  remaining 
portions  of  the  vagina  were  unchanged. 

Group  q.  Ulcers  due  to  drugs.  Hammer  re- 
ported five  cases  of  ulcer  which  developed  during 
treatment  with  mercur^^  The  ulcers  were  both 
single  and  multiple.  One  case  of  ulcer  due  to 
chromic  acid  corrosion  has  been  described,  and  two 
cases  have  been  reported  in  which  criminal  abortion 
was  the  cause  of  destructive  processes  involving  the 
deeper  tissues.  In  three  cases  ulcers  apjjeared  after 
radium  therapy. 

Group  id.  Varicose  ulcers.  These  have  not  been 
described  previously  in  the  literature  unless  possibly 
a  case  described  by  Unger  as  telangiectatic  ulcer 
belongs  to  this  group.  The  authors'  case  was  that  of 
a  woman  in  the  eighth  to  the  ninth  month  of 
pregnancy.  On  the  p>osterior  wall  of  the  middle 
third  of  the  vagina  was  a  segmented,  irregular  ulcer, 
about  the  size  of  a  half-dollar,  which  was  profusely 
permeated  with  dark  red  nodules.  The  base  had  a 
purulent,  fatty  coating,  and  the  margins  were 
raised  and  slightly  infiltrated.  The  surrounding 
tissue  was  extremely  vascular.  Examination  after 
excision  revealed  the  absence  of  any  specific  char- 
acteristic and  indicated  definitely  that  this  was  an 
area  of  thrombosis  of  the  vaginal  veins,  some  of 
which  had  already  undergone  connective  tissue 
organization.  Kulexk.\mpff  (Z). 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Gordon,  O.  A.,  Jr.:   The  Management  of  Abortion, 
from  a  Sttidy  of  530  Consecutive  Cases.    Am. 

./.  Obsl.  b'Gynec,  1921,  ii,  521. 

The  treatment  of  abortion  has  been  primarily 
conservative.  Its  form  depends  uf>on  whether  the 
abortion  is  threatened,  inevitable,  or  incomplete, 
aseptic  or  septic.  Threatened  abortions,  which  con- 
stitute a  practically  negligible  number  of  hospital 
cases  but  a  very  considerable  number  of  home  cases, 
are  treated  by  absolute  rest  maintained  by  the  hypo- 
dermic administration  of  morphine  sulphate  in 
yi  gr.  doses.  As  a  rule  this  type  of  case  becomes 
cither  an  inevitable  abortion  within  twelve  or  eight- 
een hours  or  the  pregnancy  continues  normally. 
The  inevitable  or  incomplete  case  is  the  type  con- 
stituting by  far  the  largest  number.  These  have 
been  treated  in  the  following  manner: 

Upon  admission  to  the  hospital  the  patient  is 
shaved  and  the  vulva  are  prepared  as  for  labor.  No 
examination  is  made  prior  to  this  preparation.  A 
vaginal  examination  in  the  lithotomy  p>osition  is 
then  made  with  a  bivalve  speculum,  and  if  any  of 
the  products  of  gestation  are  found  in  the  vagina  or 
protruding  from  the  cervix  they  are  removed  with  a 
sponge  stick.  No  packing  is  introduced  unless  there 
is  considerable  haemorrhage.  If  there  is  considerable 
bleeding,  such  as  occurs  in  something  over  70  per 
cent  of  the  cases,  packing  is  done.  .All  patients  with 
inevitable  or  incomplete  abortion,  whether  they 
require  packing  or  not,  are  given  pituitrin  in  yi  c.cm. 
doses  every  two  hours  for  four  doses.  The  packing 
is  done  with  the  patient  in  the  lithotomy  position 
without  anaesthesia  and  under  strict  aseptic  precau- 
tions. The  vagina  is  tightly  and  thoroughly  packed 
through  a  bivalve  speculum  with  2-in.  strips  of  plain 
gauze.  The  author  emphasizes  the  necessity  of  tight- 
ness and  thoroughness  in  the  packing. 

The  packing  is  removed  from  the  vagina  in  from 
twelve  to  twenty-four  hours,  and  in  about  80  per  cent 
of  the  cases  requiring  packing  sufficient  of  the  prod- 
ucts of  gestation  will  be  removed  from  the  vagina 
with  it  to  render  another  packing  unnecessary.  If 
marked  bleeding  recurs,  as  in  less  than  20  per  cent 
of  the  cases,  a  second  packing  is  applied  in  the  same 
way  as  the  first.  A  very  small  percentage  of  the 
cases  required  packing  more  than  twice  and  in 
none  was  packing  done  more  than  three  times.  If 
the  patient  continues  to  bleed  following  the  second 
and  third  vaginal  packings,  as  will  occur  in  some- 
thing less  than  4  per  cent  of  the  cases,  curettage  may 
then  be  indicated. 

The  author  has  found  that  as  his  care  in  the  man- 
agement of  these  cases  improves,  the  number  requir- 
ing interference  (and  by  interference  he  means  any 


intra-uterine  manipulation)  grows  less.  In  cases 
with  moderate  bleeding  continuing  over  some  time 
there  is  frequently  a  retrodisplacement.  This  is 
overcome,  at  least  temporarily,  by  the  use  of  a 
retroversion  pessary.  The  bleeding  then  soon 
ceases.  .-Ml  patients  are  instructed  to  lie  upon  the 
abdomen  at  least  eight  hours  in  twenty-four  as  this 
position  favors  both  drainage  and  involution.  They 
are  allowed  out  of  bed  the  day  after  bleeding  ceases, 
and  unless  there  is  some  sp>ecial  contra-indication 
they  are  discharged  from  the  hospital  two  days 
later. 

In  none  of  the  septic  cases  was  there  any  intra- 
uterine manipulation  or  irrigation.  Patients  with 
sepsis  were  placed  out  of  doors  and  in  the  Fowler 
position.  Their  feeding  was  forced  as  much  as 
possible.  Some  patients  received  repeated  blood 
transfusions  of  small  quantities  of  blood  at  a  time, 
some  were  given  salvarsan  intravenously,  and  others 
were  treated  by  vaccines  and  sera.  Thus  far  no 
special  difference  has  been  noted  in  the  ultimate 
result  or  in  the  duration  of  the  illness  in  the  septic 
cases  relative  to  any  sp>ecial  tyF>e  of  extra-uterine 
treatment. 

The  author's  conclusions  are  summarized  as  fol- 
lows: 

1.  All  cases  of  abortion,  threatened,  inevitable, 
or  incomplete,  should  be  treated  conservatively  until 
it  is  demonstrated  that  conservative  treatment  has 
failed. 

2.  Conservative  treatment,  properly  executed, 
will  fail  in  something  less  than  four  cases  out  of  one 
hundred. 

3.  The  mortality  and  morbidity  in  abortion  cases 
is  in  direct  ratio  to  the  amount  of  intrauterine  inter- 
ference. The  greater  the  manipulation  and  inter- 
ference, the  higher  the  mortality  and  morbidity. 

4.  Curettage  in  abortion  changes  many  aseptic 
cases  into  septic  cases. 

5.  Curettage  is  therefore  seldom  indicated  and 
often  is  actually  harmful. 

6.  Conservative  treatment  has,  if  possible,  a 
more  jwsitive  indication  in  septic  than  aseptic  cases. 

K.  I..  Cornell,  M.D. 

LABOR  AND  ITS  COMPLICATIONS 

Newell,  F.  S.:  Abdominal  .\bortion.   Aw.  J.  Obsl.  &• 
Gynec.,  1921,  ii,  606. 

By  the  term  ''abdominal  abortion"  is  meant  the 
termination  of  pregnancy  before  the  period  of 
viability  by  abdominal  hysterectomy  in  preference 
to  pelvic  operation. 

The  principal  advantages  of  abdominal  hyster- 
ectomy are  that  it  can  be  performed  under  local 
anaesthesia  on   patients   who   are   considered   poor 
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risks  for  general  anaesthesia,  and  that,  since  the 
contra-indication  to  pregnancy  is  permanent,  the 
termination  of  the  pregnancy  can  be  supplemented 
by  sterilization.  The  present  pregnancy  can  be 
ended  and  future  pregnancies  made  impossible  at  a 
single  operation  with  minimal  risk. 

The  ordinary  indications  for  abdominal  abortion 
are,  first,  serious  cardiac  lesions  which  at  some 
previous  time,  either  during  or  before  the  pregnancy, 
have  resulted  in  decompensations,  particularly  those 
causing  signs  of  failing  compensation  early  in  the 
present  pregnancy,  and  second,  cases  of  chronic 
nephritis  in  which  the  disease  is  distinctly  progressive 
and  the  history  shows  that  recent  attempts  at 
childbearing  have  resulted  invariably  in  the  birth 
of  stillborn  children  in  spite  of  adequate  medical 
attention. 

Quiescent  though  not  arrested  pulmonary  tuber- 
culosis in  patients  who  already  have  children  would 
seem  a  proper  indication  both  for  the  termination 
of  the  present  pregnancy  and  for  sterilization  after 
due  consultation  with  the  patient. 

Occasionally  cases  of  diabetes  which  do  not  yield 
to  ordinary  treatment  may  also  oflFer  indications  for 
sterilization  in  addition  to  the  termination  of  the 
pregnancy. 

The  operation  is  most  useful,  however,  in  the 
cases  of  patients  with  decompensated  cardiac  lesions 
in  which  attempts  to  restore  compensation  have 
faUed.  In  such  cases  the  use  of  a  general  anaesthetic 
may  be  possible,  but  as  a  rule  operation  can  be  per- 
formed more  safely  under  local  anzesthesia. 

The  author  has  adopted  local  anaesthesia  preceded 
by  the  administration  of  morphine  and  scopolamine 
for  caesarean  section  at  full  term  when  the  use  of  a 
general  anaesthetic  has  been  advised  against  by  a 
competent  medical  consultant.  With  the  exception 
of  the  occasional  case  in  which  first-intention  healing 
of  the  abdominal  wound  was  interfered  with  by  too 
free  infiltration  of  the  abdominal  wall  with  novocaine 
when  the  patient's  general  resistance  was  below 
normal,  he  has  been  entirely  satisfied  with  the 
results. 

The  technique  of  abdominal  abortion  imder  local 
anaesthesia  is  described  in  detail  as  follows: 

About  two  and  one-half  hours  before  the  time  set 
for  operation  the  patient  is  given  1/6  gr.  of  morphine 
and  1/200  gr.  of  scopolamine  by  hypodermic  in- 
jection. The  scopolamine  is  repeated  at  forty- 
minute  intervals,  but  usually  it  is  not  necessary  to 
repeat  the  morphine.  Three  or  four  doses  of 
scop>olamine,  but  occasionally  more,  are  necessary 
to  produce  quiet  sleep.  The  patient's  eyes  are 
covered  and  the  ears  plugged.  She  is  brought  to  the 
operating  room  as  quietly  as  possible,  and  no  un- 
necessary noise  or  conversation  is  allowed  in  the 
operating  room. 

The  field  of  operation  is  prepared  quickly  with 
iodine  and  the  site  of  the  incision  is  anaesthetized 
with  ^2  per  cent  novocaine,  care  being  taken  to 
anaesthetize  the  skin  thoroughly  and  also  the  fascia 
layer. 


After  the  proper  interval  the  abdomen  is  opened 
in  the  usual  way,  a  low  median  incision  being  made 
just  above  the  symphysis.  If  the  pregnancy  is  of 
more  than  three  and  one-half  months'  duration,  the 
uterus  can  be  easily  manipulated  through  such  an 
incision  without  great  traction  on  the  jieritoneum. 
In  earlier  cases  the  uterus  must  be  grasf)ed  with 
hooks  and  drawn  up  to  the  wound,  at  times  con- 
siderable traction  being  necessar>\  This  may  cause 
some  reaction,  but  as  a  nile  it  is  not  great.  The 
uterus,  which  is  practically  non-sensitive,  can  be 
opened,  the  ovum  removed  with  the  finger,  and  the 
wound  sutured  without  any  marked  reaction  al- 
though some  patients  will  move  more  or  less  and 
occasionally  groan. 

If  sterilization  is  to  be  done  under  local  anaesthesia 
the  most  satisfactorj'-  method  is  excision  of  the  tubes 
from  the  comua  of  the  uterus.  In  the  author's 
experience  the  injection  of  a  syringe  f  uU  of  novocaine 
into  the  inner  portion  of  the  broad  ligament  and  the 
comua  of  the  uterus  is  advisable  before  this  is  done. 
The  presence  of  old  abdominal  adhesions  increases 
the  diflficulty  of  the  operation  to  some  extent  since 
peritoneal  adhesions  are  extremely  sensitive,  but 
they  can  be  injected  with  novocaine  and  then  cut 
and  tied  if  a  proper  interval  is  allowed  for  the  action 
of  the  novocaine.  The  manipulations  necessary  to 
remove  the  uterus  under  local  anaesthesia  would 
probably  be  very  painful  because  of  the  traction 
of  the  peritoneum.  Therefore  this  method  of 
sterilization  has  not  been  attempted  under  local 
anaesthesia.  In  the  operation  described,  the  uterine 
incision  and  the  abdominal  wall  are  closed  as  in  any 
ordinary  caesarean  section  and  the  patient  then 
treated  as  after  any  other  laparotomy. 

Surgical  shock  has  been  absent  in  most  cases  and 
postoperative  vomiting  has  not  occurred  in  any. 

This  method  of  operation  is  a  distinct  advance  for 
patients  who  present  permanent  contra-indications 
to  pregnancy  and  in  whom  sterilization  is  con- 
sidered justifiable.  There  is  less  shock  and  less  loss 
of  blood  than  in  abortion  by  the  pelvic  route,  and  in 
addition  the  recurrence  of  pregnancy  is  prevented. 

E.  L.  Cornell,  M.D. 

Holland,    E. :  Methods    of    Performing  Caesarean 

Section.  J.Obst.  (s'Gynac.Brit.  Emp..  1921,  xxviii, 
349- 

The  results  of  about  4,000  caesarean  sections  f>er- 
formed  for  various  indications  during  the  period 
from  191 1  to  1920  are  reported.  The  total  number 
of  cases  in  which  the  operation  was  performed  for 
f)elvic  contraction  was  3,374. 

Satisfactory  as  is  the  classical  operation,  it  has 
certain  disadvantages  both  in  theory  and  in  practice, 
and  lately  these  have  been  coming  to  the  front.  In 
fact,  at  the  present  time  there  is  much  imcertainty 
regarding  caesarean  section.  The  defects  of  the 
classical  operation  as  met  with  in  practice  are  as 
follows: 

I.  The  risk  of  sepsis  in  infected  or  suspected 
cases.    The  classical  op>eration  is  not  safe  when 


326 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


infection  is  suspected  or  present,  i.e.,  when  labor  is 
advanced  and  the  membranes  are  ruptured,  and 
when  there  have  been  many  vaginal  examinations  or 
attempts  at  delivery  by  forceps. 

2.  The  risk  of  rupture  of  the  scar  in  a  subsequent 
pregnancy  or  labor.  Quite  apart  from  rupture  of  the 
scar,  which  is  comparatively  rare,  the  proportion 
of  thin  and  defective  scars  found  at  subsequent 
operations  is  v/ery  high. 

3.  The  risk,  a  rare  one,  of  intestinal  complications 
during  convalescence. 

4.  Adhesions  between  the  uterine  scar  and  in- 
testine, omentum,  or  abdominal  wall,  which  some- 
times cause  much  difficulty  in  subsequent  operations. 

It  is  easy  enough  to  perform  a  classical  cesarean 
section,  but  the  greatest  care  must  be  taken  to 
suture  the  uterine  wound  properly.  This  is  the  step 
in  the  operation  which  is  apt  to  be  done  imperfectly. 
There  must  be  no  hurry;  every  suture  must  be 
inserted  and  tied  deliberately. 

The  best  method  of  suturing  is  that  in  which  in- 
terrupted sutures  are  passed  through  the  whole 
thickness  of  the  uterine  wall  except  the  decidua.  An 
essential  point  is  that  they  start  well  outside  the 
edges  of  the  incision  so  as  to  include  a  good  thick- 
ness of  the  uterine  wall. 

Closure  of  the  uterine  peritoneum  is  of  great 
importance  in  preventing  the  leakage  of  sepsis  from 
the  interior  of  the  uterus  to  the  peritoneal  cavity. 

The  author  first  incises  only  the  peritoneum 
throughout  the  length  of  the  proposed  incision  and 
then  reflects  it  for  half  an  inch  all  around.  The 
muscle  is  next  incised  in  the  usual  way  through  the 
length  of  the  bared  area.  In  suturing  the  wound  the 
muscular  wall  is  sutured  first;  the  reflection  of  the 
peritoneum  allows  the  needle  to  be  inserted  well 
outside  the  edge  of  the  muscle  so  that  it  takes  a  wide 
bite.  After  this  layer  is  tied,  the  reflected  peritoneal 
edges  can  be  accurately  united,  first  by  a  running 
suture  and  over  that  by  a  Lembert  suture.  It  is 
important  to  wait  for  complete  retraction  before 
inserting  the  sutures.  The  author  considers  silk- 
worm gut  the  best  suture  material,  silk  the  next  best, 
and  catgut  most  unsuitable. 

The  advantages  of  the  cervical  over  the  classical 
operation  are  the  following: 

1.  The  wound  lies  in  a  quiet  part  of  the  uterus 
and  is  at  rest  during  healing.  There  is  no  tendency 
for  the  edges  of  the  wound  to  be  drawn  apart  or  for 
gaps  to  form  between  the  sutures.  For  these  reasons 
healing  occurs  under  more  favorable  circumstances 
than  following  the  classical  operation. 

2.  The  uterine  incision  is  made  through  a  less 
vascular  area,  and  bleeding  from  the  edges  is  extreme- 
ly slight. 

3.  The  edges  of  the  wound  are  thin;  suture  is 
therefore  easier  and  quicker. 

4.  The  position  of  the  wound  is  such  that  ad- 
hesions to  the  intestines,  omentum,  or  abdominal 
wall  cannot  occur;  there  is  only  a  short  line  of  peri- 
toneal sutures  at  the  bottom  of  the  uterovesical 
pouch. 


5 .  The  uterine  wound  is  covered  with  a  thick  layer 
of  fascia  and  by  the  bladder,  and  perfect  closure  of 
the  peritoneum  is  possible. 

6.  The  operation  causes  less  disturbance  of  the 
abdominal  contents;  the  intestines  are  never  seen. 

7.  The  scar  is  in  a  safer  area  for  subsequent 
pregnancy  and  labor  as  the  lower  uterine  segment 
stretches  late  in  labor. 

8.  The  operation  is  just  as  easy  to  a  practised 
surgeon  as  the  classical  procedure. 

It  is  obvious  that  a  great  deal  more  experience  and 
careful  recording  are  necessary  before  a  sound  con- 
clusion can  be  drawn  regarding  the  relative  merits 
of  the  classical  and  lower  segment  operations.  In  the 
future,  Holland  will  employ  the  transperitoneal 
lower  segment  operation  for  all  cases  unless  the  lower 
segment  is  hard  to  get  at,  as  when  the  abdominal 
cavity  is  short  in  cases  of  diminutive  stature  or 
kyphosis.  A  conservative  practice  would  be  to  use 
the  operation  only  when  the  patient  has  been  long 
in  labor,  when  it  is  easier,  and  when  infection  of  the 
wound  is  to  be  feared.  E.  L.  Cornell,  M.D. 

Kerr,  J.  M.  M.:  Indications  forCflesarean  Section. 

J .  Obst.  (rGytujtc.  Brit.  Emp.,  1921,  xxviii,  338. 

In  general,  unless  the  child  is  very  small,  cesarean 
section  should  be  chosen  whenever  the  conjugata 
vera  is  under  3V4  in.  (8.1  cm.).  Even  when  it 
measures  as  much  as  this,  the  operation  may  be 
indicated  occasionally.  When  the  conjugata  vera  is 
3  '4  in.  one  must  estimate  very  carefully  the  relative 
size  of  the  head  and  the  pelvis.  Any  other  procedure 
than  cesarean  section  should  be  employed  only  if 
the  overlapping  is  slight  and  a  certain  degree  of 
fixation  of  the  head  in  the  brim  of  the  pelvis  can  be 
secured. 

Pubiotomy  is  relatively  seldom  a  suitable  method 
in  cases  of  contraction  at  the  pelvic  rim  because  the 
gain  in  the  conjugate  is  slight  for  each  inch  of 
separation  at  the  symphysis.  The  cases  in  which  it  is 
suitable  are  those  in  which  the  accoucheur  has 
carefully  estimated  the  relative  size  of  the  head  and 
the  pelvis,  has  erroneously  come  to  the  conclusion 
that  spontaneous  deliver>'  will  occur,  has  made  one 
or  two  attempts  with  the  forceps  (employing  moder- 
ate traction),  and  has  failed  to  deliver.  Under  such 
circumstances   pubiotomy   gives  excellent   results. 

For  contractions  at  the  outlet,  pubiotomy  is 
especially  suitable  because  every  inch  of  separation 
of  the  pubic  bones  gives  a  corresponding  increase 
between  the  tuberosities  of  the  ischia.  Cases  of 
pronounced  kyphotic  or  masculine  pelvis,  in  which 
the  head  is  arrested  at  the  outlet,  are  the  most  strik- 
ing examples. 

The  induction  of  labor  does  not  come  into  com- 
petition with  csesarean  section  as  the  results  of  the 
former  are  very  rarely  satisfactory  if  the  conjugata 
vera  is  under  3  ^4  in.  Induction  of  labor  is  indicated 
in  cases  in  which  at  a  previous  parturition  the 
accoucheur  experienced  difficulty  in  extracting  the 
child  with  the  forceps  and  it  is  believed  that  a  slight- 
ly smaller  child  can  be  delivered  easily. 
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It  is  generally  agreed  that  if  a  fibroid  tumor  ob- 
structs the  passage  of  the  child  from  the  uterus  the 
only  procedure  is  caesarean  section.  On  no  account 
should  the  child  be  dragged  past  the  tumor.  In  con- 
nection with  this  indication  the  author  summarizes 
in  tabular  form  eighty-eight  cases  with  a  maternal 
mortality  of  8  per  cent  and  a  foetal  mortality  of  19 
per  cent.  The  high  foetal  mortality  is  accounted  for 
by  the  fact  that  in  a  considerable  number  of  cases 
the  children  were  premature,  and  in  many  the  tumors 
interfered  with  the  growth  and  development  of  the 
foetus.  A  few  of  the  cases  might  have  been  dealt  with 
by  myomectomy  and  vaginal  extraction  of  the  child. 

Caesarean  section  is  rarely  necessary  in  cases  of 
ovarian  tumors  complicating  labor.  In  such  cases 
the  tumor  should  be  removed  and  the  child  delivered 
through  the  vagina.  The  ovarian  tumor  can  general- 
ly be  raised  out  of  the  j)elvis  and  removed  if  the 
patient  is  placed  in  the  Trendelenburg  position  and 
an  assistant  pushes  it  up  from  the  vagina  if  it  is  im- 
pacted in  the  pelvis.  In  the  very  exceptional  cases 
in  which  the  tumor  cannot  be  removed,  caesarean 
section  is  indicated.  In  thirty-nine  cases  of  caesarean 
section  for  this  complication  the  maternal  mortality 
was  10  per  cent  and  the  foetal  mortality  8 . 6  per  cent. 

In  addition  to  these  more  common  tumors,  the 
author's  tables  include  two  cases  of  broad  ligament 
cysts,  four  of  malignant  ovarian  tumors,  one  of 
tumor  of  the  bladder,  ten  of  tumors  of  the  pelvis, 
nine  of  tumors  of  the  pelvic  colon  and  rectum,  and 
twenty-five  of  carcinoma  of  the  cervix.  Taking  all 
of  these  cases  together  the  maternal  mortality  was 
17.6  per  cent  and  the  foetal  mortality  S3  P^r  cent. 
Practically  aU  of  the  deaths  were  those  of  patients 
with  carcinoma  or  malignant  ovarian  tumors. 

In  195  cases  in  which  caesarean  section  was  per- 
formed for  eclampsia  the  maternal  mortality  was  3 1 
per  cent.  There  is  no  doubt  that  this  would  have 
been  lower  if  the  operation  had  been  performed 
earlier.  The  great  difficulty  in  these  cases  is  the 
selection  of  those  suitable  for  this  very  radical  pro- 
cedure. Everyone  who  has  been  engaged  in  ob- 
stetrical practice  for  any  length  of  time  has  en- 
countered many  most  impromising  cases  which 
recovered  following  ordinary  medical  and  obstetrical 
procedures. 

The  cases  suitable  for  caesarean  section  are  those 
in  which  the  pregnancy  is  weU  advanced  but  there  is 
no  dilatation  of  the  cervix  or  attempt  at  labor,  and 
after  six  hours  there  is  no  improvement  from  blood- 
letting, intravenous  saline  infusion,  and  morphine. 
When  the  seizures  occur  earlier  in  pregnancy  than 
the  thirty-second  or  thirty-third  week,  vaginal 
caesarean  section  is  preferable. 

At  the  present  time  the  author  is  fairly  well  con- 
vinced that  caesarean  section  should  always  be  select- 
ed in  the  case  of  a  primigravida  with  a  central 
placenta  praevia  as  the  plugging,  manual  manipula- 
tion, version,  and  delivery  of  the  shoulders  and  head 
are  associated  with  much  greater  danger  to  the 
mother  and  infinitely  greater  danger  to  the  chUd.  He 
has  employed  it  in  six  cases,  and  in  all  the  mother 


and  child  were  saved.  In  this  particular  condition  it 
is  of  vital  importance  to  op)erate  early. 

Caesarean  section  is  indicated  only  in  the  severe 
cases  of  accidental  haemorrhage. 

There  are  fourteen  cases  of  ventrofixed  uteri  in 
which  caesarean  section  was  done;  none  of  the 
mothers  died  but  there  were  two  foetal  deaths. 

In  three  cases  caesarean  section  was  necessary 
following  the  interposition  op)eration. 

Few  obstetricians  of  experience  would  advocate 
caesarean  section  for  prolapse  of  the  cord. 

The  author  never  employed  the  operation  for 
impacted  shoulder  presentation  as  it  is  very  seldom 
necessary  or  advisable.  In  four  cases  of)erated  upon 
there  were  two   maternal  and   two  foetal  deaths. 

The  tables  show  eleven  caesarean  sections  perform- 
ed because  of  large  size  of  the  chUd,  four  for  large 
head,  two  for  occipitoposterior  position,  two  for 
brow  presentation,  and  three  for  impacted  breech 
presentation — in  all,  twenty-two  cases.  None  of  the 
mothers  died  but  there  were  two  foetal  deaths  (9  per 
cent) .  As  far  as  these  conditions  are  concerned  Kerr 
feels  certain  that  the  majority  of  obstetricians  would 
admit  them  as  justifiable  indications  under  special 
circimistances.  The  great  difficulty  is  the  determin- 
ation of  the  degree  of  dystocia  which  may  be  en- 
countered. 

Rigidity  of  the  cervix  and  vagina  is  also  placed  in 
the  Ust  of  indications.  Although  a  few  cases  are  en- 
countered in  which  caesarean  section  is  indicated — 
for  example,  old  cicatrices  seriously  obstructing  the 
passage — few  surgeons  advocate  the  employment  of 
such  radical  measures  for  even  extreme  rigidity  of 
the  cervix. 

Under  the  heading  of  grave  diseases  threatening 
the  life  of  the  mother  there  were  forty-two  cases  of 
cardiac  disease  with  a  maternal  and  foetal  mortality 
of  20  i>er  cent;  two  cases  of  advanced  pulmonary 
tuberculosis,  with  no  deaths;  four  cases  of  intestinal 
obstruction,  with  two  maternal  deaths;  and  one 
case  each  of  diabetic  coma,  septicaemia,  and  chorea, 
all  of  which  were  fatal. 

The  author  is  convinced  that  twenty  years  hence 
the  accepted  indications  for  caesarean  section  will  be 
extended  even  beyond  the  limits  suggested. 

E.  L.  Cornell,  M.D. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Rocs,  T. :  The  Treatment  of  Puerperal  Sepsis  (Zur 
Behandlung  der  puerperalen  sepfischen  Erkrank- 
ungen).  Fortschr.  d.  Med.,  1921,  xxxix,  708. 

The  author  discusses  the  best  methods  of  treat- 
ing puerperal  sepsis  with  special  reference  to  those 
used  during  the  last  few  years  at  the  Hess  Midwife 
Institute  in  Mainz.  In  view  of  the  severity  of  the 
infection,  no  remedy  should  be  left  untried  which 
offers  any  promise  of  success  whatever.  The  local 
treatment  of  puerperal  ulcers  and  septic  endometritis 
has  been  entirely  abandoned  as  it  is  absolutely  im- 
possible to  sterilize  an  infected  wound  mechanically 
or  chemically.    Moreover,  local  treatment  of  the 
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internal  genital  organs  may  be  injurious.  The  same 
is  true  of  vaginal  and  uterine  douches  which  may 
force  septic  material  into  the  tubes  and  even  into 
the  peritoneum.  Douching  is  frequently  followed 
by  a  chill  and,  as  the  result  of  the  breaking  through 
of  the  wall  of  granulation  formed  by  the  body, 
peritonitis,  thrombophlebitis,  septic  thrombosis,  or 
general  sepsis  may  develop. 

Instrumental  cleansing  of  the  septic  endometrium 
and  atmocausis,' which  apparently  provide  a  favor- 
able culture  medium  for  the  bacteria  in  the  uterus, 
have  also  been  abandoned.  Uterine  douches  are 
employed  today  only  when  there  is  pronounced 
stasis  of  the  lochial  secretion  with  absorption  and 
high  fever.  Removal  of  ichorous  foetal  or  placental 
remains  with  the  fingers  is  followed  by  a  douche 
forty-eight  hours  after  the  disappearance  of  fever. 
It  is  best  to  leave  small  placental  remains  untouched 
during  fever  as  digital  or  instrumental  removal  is 
more  dangerous  even  after  a  period  of  weeks. 

Attempts  to  improve  the  condition  by  operative 
removal  of  the  infected  organ  usually  fail.  Fre- 
quently peritonitis  or  septicopyemia  results  and 
these  as  a  rule  are  soon  fatal.  Whether  an  abdom- 
inal or  a  vaginal  hysterectomy  is  done,  the  entrance 
of  virulent  bacteria  into  the  operative  wounds,  the 
connective  tissue,  the  peritoneum,  and  the  opened 
blood  vessels  can  rarely  be  prevented.  Surgical 
treatment  is  usually  restricted  to :  ( i )  the  opening  of 
abscesses  of  the  pelvic  connective  tissue,  (2)  in- 
cision, irrigation,  and  drainage  in  diffuse  purulent 
peritonitis,  and  (3)  ligation  of  the  veins  in  thrombo- 
phlebitis. The  author  advises  allowing  the  abscesses 
to  point.    They  can  then  be  reached  much  more 


easily  and  with  less  danger  either  through  the  vagina 
or  by  abdominal  incision,  and  heal  rapidly  without 
complications.  Encapsulation  is  obtained  best  by 
rest  and  the  administration  of  opiates.  The  ap- 
plication of  heat  is  recommended  to  aid  in  the  de- 
crease and  absorption  of  encapsulated  abscesses. 

In  the  presence  of  a  puerp>eral  peritonitis  having 
its  origin  in  a  pelvic  peritonitis,  which  as  a  rule 
cannot  be  expected  to  become  cured  spontaneously, 
immediate  operation  is  indicated.  In  the  beginning 
of  this  condition  muscular  tension  is  frequently 
absent,  but  more  rapid  and  superficial  breathing, 
nausea  or  vomiting,  and  a  more  rapid  and  increas- 
ingly smaller  pulse  are  characteristic.  The  opening 
is  best  made  in  the  midline  under  local  anassthesia. 
The  incision  should  be  only  a  few  centimeters  long. 
Secretions  should  be  drained  with  rubber  drains  and, 
if  necessary,  several  counter-openings  should  be 
made.  Irrigation  with  saline  solution  is  contra- 
indicated  as  it  might  spread  the  process  further. 
Ether  may  be  poured  into  the  abdominal  cavity. 
In  especially  severe  cases  only  adrenalin-saline 
solution  should  be  given  intravenously.  Electric 
light  treatment,  diathermy  of  the  pelvis,  etc.  find 
a  wide  application. 

An  experience  of  many  years  in  the  treatment  of 
puerperal  sepsis  has  demonstrated  that  intravenous 
injections  of  the  silver  colloids  and  the  acridin  salts 
(acriflavinc)  deserve  special  consideration.  The 
prophylactic  administration  of  these  preparations 
to  enable  the  body  to  overcome  a  spreading  infection 
is  also  recommended.  In  addition,  analeptics, 
cardiac  stimulants,  alcohol  baths,  and  a  nourishing 
fluid  diet  are  indicated.  Bode  (Z). 
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ADRENAL,  KIDNEY,  AND  URETER 

Le  Fur,  R. :  Notes  on  Various  Methods  of  Kidney 
Exploration  and  Their  Trustworthiness.  Med. 
Press,  1921,  n.s.  cxii,  528. 

The  author  describes  more  or  less  in  detail  the 
various  methods  of  determining  kidney  function, 
paying  special  attention  to  experimental  polyuria, 
maximum  concentration,  and  azotaemia  tests. 
As  we  must  know  not  only  whether  the  kidney  is 
functioning  but  also  the  maximum  activity  of  which 
it  is  capable,  a  functional  test  which  will  indicate  the 
"margin  of  safety"  is  necessary.  Clinically,  the 
urea  elimination  is  the  best  test.  This  can  be  deter- 
mined in  two  ways:  (i)  by  increasing  the  quantity 
of  urine  (experimental  polyuria),  and  (2)  by  in- 
creasing the  concentration  of  urea  (maximum  con- 
centration test).  It  is  wise  to  make  both  tests. 
Moreover,  as  the  fact  that  a  kidney  has  the  power  to 
excrete  the  maximum  amount  of  urea  is  of  no  value 
unless  the  blood  urea  is  normal  in  amount,  the 
blood-urea  test  (azotaemia)  is  indispensable. 

Ambard's  constant  may  be  worked  out  to  ad- 
vantage if  it  is  used  to  corroborate  the  azotaemia 
test,  but  the  author  considers  the  azotaemia  test 
more  reliable. 

Color  tests,  the  elimination  of  phloridzin,  sodium 
chloride,  etc.  are  of  no  more  value  than  the  first 
and  second  tests  mentioned. 

Horace  Binney,  M.  D. 

Smith,  E.  C:  A  Case  of  Unusual  Solitary  Tuber- 
culoma of  the  Kidney.    /.  Urol.,  1921,  vi,  371. 

Few  cases  of  isolated  tuberculous  granuloma 
occurring  in  the  kidney,  liver,  or  spleen  have  been 
recorded.  The  usual  types  are  miliary  or  pyonephro- 
tic,  having  a  secondary  relationship  to  active  or 
quiescent  foci  in  some  other  part  of  the  body. 

The  case  reported  in  this  article  was  that  of  a 
young  adult  with  definite  unilateral  renal  tuberculo- 
sis. For  one  week  previous  to  operation  there  was  a 
persistent  elevation  of  temperature  not  explainable 
by  pulmonary  tuberculosis  or  other  common 
causative  condition.  Following  the  removal  of  the 
diseased  kidney»an  intense  streptococcic  septicaemia 
developed  and  later  a  fatal  peritonitis. 

Pathologic  examination  of  the  kidney  and  a  com- 
plete autopsy  showed  a  large  solitary  renal  tuber- 
culoma and  absence  of  any  other  focus  of  tuberculosis 
in  the  body. 

The  author  draws  two  conclusions  from  this  case: 
(i)  persistent  fever  unexplained  by  pulmonary 
lesions  or  other  usual  causes  is  a  contra-indication  to 
immediate  operation  in  renal  tuberculosis,  and  (2) 
closer  co-operation  between  the  pathologist  and  the 
surgeon  will  be  of  benefit  to  both,  and  especially  to 
the  surgeon.  H.  W.  Plaggemeyer,  M.D. 


Helmholz,  H.  F. :  Modes  of  Infection  in  Pyelitis. 

Am.  J.  Dis.  Child.,  1921,  .xxii,  606. 

Since  identical  symptoms  may  be  produced  by 
cortical  abscess  of  the  kidney  and  infection  of  the 
ureter,  pelvis,  or  bladder,  urine  examinations  are 
of  little  value  in  localizing  a  lesion  of  the  genito- 
urinary tract.  No  large  series  of  cases  of  pyelitis  has 
been  studied  except  by  means  of  bladder  cultures, 
and  this  procedure  determines  simply  that  the  organ- 
ism obtained  came  from  some  point  in  the  genito- 
urinary tract.  By  means  of  ureteral  catheterization, 
the  location  of  a  lesion  higher  up  in  the  urinary  tract 
may  be  determined.  This  helps  little  in  the  deter- 
mination of  the  mode  of  infection,  but  it  demon- 
strates the  numerical  incidence  of  infections  of  the 
bladder  and  kidney. 

The  number  of  necropsies  in  cases  of  pyelitis  is 
relatively  small,  and  no  satisfactory  bacteriological 
study  has  been  made  in  any  of  them.  Only  instances 
in  which  necropsy  is  done  very  soon  after  death  may 
be  considered  in  the  bacteriological  investigation  as 
the  bacillus  coli  rapidly  penetrates  the  organs  after 
death.  The  pathologic  report  is  negative  in  so  many 
cases  of  pyelitis  that  ever\'  effort  should  be  made  to 
obtain  all  possible  bacteriological  evidence  of  the 
site  of  the  lesion.  Cultures  from  the  bladder,  ureters, 
and  kidneys  will  give  an  idea  of  the  uppermost  point 
of  involvement  of  the  urinar\-  tract.  By  this  means, 
a  comparative  localization  may  be  made  which  it  is 
impossible  to  make  during  life. 

The  only  conclusions  of  value  to  be  drawn  from 
postmortem  examinations  of  cases  of  pyelitis  are 
those  drawn  from  instances  in  which  examination 
was  made  very  shortly  after  death,  since  it  is  well 
known  that  the  mucous  membrane  of  the  pelvis  is 
rapidly  macerated  by  the  urine.  The  pathologic 
findings  of  Thiemich,  abscesses  of  the  renal  cortex 
unassociated  with  lesions  of  the  bladder  or  i>elvis, 
are  probably  due  to  the  coccus  group  of  organisms, 
and  not  to  bacillus  coli.  In  spite  of  the  large  amount 
of  infectious  material  that  must  have  passed  through 
the  pelvis,  no  involvement  of  the  pelvic  mucous  mem- 
brane was  found. 

In  cases  of  renal  involvement  definitely  secondary' 
to  lesions  of  the  lower  urinar>-  tract  there  is  usually 
such  marked  destruction  of  tissue  that  the  histologic 
picture  is  of  practically  no  value  as  an  indication  of 
the  mode  of  infection.  In  the  majority  of  such  cases 
there  is  some  condition  damming  the  flow  of  the 
urine. 

It  has  been  shown  that  renal  infection  by  the 
ha;matogenous  route  results  in  cortical  lesions,  while 
an  inflammatory'  condition  in  the  p>elvis  tends  to 
localize  in  the  papilla.  At  the  present  time  this  is  the 
only  feature  which  makes  pwssible  a  histologic  dif- 
ferentiation between  haematogenous  and  ascending 
pyelitis. 
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Regarding  the  direct  passage  of  organisms  from 
the  intestinal  canal  to  the  kidney  by  way  of  the 
lymphatics  the  author  states  that  not  sufficient 
evidence  has  been  brought  forward  to  warrant  a  dis- 
cussion at  this  time.  In  view  of  the  manner  in  which 
the  lymphatic  system  develops,  there  is  a  possibility 
that  in  some  cases  a  direct  connection  persists. 

G,  H.  Jackson,  Jr..  M.D. 

Kretschmer,   H.   L.:The  Treatment   of   Pyelitis. 

Surg.jGynec.  b'Obst.,  1921,  xxxiii,  632. 

This  article  is  based  on  a  study  of  200  cases  of 
pyelitis  or  pyelonephritis.  Lesions  of  a  surgical 
nature  were  excluded.  These  cases  may  be  divided 
into  the  following  clinical  groups:  (i)  the  pyelitis  of 
infancy  and  childhood;  (2)  the  pyelitis  of  pregnancy; 
(3)  the  pyelitis  of  matrimony;  (4)  pyelitis  following 
surgical  operations;  and  (5)  simple  pyelitis.  It  is 
believed  that  in  the  pyelitis  of  matrimony,  or  "de- 
floration pyelitis,"  the  colon  bacilli  gain  entrance 
through  the  tears  in  the  hymen. 

A  careful  search  was  made  in  every  case  for  the 
presence  of  lesions  of  other  organs  which  might  have 
been  factors  predisposing  to  the  occurrence  of  kid- 
ney infections,  relapses,  or  failure  of  treatment. 
Thirty  per  cent  of  the  patients  had  constip>ation  and 
a  small  number  had  haemorrhoids,  fissures,  fistula;, 
etc.  Frequently  the  clearing  up  of  infections  of  the 
prostate  and  seminal  vesicles  was  associated  with 
the  cure  of  the  pyelitis. 

Renal  infections  may  occur  at  any  age  but  are 
most  common  in  adults,  25.5  per  cent  occurring  be- 
tween the  thirty-first  and  fortieth  years  of  age.  The 
author  believes  it  not  improbable  that  many  cases 
of  cystitis  in  infancy  and  childhood  are  in  reality 
cases  of  pyelitis.  Of  the  patients  whose  cases  are 
reviewed,  39  per  cent  were  males  and  61  per  cent 
were  females.  The  bacteriological  examination 
showed  colon  bacilli  in  132  cases,  staphylococci  in 
twenty-eight,  streptococci  in  one,  colon  bacilli  and 
staphylococci  in  ten,  and  staphylococci  and  strepto- 
cocci in  one.  The  findings  in  twenty-seven  are  not 
given.  Both  kidneys  were  infected  in  ninety-nine 
cases,  the  right  kidney  alone  in  thirty-two,  and  the 
left  kidney  alone  in  seventeen.  In  twenty-one  cases 
the  bladder  and  both  kidneys  showed  pus. 

Of  the  177  cases  in  which  more  or  less  accurate 
cystoscopic  data  were  obtained,  128  showed  patho- 
logic changes;  75  per  cent  showed  bladder  changes 
which  varied  in  intensity  from  a  slight  amount  of 
hyperaemia  around  the  internal  urethral  orifice  to  a 
generalized  cystitis.  Pyelography  was  not  carried 
out  as  a  routine  procedure,  but  when  pyelograms 
were  made  they  showed  the  usual  picture  of  infection. 

Bladder  distress  was  by  far  the  most  common  com- 
plaint. There  was  frequency  in  66.5  per  cent  of  the 
cases;  burning  in  37.5  per  cent;  painful  urination  in 
30.5  per  cent;  turbidity  of  urine  in  32.5  per  cent; 
blood  in  the  urine,  usually  of  moderate  degree,  in  24 
per  cent ;  urgency  in  8  per  cent ;  incontinence  in  5  per 
cent;  difficulty  in  9.5  per  cent;  chills  in  2;^  per  cent; 
and  a  definite  history  of  fever  in  37.5  per  cent.  The 


patients  with  pyelitis  of  pregnancy  appeared  to  be 
more  acutely  ill  than  the  others. 

While  the  diagnosis  of  infection  of  the  renal  pelvis 
is  not  very  difficult,  being  based  on  the  examination 
of  divided  specimens  of  urine,  colon  bacillus  pyelitis 
has  often  been  mistaken  for  a  number  of  diseases. 
Stricture  of  the  ureter,  large  hydronephrosis,  and 
renal  tumor  can  be  differentiated  by  the  pyelogram. 
Diligent  search  for  the  tubercle  bacillus  in  associa- 
tion with  the  colon  bacillus  must  be  made.  Rep>eated 
guinea  pig  inoculations  often  prevent  an  incorrect 
diagnosis. 

In  44.5  jjcr  cent  of  the  cases  there  was  a  history  of 
some  sort  of  surgical  operation.  Such  patients  fall 
into  the  following  four  groups: 

Group  I.  Those  who  were  operated  on  because 
of  urinary  symptoms,  but  were  not  relieved  by  the 
operation,  the  inference  being  that  they  were  oper- 
ated on  with  insufficient  study  of  the  case. 

Group  2.  Those  who  exhibited  urinary  symptoms 
for  the  first  time  after  some  surgical  procedure.  In 
the  presence  of  insufficient  data  it  is  within  the 
bounds  of  probability  that  the  so-called  pyelitis 
(postoperative)  may  have  been  an  exacerbation  of  a 
latent  pyelitis.  Some  of  the  cases  in  this  series, 
however,  were  cases  of  genuine  postoperative  pyelitis. 

Group  3.  Patients  who  had  been  operated  upon 
many  years  before  they  came  under  observation. 

Group  4.  Patients  who  had  had  kidney  operations; 
in  four  there  had  been  a  nephrectomy  with  resulting 
pyelitis  in  the  remaining  kidney  in  each  case. 

In  cases  of  acute  colon  bacillus  pyelitis  instru- 
mental or  local  treatment  was  not  resorted  to,  the 
one  exception  to  this  rule  being  the  pyelitis  or  pye- 
lonephrosis  of  pregnancy.  The  treatment  of  chronic 
pyelitis  may  be  considered  under  the  following 
heads:  vaccine  therapy,  medical  treatment,  and  pel- 
vic lavage.  Early  in  this  'work  vaccines  were  used 
in  conjunction  with  other  forms  of  treatment,  but  as 
it  soon  became  evident  that  they  were  not  of  great 
value  they  were  discontinued.  Since  then  the  author 
finds  that  the  results  have  been  as  satisfactor>'  as 
before.  Internal  treatment  consisted  of  the  use  of 
alkalies,  acids,  and  urotropine.  The  routine  man- 
agement was  instituted  with  the  administration  of 
oneteasjxKjnfulof  sodium  bicarbonate  in  water  three 
times  a  day,  enough  to  render  the  urine  distinctly 
alkaline.  Patients  unable  to  take  the  sodium  bicar- 
bonate were  given  citrate  of  potash  or  citrate  of 
soda.  When  the  urine  had  become  alkaline,  10  gr. 
of  urotropine  were  given  three  times  a  day  and  10 
gr.  of  acid  sodium  phosphate  four  times  a  day  until 
the  urine  became  distinctly  acid.  In  the  acute  cases 
of  pyelitis  the  internal  treatment  had  a  certain  value, 
but  as  some  of  the  patients  with  this  type  of  infection 
get  well  without  medication  the  value  of  these  drugs 
remains  questionable. 

In  the  author's  opinion  pelvic  lavage  is  the  most 
efficient  method  of  treatment.  At  times,  even  after 
a  single  ureteral  catheterization  for  diagnostic  pur- 
poses, the  pyuria  and  infection  clear  up.  Various 
drugs  have  been  used  for  pelvic  lavage;  KoU  has  ob- 
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tained  gratifying  results  with  aluminum  acetate. 
Mercurochrome  has  been  suggested  and  the  or- 
ganic silver  preparations  are  in  wide  favor.  In  the 
series  of  cases  reported  silver  nitrate  alone  was  used. 
The  amount  of  solution  employed  depended  on  the 
individual  case,  but  the  average  amount  was  from 
8  to  ID  c.  cm.  of  a  0.5  to  2  per  cent  solution.  The 
lavage  was  usually  done  twice  a  week  or  at  five- 
day  intervals  until  the  urine  was  sterile  on  three 
successive  tests. 

As  it  is  a  well-recognized  fact  that  conditions  of 
the  gastro-intestinal  tract  such  as  chronic  constipa- 
tion, coUtis,  etc.,  produce  lesions  of  the  urinar>^ 
tract,  routine  examination  of  the  rectum  for  haemor- 
rhoids, fissures,  etc.,  of  the  prostate  and  seminal 
vesicles  in  the  male,  and  of  the  female  genitalia  fol- 
lowed by  appropriate  remedial  measures  of  patholog- 
ic conditions  found  was  of  material  benefit  in  clear- 
ing up  the  renal  infection. 

The  author's  summary  is  as  follows: 

1.  Pelvic  lavage  with  silver  nitrate  is  an  efficient 
and  simple  method  of  treating  infections  of  the  renal 
pelvis. 

2.  In  the  series  of  cases  reported,  66.4  per  cent  of 
the  patients  treated  were  finally  discharged  with 
urine  sterile  and  free  from  pus. 

3.  In  selecting  cases  for  treatment,  lesions  of  the 
urinary  tract  which  are  of  a  surgical  nature  must  be 
excluded. 

4.  Lesions  of  the  abdominal  viscera  which  may 
be  factors  in  contributing  to  relapses  or  rendering 
this  treatment  inefficient  must  be  recognized  and 
subjected  to  appropriate  treatment. 

5.  Special  stress  must  be  laid  upon  proper  atten- 
tion to  lesions  of  the  gastro-intestinal  tract. 

6.  Lesions  of  the  male  and  female  genital  tract 
must  receive  proper  treatment. 

7.  Careful  routine  examinations  of  the  urine  in  all 
cases  of  obscure  abdominal  pain  should  be  made 
before  the  patient  is  subjected  to  surgical  operation. 

C.  D.  Holmes,  M.D. 

Rehn,  E.:  The  Causes  of  Secondary  Haemorrhage 
Following    Nephrotomy  and    Its    Prevention 

(Ueber  die  Ursachen  der  Spaetblutungen  nach 
Nephrotomie  und  deren  Verhuetung).  Bed.  klin. 
Wchnschr.,  1921,  Iviii,  121 7. 

The  fact  that  severe  and  even  fatal  secondary 
haemorrhages  occur  occasionally  after  nephrotomy 
induced  Rehn  to  investigate  their  causes  by  ex- 
periments on  animals.  He  found  that  the  bleeding  is 
due  to  congestion  caused  by  displacement  of  the 
kidney  resulting  from  insufficient  operative  fixation, 
too  early  activity  after  the  operation,  or  excessive 
pressure  exerted  on  the  large  veins  by  the  over- 
filled pelvis  of  the  kidney  whose  emptying  through 
the  ureter  has  been  hindered  by  coagulated  blood. 
In  such  cases  the  sutures  in  the  kidney  burst. 

To  prevent  this  accident  the  kidney  must  be  well 
fixed  and  the  renal  pelvis  drained  into  the  bladder 
as  well  as  externally.  Accurate  suturing  of  the 
parenchyma  is  also  essential.    Since  Rehn  has  jiaid 


particular   attention    to    these   points   no   further 
haemorrhages  have  occurred  in  his  cases. 

vox  Tappeiner  (Z). 

Culver,  H.:    Papilloma    of    the  Ureter.    /.    Urci.f 

192 1,  vi,  331. 

Culver  reports  a  case  in  which  a  neoplasm  was 
found  4  cm.  from  the  upper  end  of  the  ureter  and 
another  small  sessile  growth  about  i  cm.  from  the 
first  growth.  The  histologic  diagnosis  was  papilloma. 

The  clinical  histor>'  was  that  of  haematuria  and 
colic  due  to  the  passage  of  clots.  Nephrectomy  gave 
relief  from  the  bleeding  for  ten  days.  At  the  time  of 
its  recurrence  cystoscopic  examination  showed  a 
large  clot  protruding  from  the  ureteral  orifice.  The 
ureter  was  then  dissected  out.  Convalescence  was 
uneventful. 

Culver  has  been  able  to  find  only  fifteen  cases  of 
ureteral  papiUomata  reported  in  the  literature. 

Irvin  S.  Kolx,  M.D. 

BLADDER,  URETHRA,  AND  PENIS 

Kretschmer,  H.  L. :  Spinal  Cord  Bladders  Occur- 
ring in  Pernicious  Anaemia.  J.  Urol.,  1921,  vi, 
195- 

The  author  reports  a  series  of  four  cases  of  per- 
nicious anaemia  which  were  studied  by  him  from  the 
urological  p>oint  of  view.  They  all  presented  the 
group  of  bladder  symptoms  usually  associated  with 
spinal  cord  lesions.  Kretschmer  therefore  empha- 
sizes the  fact  that,  in  addition  to  the  usual  causes 
for  spinal  cord  bladders,  pernicious  anaemia  must  be 
borne  in  mind. 

The  subjective  bladder  symptoms  in  the  early 
stages  of  pernicious  anaemia  are  difficulty  in  urina- 
tion suggesting  urinar\'  obstruction,  a  feeling  of 
incomplete  emptying  of  the  bladder,  and  possibly 
frequency.  Later,  retention  or  incontinence  devel- 
ops. 

In  two  of  the  cases  studied  the  cystoscope  showe(^ 
fine  trabeculations,  and  in  two  others,  a  severe 
cystitis.  In  three  cases  the  urine  obtained  from 
both  sides  by  ureteral  catheterization  showed  in- 
fection. The  colon  bacillus  was  present  in  all  three, 
and  in  two  there  were  other  bacteria. 

Henry  L.  Sakford,  M.D. 

Hunt,  V.  C. :  Submucous  Ulcer  of  the  Bladder  and 
Its  Surgical  Treatment.  Minnesota  Med.,  1921, 
iv,  703- 

Until  recently,  ulceration  of  the  bladder  was 
referred  to  as  cystitis  secondary  to  infection  else- 
where in  the  urinary  tract  and  the  ulcer  was  not 
subjected  to  direct  surgical  attack. 

In  1 9 14  Hunner  reported  eight  cases  in  which  "a 
rare  type  of  bladder  ulcer"  formed  a  definite 
pathologic  basis  for  the  so-called  "irritable  bladder. " 
Sixty-two  similar  cases  have  been  reported  in  the 
literature  since  then  and  fifty-three  of  these  have 
been  confirmed  by  operation.  The  term  "submucous 
ulcer"  is  based  on  the  pathology  of  the  lesion. 
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Of  thirty-seven  cases  observed  in  the  Mayo 
Clinic,  twenty  were  confirmed  by  operation. 

The  etiology  of  submucous  ulcer  is  obscure.  The 
incidence  is  high  in  females.  Eighteen  of  the  author's 
cases  were  those  of  women,  but  apparently  preg- 
nancy, pelvic  infections,  and  pelvic  operations  were 
not  etiological  factors.  The  lesion  is  probably  not 
due  to  a  urine-borne  infection  because  the  ulcer  is 
usually  located  on  the  dome  and  lateral  walls  of  the 
bladder  and  the' urinary  tract  is  usually  free  from 
infection.  Hunner  suggested  the  teeth,  tonsils,  and 
sinuses  as  foci ;  the  weight  of  evidence  seems  to  favor 
a  blood-borne  infection,  which  would  place  the  lesion 
on  the  same  etiological  basis  as  gastric  and  duodenal 
ulcers. 

The  work  of  Rosenow  on  the  selective  localization 
of  bacteria,  and  the  more  recent  animal  experiments 
of  Bumpus  and  Meisser,  who  demonstrated  the 
selective  affinity  of  certain  strains  of  streptococci  for 
the  urinary  tract,  have  a  significant  bearing  on  the 
subject.  It  seems  justifiable  to  conclude  from  their 
work  that  submucous  ulcer  and  other  infections  of  the 
urinary  tract  may  be  due  to  foci  harboring  strep- 
tococci which  have  a  selective  affinity  for  the 
urinary  tract.  These  investigations  found  diplococci 
in  the  ulcer  excised  in  two  cases. 

The  ulcer  is  the  result  of  chronic  inflammation 
involving  all  the  coats  of  the  bladder  and  is  usually 
surrounded  by  a  variable  amount  of  oedema  which 
may  extend  into  the  paravesical  tissues.  The  lesion 
is  usually  single,  but  may  be  multiple.  The  ulcer 
itself  is  small  (in  the  author's  cases  it  varied  from  3 
mm.  to  2.5  cm.  in  diameter)  but  the  surrounding 
(Edema  and  inflammatory  zone  may  be  very  ex- 
tensive. 

The  usual  complaints  are  pain,  frequency,  and 
vesical  irritability.  The  pain  may  be  referred  to 
the  perineum,  rectum,  or  inguinal  region.  The  ex- 
treme irritability  of  the  bladder  is  little  benefited  by 
lavage  or  local  applications.  The  lesion  occurs  most 
frequently  in  the  middle  decade  of  life.  The  average 
age  of  the  patients  at  the  time  of  examination  was 
40 .  7  years.  The  average  age  at  onset  was  32.  The 
long  duration  of  symptoms  and  the  resistance  of  the 
lesion  to  all  forms  of  treatment  are  characteristic. 

The  diagnosis  is  based  on  the  history,  urinalysis, 
and  cystoscopic  findings.  Hunner  states  that  when 
a  patient  has  had  years  of  bladder  misery  in  spite  of 
many  courses  of  treatment,  the  urine  is  macroscopi- 
cally  clear  and  free  from  infection,  but  contains  blood 
cells  and  leucocytes,  and  the  cystoscopic  examina- 
tion reveals  one  or  more  ulcers,  a  diagnosis  of  this 
type  of  ulcer  is  justified.  The  cases  observed  in  the 
Clinic  conformed  in  a  general  way  to  this  description 

Formerly  treatment  included  bladder  lavage, 
suprapubic  cystostomy,  and  fulguration  of  the 
lesion.  Only  temporary  relief  was  secured.  Many 
patients  were  subjected  to  pelvic  operations  without 
success.  Hunner  was  the  first  to  attack  the  ulcer 
directly  by  surgical  methods;  he  advocates  wide 
excision,  including  the  area  of  surrounding  oedema. 
The  results  of  surgical  treatment  show  that  excision 


of  the  ulcer  is  not  sufficient  for  permanent  cure  as  a 
certain  percentage  of  the  ulcers  may  recur. 

In  the  twenty  cases  treated  in  the  Clinic  by 
operation  the  immediate  results  of  surgical  excision 
were  excellent,  but  ultimate  cure  was  not  always 
obtained.  Seventeen  of  the  twenty  operative  cases 
were  followed.  Five  patients  reported  freedom  from 
symptoms  from  one  to  three  years,  and  five  reported 
improvement  from  four  months  to  three  years  after 
the  operation.  In  three  cases  there  was  no  improve- 
ment. Four  patients  obtained  temporary  complete 
relief,  but  all  the  symptoms  returned  later.  In  one 
of  these  cases  cystoscopic  examination  revealed  re- 
currence of  the  ulcer  after  one  year. 

Many  of  the  reports  in  the  literature  are  based  on 
the  immediate  results  rather  than  the  late  results. 
Hunner  reports  a  recurrence  of  the  ulcer  one  and 
one-half  years  after  operation,  and  Keene  reports  a 
recurrence  of  symptoms  after  seven  months.  From 
a  study  of  the  reported  cases  it  seems  that  the 
possibility  of  recurrence  cannot  be  eliminated  within 
two  years  after  operation.  The  large  numbers  of 
patients  who  obtain  permanent  or  temporary  relief 
justify  the  surgical  excision  of  this  type  of  ulcer  in  all 
cases.  Hunner's  wide  excision  of  the  inflammatory 
area  and  the  removal  of  all  foci  of  infection  about  the 
teeth,  tonsib,  and  sinuses  should  increase  the 
percentage  of  cures  and  decrease  the  number  of 
recurrences.  V.  G.  Burden,  M.D. 

GENITAL  ORGANS 

Isnardi,  L.:  Operative  Treatment  of  Varicocele 
without  Injury  to  the  Spermatic  Cord  or 
Scrotum  (Zur  operativen  Bchandlung  der  Varico- 
cele, ohne  weder  den  Samen?trang  noch  das  Scrotum 
zu  verletzen).    Zentralbl.  f.  Ckir.,  1921,  xlviii,  1382. 

The  observation  that  varicocele  associated  with 
inguinal  hernia  disappears  after  the  Bassius  op>era- 
tion  suggested  to  Isnardi  the  following  procedure : 

The  skin  incision  and  the  incision  of  the  aponeu- 
rosis and  external  oblique  are  made  as  in  Bassius' 
operation,  except  that  they  are  almost  vertical.  The 
spermatic  cord  is  then  raised  and  placed  in  the 
uppermost  angle  of  the  incision,  the  aponeurosis 
being  sutured  under  it  so  as  to  bend  it. 

The  results  were  good.  Schulze  (Z). 

Fischer,  H.:  Hsemostasis  in  Suprapubic  Pros- 
tatectomy by  the  Method  of  the  "Lost  Tam- 
pon." Ann.  Surg.,  1921,  Ixxiv,  768. 

In  the  order  of  their  frequency,  the  complications 
apt  to  mar  the  results  of  suprapubic  prostatectomy 
are  haemorrhage,  shock,  ursemia,  and  sepsis.  That 
the  problem  of  haemostasis  has  not  been  adequately 
solved  is  shown  by  the  fact  that  so  many  different 
methods  have  been  advocated  to  deal  with  this 
complication.  Anatomically,  the  bleeding  bed  of  the 
prostate  will  be  more  or  less  filled  with  urine  so  that 
any  packing  for  haemostasis  easily  becomes  wet  and 
loosened  and  therefore  ineffective.  The  dangerous 
bleeding  comes,  not  from  the  mucosal  vessels  of  the 
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urethra  or  the  bladder,  which  can  be  caught  and 
controlled  fairly  easily,  but  from  the  bed  of  the 
prostate  itself.  As  the  true  capsule  is  only  fairly 
resistent,  it  is  easy  to  see  that  in  difficult  enuclea- 
tions it  may  be  torn  through  and  more  or  less  severe 
haemorrhages  may  result  from  injuries  to  the  plexus 
of  Santorini  and  the  vesical  plexus. 

Three  different  methods  of  controlling  these 
haemorrhages  have  been  suggested:  (i)  packing  of 
the  prostatic  bed  with  a  gauze  tampon;  (2)  con- 
tinuous irrigation  with  hot  saline  or  mildly  anti- 
septic solutions;  (3)  the  use  of  mechanical  con- 
trivances such  as  the  Hagner  or  Soresi  bag.  Plain 
gauze  tampons  have  been  tried  on  account  of  their 
simplicity  and  availability.  Squier  packs  the  cavity 
with  a  strip  of  gauze  which  he  leads  out  of  the  blad- 
der through  the  drainage  tube.  Beer  attaches  a 
silk  string  to  the  packing  and  carries  this  out  through 
the  drain.  Freeman  employs  a  strip  of  iodoform 
gauze  or  gauze  soaked  in  some  styptic  material.  The 
pack  is  held  in  place  by  a  pair  of  blunt  forceps.  The 
handles  of  the  forceps  are  carried  out  through  the 
incision  and  pressure  is  made  on  them  with  the  dress- 
ings and  the  bandage.  This  method  is  open  to  the 
objection  that  the  patient  is  wet  and  the  packing 
causes  a  certain  amount  of  pain.  Continuous 
irrigation  with  hot  saline  or  mildly  antiseptic  solu- 
tions has  been  tried  without  invariable  success. 
Hagner  used  a  rubber  bag  in  the  bed  of  the  prostate 
which  he  kept  distended  with  air.  Soresi  uses  the 
same  bag  distended  with  mercury.  The  objection  to 
these  mechanical  contrivances  is  that  they  easily 
get  out  of  order,  are  cumbersome,  and  are  not 
always  at  hand.  After  all,  the  best  means  of  con- 
trolling haemorrhage  is  the  simplest  and  one  which 
does  not  require  special  instruments,  viz.,  packing 
with  gauze.  In  order  to  overcome  the  tendency  of 
the  pack  to  become  wet  with  urine  and  therefore 
to  become  loose,  pressure  was  tried.  Deaver  and 
Kammerer  were  the  first  to  employ  sutures  of  the 
intravesical  wound  edges  over  the  tampon. 

In  Fischer's  method  the  edges  of  the  wound  are 
caught  up  with  a  few  Allis  forceps.    A  strip  of  iodo- 


form gauze  is  tightly  packed  into  the  cavity  until  it 
is  filled,  and  the  projecting  portion  of  the  packing  is 
then  cut  off.  If  the  haemorrhage  is  controlled,  this 
tampon  is  removed  and  used  as  a  pattern  for  the 
size  of  the  final  tampon  which  is  secured  by  a  stout 
silk  ligature  around  the  center.  After  the  insertion 
of  this  tampon  into  the  bed  of  the  prostate  the 
wound  edges  are  sutured  with  strong  plain  catgut 
over  the  tampon  so  that  the  prostatic  cavity  is 
entirely  shut  off  from  the  bladder.  The  prevesical 
space  is  drained  by  a  small  cigarette  drain.  After 
three  or  four  days  the  intravesical  sutures  become 
loose  and  the  tamp>on  can  be  withdrawn  by  pulling 
on  the  silk  ligature,  the  drainage  tube  being  removed 
at  the  same  time.  Fischer  claims  for  this  method 
that  it  prevents  the  tampon  from  becoming  soaked 
loose  by  the  urine,  and  that  it  keeps  the  urine  from 
coming  in  contact  with  the  fresh  wound  cavity. 

C.  D.  Holmes,  M.D. 

MISCELLANEOUS 

Lowsley,  O.  S.,  Morrissey,  J.  H.,  and  Ricci,  J.  V.: 
The  Use  of  Gum-Glucose  Solution  in  Major 
Urological  Surgery.  /.  Urol.,  1921,  vi,  381. 

The  authors  emphasize  the  importance  of  a  de- 
crease in  the  blood  pressure  as  an  evidence  of  devel- 
oping shock.  In  forty  cases  they  maintained  the 
blood  pressure  by  the  intravenous  use  of  gum- 
glucose  solution.  In  selected  cases  it  was  given  dur- 
ing operation,  and  in  others  was  given  afterward. 
It  was  introduced  into  the  vein  not  faster  than  25  c. 
cm.  per  five  minutes,  according  to  the  body  weight. 
The  noticeable  clinical  phenomena  following  its 
administration  were  the  maintenance  of  the  blood 
pressure,  increased  diuresis,  increased  thirst,  the 
absence  of  nausea,  and  increased  passage  of  flatus. 
The  solution  has  no  haemolytic  or  agglutinative 
action. 

There  were  no  deaths  among  the  patients  who 
were  treated  in  this  manner  but  one  of  them  experi- 
enced a  severe  chill.  The  preparation  of  the  solu- 
tion is  described  in  detail.         H.  G.  Hamer,  M.  D. 
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Sinskey,  H.  L.,  Levin,  M.  B.,  and  Sacks,  B.:  Epi- 
scleritis—A  New  Method  of  Approach.  Arch. 
Ophtk.,  1921,  i,  526. 

In  a  case  which  had  been  investigated  by  several 
other  physicians  previously,  the  usual  possible 
causes  having  been  completely  eliminated,  the 
effects  of  eight  different  diets  were  tested.  Some  of 
these  diets  were  given  twice  and  each  one  was  used 
over  a  period  of  three  days.  At  the  end  of  each 
interval  blood  and  urine  analyses  were  made,  the 
results  of  which  are  recorded  in  a  table  and  are 
apparently  of  little  significance.  During  the  time 
the  patient  was  on  a  diet  of  vegetables  or  fruit  the 
local  condition  in  the  eye  was  markedly  improved, 
but  during  the  tests  with  full  diets,  diets  rich  in 
certain  carbohydrates,  and  diets  rich  in  fat  the  con- 
dition remained  stationary  or  became  worse. 

The  authors  give  three  possible  explanations  for 
their  findings: 

1.  That  carbohydrates  absorbed  into  the  blood 
stream  were  directly  responsible  for  the  symptoms. 

2.  That  the  protein  element  in  the  carbohydrate 
foods  was  resfKjnsible. 

3.  That  the  ingestion  of  the  offending  carbohy- 
drate foods  deranged  the  intestinal  digestion  and 
caused  the  absorption  of  toxic  substances  which 
in  some  way  were  related  to  the  production  of  the 
ocular  condition. 

They  are  inclined  to  favor  the  third  possibility, 
particularly  as  tests  of  cutaneous  hypersensitivity 
with  sixty  proteins  were  without  a  positive  reaction. 
Thomas  D.  .\llen.  M.D. 

Colombo,  G.  L. :  Bilateral  Changes  of  the  Cornea 
in  an  Airman.  Brit.  J.  Ophtk..  1921,  v,  553. 

During  a  flight  in  a  mountainous  region,  an  avia- 
tor, 23  years  of  age,  stayed  for  hours  at  a  temperature 
of  25  degrees  C.  and  lost  the  glasses  of  his  protecting 
spectacles.  The  height  reached  was  4,500  meters. 
The  loss  of  the  lens  was  followed  by  a  strong  sensa- 
tion of  cold  accompanied  by  brief  lachrymation. 
At  first  he  had  considerable  difficulty  in  keeping  his 
eyes  open  but  later  could  do  so  easily.  The  lachry- 
mation had  then  ceased  and  there  was  a  sensation 
of  dryness  with  gradually  diminishing  acuity  of 
vision.  Vision  became  so  poor  that,  on  descending 
at  the  end  of  the  flight,  he  could  not  find  the  starting 
point  to  which  he  should  have  returned  as  he  was 
unable  to  distinguish  any  object  with  the  right  eye, 
and  with  the  left  eye  could  see  only  with  consider- 
able difficulty.  Twenty  minutes  after  his  descent 
vision  was  20/200  in  the  right  eye  and  10/200  in  the 
left.  The  right  cornea  was  diffusely  opaque  like 
ground  glass,  especially  in  the  center.    The  opacity 


was  in  the  superficial  layers  of  the  cornea,  the  epi- 
thelium of  which  was  slightly  swollen  at  the  center 
and  loosened.  Corneal  sensitivity  was  unaltered. 
Some  bulbar  and  pericorneal  injection  was  noted. 
The  findings  in  the  left  eye  were  similar  except  that 
there  was  no  loosening  of  the  corneal  epithelium. 
The  skin  of  the  cheeks  and  nose  showed  frost-bite 
of  the  first  degree.  Four  days  later  both  corneae  were 
normal  and  full  visual  acuity  was  regained. 

The  author  reviews  similar  cases  reported.  He 
believes  that  in  his  own  case  the  necessity  of  keep- 
ing the  eyes  o|)en  resulted  in  analgesia  from  the  cold 
such  as  occurs  in  the  freezing  of  other  parts  of  the 
body,  and  that  consequently  the  demand  for  lachry- 
mal secretion  was  decreased  and  the  cornea  was 
insufficiently  moistened.  In  addition,  the  air  resist- 
ance at  the  rapid  rate  of  speed  probably  exerted  a 
traumatic  effect.  Thomas  D.  Allen,  M.D. 

Peter,  L.  C:  Obscure  Forms  of  Posterior  Uveitis; 
Their  Relation  to  Sinus  Diseases  and  Especially 
the  Lessons  to  be  Learned  Therefrom.  Penn- 
sylvania M.  J.,  1931,  XXV,  151. 

In  cases  of  uveitis  a  careful  study  of  the  sinuses, 
particularly  the  posterior  ethmoids  and  sphenoids, 
is  essential  even  though  they  may  appear  normal 
on  inspection.  A  case  is  cited  in  which  a  diagnosis 
of  tuberculous  uveitis  was  made.  Tuberculin  treat- 
ment was  given  but  was  without  effect.  Two 
rhinologists  made  a  negative  report,  but  examina- 
tion by  a  third  revealed  well  advanced  disease  of 
both  sphenoid  and  posterior  ethmoid  groups  with 
apparent  occlusion  of  the  ostia.  Operation  con- 
firmed the  diagnosis. 

The  author  states  that  sinus  disease  as  a  possible 
etiological  factor  should  be  borne  in  mind  in  the 
treatment  of  every  case  of  obscure  uveitis.  When 
a  diagnosis  of  tuberculosis  has  been  made  and  the 
usual  tuberculin  treatment  has  failed,  sinus  drain- 
age will  often  assist  materially.  Peter  quotes 
Thomson  as  follows:  "The  posterior  ethmoids  and 
the  sphenoids  must  be  well  opened  and  good  drain- 
age established.  To  the  rhinologist  it  seems  as  if  he 
were  operating  on  normal  tissues.  No  pus  nor 
exudation  is  found  and  no  evidence  of  sinus  disease. 
Soon  after  operation,  however,  the  ocular  condition 
shows  signs  of  improvement." 

Thomas  D.  .\llen,  M.D. 

Hektoen,  L. :  The  Specific  Precipitin  Reaction  of  the 
Lens.   Am.  J.  Opkik.,  1921,  iv,  909. 

Hektoen  has  done  considerable  work  on  the 
specific  precipitin  reaction  of  the  lens.  So  far  as  is 
known,  the  lens  is  the  only  organ  in  the  body  which 
has  this  specific  property.  The  lens  of  one  animal  is 
the  same  as  that  of  another  although  other  organs 
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diflfer.  The  lenses  of  mammals,  birds,  the  amphibia, 
and  fish  have  been  studied.  A  lens  antiserum  pro- 
duced, let  us  say,  by  injecting  a  rabbit  or  guinea-pig 
with  beef  lens,  will  react  in  precipitation,  anaphy- 
laxis, and  complement-fixation  tests  not  only  with 
beef  lens  but  also  with  the  lens  of  other  mammals, 
of  birds,  and  of  the  amphibia.  With  fish  lens,  how- 
ever, the  reaction  is  very  faint.  The  specificity  of 
the  reaction  is  determined,  not  by  species,  as  in 
other  immune  reactions  (blood,  serum,  bacteria), 
but  by  the  organ  from  which  the  antigen  is  derived. 
Thomas  D.  Axlen,  M.D. 

Gifford,  H.:  Late  Traumatic  Detachment  of  the 
Retina.   Am.  J.  Ophth.,  1921,  iv,  803. 

Gifford  complains  that  practically  all  authors  of 
ophthalmic  textbooks  have  faUed  to  appreciate 
proj)erly  the  relationship  between  an  injury  and 
subsequent  detachment  of  the  retina.  He  reviews 
a  number  of  cases.  In  the  first,  detachment  occurred 
four  years  after  an  injury  from  a  sling  shot.  In 
another  case,  eleven  years  previous  to  his  examina- 
tion one  eye  had  been  injured  by  a  blow  with  a 
piece  of  rubber  hose;  at  the  time  Gifford  examined 
him  the  patient  was  uncertain  which  eye  had  been 
hurt  but  in  Gifford 's  opinion  it  is  not  unreasonable 
to  regard  this  as  a  case  of  late  traumatic  detachment. 

On  the  basis  of  his  experience  with  a  number  of 
such  cases  Gifford  concludes  that  it  is  best  to  apply 
prophylactic  measures  at  the  time  of  the  injury. 
He  keeps  the  patient  in  bed  or  sitting  at  ease  with 
both  eyes  slightly  bandaged  for  at  least  one  week, 
and  causes  sweating  by  the  administration  of  sali- 
cylate or  pilocarpin.  He  warns  the  patient  of  the 
possibility  of  detachment  of  the  retina  and  advises 
him  to  avoid  occupations  or  games  involving  much 
chance  of  bumps  or  jolts.  With  regard  to  disability 
insurance,  etc.,  he  advises  the  patient  not  to  settle 
for  damages  or  compensation  except  on  a  contingent 
basis  with  full  recognition  in  writing  of  the  possibility 
of  future  loss  of  sight  from  late  detachment. 

Thomas  D.  Allen,  M.D. 

Holth,  S.:  A  New  Technique  in  Punch  Forceps 
Sclerectomy  for  Chronic  Glaucoma :  Tangen- 
tial and  Extralimbal.  Iridencleisis  Operations 
Epitomized  1915-1919.  Brit.  J.  Ophth.,  192 i,v,  544. 

The  author  aims  to  produce  a  subconjunctival 
tunnel  into  the  anterior  chamber  which  will  stay 
open  and  drain.  The  indication  is  chronic  glaucoma, 
with  or  without  repeated  acute  phenomena  but  with- 
out marked  iridocyclitis.  The  technique  described 
is  well  illustrated. 

An  incision  is  made  through  the  conjunctiva  and 
subconjunctival  tissues  10  mm.  from,  and  concentric 
to,  the  limbus,  under  the  upper  lid  and  slightly  on 
the  temporal  side  of  the  vertical  meridian.  The  con- 
junctival incision  does  not  approach  the  limbus  at 
any  point  closer  than  5  or  6  mm.  The  conjunctiva 
is  undermined  toward  the  limbus  and  a  keratome  is 
inserted  into  the  anterior  chamber  2  mm.  from  the 
corneoscleral  juncture.    With  a  strong  light  from 


below,  Holth  watches  the  point  of  the  keratome  as 
it  enters  the  anterior  chamber.  A  4-mm.  incision  is 
made  and  the  keratome  withdrawn  obliquely  so  as 
not  to  injure  the  capsule  of  the  lens.  Usually  the  iris 
follows  into  the  wound  and  he  cuts  the  pupillary 
sphincter.  He  tries  to  leave  in  the  wound  a  small 
portion  of  each  pillar  of  the  iris.  Cutting  the  pupil- 
lary sphincter  tends  to  keep  the  pupil  from  being 
drawn  upward. 

In  a  modification  of  this  operation  Holth  intro- 
duces a  punch  forceps  into  the  anterior  chamber  at 
the  nasal  side  of  the  keratome  incision  and  punches 
out  a  portion  of  the  sclera,  3  by  i  mm.,  tangential 
to  the  limbus  and  i  mm.  from  it.  Then,  instead  of 
drawing  out  the  iris  and  cutting  the  pupillary 
sphincter,  he  does  an  iridotomy  at  the  extreme 
periphery. 

He  claims  that  in  both  of  these  operations  late 
infections  are  practically  done  away  with  as  the 
wound  is  covered  by  more  conjunctival  tissue  than 
following  trephination;  none  of  the  cornea  and  only 
a  portion  of  sclera,  including  Descemet's  membrane, 
the  canal  of  Schlemm,  and  some  of  the  insertion  of 
the  ciliary  muscle  is  removed;  and  the  ciliary  body 
itself  is  not  exposed.  A  shallow  anterior  chamber 
does  not  constitute  a  contra-indication. 

Thomas  D.  Allen,  M.D. 

Gifford,  H. :  Peripheral  Iridotomy  (Curran)  in  the 
Treatment  of  Glaucoma.  Am.  J.  Ophth.,  i92i,iv, 
889. 

This  article  sums  up  the  conclusions  reached  by 
Gifford  on  the  basis  of  thirty  operations  and 
describes  the  technique.    The  latter  is  as  follows : 

A  Knapp  knife  needle  is  passed  into  the  anterior 
chamber  at  the  limbus  with  the  cutting  edge  toward 
the  limbus;  the  point  engages  the  iris  near  the 
periphery  with  one  whipping  stitch  and  the  bridge 
of  the  iris  is  cut  by  passing  the  knife  toward  the 
spaces  of  Fontana. 

In  almost  every  case  the  tension  has  been  reduced 
but  the  time  since  the  operation  has  been  insufficient 
to  warrant  conclusions  as  to  the  permanent  results. 
It  is  assumed  that  in  glaucoma  the  flow  of  aqueous 
at  the  pupillary  border  of  the  iris  is  obstructed. 
One  case  in  which  the  ordinary  iridectomy  had  been 
performed  without  success  was  relived  by  an 
iridotomy.  The  author  suggests  that  this  method  be 
tried  in  all  cases  of  glaucoma,  particularly  when  there 
is  a  strong  tendency  to  ocular  haemorrhage.  In  many 
cases  atropine  is  used  freely  after  this  operation. 
Thomas  D.  Allen,  M.D. 

EAR 

Lasagna,  F,:  Alterations  of  Orientation  in  Laby- 
rinth Lesions  and  of  the  Central  Nervous 
System.  Laryngoscope,  1921,  xxxi,  922. 

Lasagna  accepts  as  axiomatic  the  propositions  of 
De  Cyon  that  stimulation  of  the  semicircular  canals 
results  in  the  sensory  experience  of  change  in  direc- 
tion and  that  this  sensory  exf)erience  is  of  primordeal 
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origin.  He  further  quotes  De  Cyon  to  the  effect  that 
the  inability  of  the  rotated  subject  to  determine 
the  direction  of  rotation  accurately  in  the  dark  is 
due  to  the  change  of  the  planes  of  the  canals.  More- 
over, the  frequency  of  errors  in  direction  seems  to  be 
altogether  independent  of  the  nature  of  the  stimulus. 

The  three  semicircular  canals  correspond  to  the 
three  fundamental  directions,  namely,  horizontal, 
vertical,  and  anteroposterior.  The  exact  orienta- 
tion and  the  execution  of  change  in  direction  by  the 
organism  is  accomplished  under  the  control  of  the 
canals. 

Von  Stein's  method  of  examination  of  static 
orientation  consists  of:  (i)  standing  on  the  toes  of 
both  feet,  (2)  standing  on  the  ball  of  one  foot, 
(3)  the  use  of  the  Goniometer,  and  (4)  orientation  of 
the  head  and  body  with  a  stick  in  regard  to  the 
vertical  or  the  horizontal  plane.  His  examination 
of  dynamic  orientation  consists  of  walking,  jumping, 
turning,  etc.  According  to  Lasagna.  the  static  tests 
show  that  a  patient  with  a  lesion  of  the  labyrinth 
falls  or  sways,  and  the  dynamic  tests  show  that  he 
inclines  toward  the  diseased  side. 

Marie  and  Behague  have  shown  that  a  deep 
lesion  of  the  frontal  lobe  of  the  brain  may  result  in 


profound  disorientation.  This  is  manifested  by  the 
inability  to  turn  to  the  right  or  left,  to  walk  toward 
a  fixed  object  and  reach  it,  and  to  find  the  way  about 
a  room.  The  caloric  test  of  the  labyrinth  elicited 
normal  responses.  There  was  no  tendency  to  fall 
with  the  eyes  shut.  Marie's  explanation  of  this 
observation  is  that  the  lesion  involves  the  associated 
fibers  that  start  from  this  lobe  and  go  to  the 
Rolandic,  occipital,  and  temjx)ral  zones,  "forming 
the  angulus  and  the  unciformis."  Lasagna  cites  a 
case  of  his  own,  that  of  a  wounded  soldier  with  an 
injury  involving  the  right  frontal  lobe.  Lying  in  bed 
at  the  end  of  the  ward,  the  patient  could  not  make 
out  whether  the  wall  was  on  the  right  or  left  side,  and 
in  walking  from  the  treatment  room  he  turned  to 
the  right  instead  of  to  the  lefL  In  trying  to  get  to  a 
fixed  point  he  often  turned  around  and  failed  to 
reach  it.  The  labyrinth  tests  revealed  a  normal 
labyrinth. 

In  conclusion  Lasagna  points  out  that  while  the 
semicircular  canals  have  to  do  with  static  and 
dynamic  orientation,  the  sense  of  proper  orienta- 
tion in  space  requires  the  functioning  of  the  frontal 
lobes  of  the  brain  or  of  some  definite  portion  of  those 
lobes.  Frank  J.  N'ovak,  Jr..  M.D. 
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Heller,  I.  M.:  Peritonsillar  Abscess  and  Its  Radical 
Treatment.    X.  York  M.  J.,  1921,  cxiv,  642. 

Heller  advises  removal  of  the  tonsils  during  the 
attack.  A  certain  armamentarium  is  necessary. 
The  mouth-gag  must  be  well  fitting  and  have  an 
attached  tongue  depressor  and  an  anaesthetizing 
tube  along  its  dorsal  surface.  Such  a  gag  not  only 
holds  the  jaws  well  apart,  but  controls  the  tongue 
and  allows  the  administration  of  a  steady  flow  of 
vaporized  ether  without  interruption.  Other  essen- 
tials are  a  combined  electric  suction  and  etherizing 
pump  with  a  tube  attached  to  the  dorsal  tube  of  the 
tongue  depressor  and  an  electric  head  mirror.  Xo 
operation  should  be  attempted  without  these  imple- 
ments in  good  working  order.  The  remaining  instru- 
ments are  those  ordinarily  used  in  the  dissection 
operation. 

The  affected  side  is  attacked  first.  A  small  incision 
is  made  in  the  plica  triangularis  as  low  as  possible, 
just  behind  the  anterior  pillar,  with  a  sharp  pointed 
knife.  However  great  the  swelling,  this  small  space 
can  always  be  fovmd  by  pressing  the  base  of  the 
tongue  downward  and  forward.  In  this  slit,  a  dull- 
pointed  but  sharp-edged  knife  is  inserted  and  carried 
upward  to  the  dome  of  the  tonsil.  The  dissection  is 
then  continued  between  the  tonsil  and  pillar  so  that 
on  retraction  of  the  latter  almost  all  of  the  anterior 
surface  of  the  gland  is  brought  into  view.  So  far, 
the  pus  is  not  seen  because  it  lies  behind  the  tonsil 
at  its  upper  p>ole  or  has  gravitated  below. 

The  dissector  is  then  carried  into  the  superior 
fossa.  Here  pus  will  be  found.  When  the  pus  begins 
to  escape  it  is  taken  up  with  the  suction  tube  as  it 
exudes.  When  the  exudation  has  ceased,  the  tube  is 
slipped  to  the  base  of  the  abscess  cavity  and  every 
remaining  drop  of  pus  is  drawn  up.  When  it  is  cer- 
tain that  the  abscess  is  empty  the  operation  is  con- 
tinued as  an  ordinary  tonsillectomy. 

If  the  condition  is  of  more  than  three  days'  stand- 
ing, the  posterior  surface  will  be  found  already  dis- 
sected by  the  pus.  All  that  then  remains  to  be  done 
is  the  separation  of  the  attachment  of  the  posterior 
pillar  and  the  clipping  of  the  tonsil  at  its  base  with  a 
snare. 

The  fossa  is  swabbed  with  a  weak  alcoholic  solu- 
tion of  iodine.  If  desired,  the  second  tonsil  may  be  re- 
moved also  as  it  is  rarely  found  free  from  infection. 
The  author  states  that  in  operating  on  his  first  cases 
he  feared  to  remove  the  second  tonsil  but  subse- 
quently found  that  it  did  not  increase  the  risk  and 
therefore  now  does  it  as  a  routine  measure  imless 
there  are  special  contra-indications.  The  bleeding 
is  always  less  on  the  inflamed  than  on  the  non- 
affected  side  because  of  the  greater  or  less  occlusion 


of  the  surrounding  vessels  in  the  former  due  to  con- 
tinued pressure. 

Recovery  is  marvelously  prompt  as  far  as  symp- 
toms of  quinsy  are  concerned.  All  the  acute  pains 
radiating  to  the  ears  and  the  choking  sensation  on 
deglutition  disappear.  In  their  place  is  the  sore 
throat  of  a  tonsillectomy.  To  most  patients  this  is  a 
decided  relief.  The  after-treatment  and  recovery- 
are  about  the  same  as  in  cases  of  uncomplicated 
tonsillectomy.  O.  M.  Rott,  M.D. 

MOUTH 

Kazanjian,  V.   H.:    Plastic  Surgery  of   the  Lip. 
/.  Am.  M.  Ass.,  1921,  Ixxvii,  1959. 

Before  any  major  plastic  operation  is  attempted, 
sepsis  must  be  controlled  and  the  vascularity  of  the 
tissues  must  be  increased  as  much  as  possible.  A 
scar  left  by  sepsis  must  be  excised  in  order  that 
healthy  tissues  may  be  approximated.  It  is  often 
best  to  wait  for  healing  before  attempting  the  main 
op)eration. 

The  underlying  supporting  structures  should 
always  be  in  place  before  the  reconstruction  of  the 
soft  tissues  is  begun,  and  all  preliminary  operations 
shovdd  lead  up  to  the  main  procedure. 

To  fill  a  gap,  tissue  is  usually  taken  from  the 
immediate  vicinity.  To  replace  a  loss  of  tissue  near 
the  median  line  of  the  lip  the  author  takes  quadri- 
lateral flaps  including  the  remaining  portion  of  the 
lip  from  each  side  of  the  gap,  and  such  other  tissues 
as  are  needed  from  the  immediate  neighborhood. 
Because  of  the  contraction  following  the  operation 
it  is  better  to  make  the  flap  too  large  than  too 
narrow.  -' ' 

In  cases  of  unilateral  destruction  of  the  lip  fhe 
flap  is  taken  from  the  opposite  lip.  By  this  method 
adequate  tissue  can  be  secured  and  the  two  lips  are 
made  more  equal  in  size. 

In  cases  of  extensive  bilateral  destruction  the 
author  has  obtained  excellent  results  by  transplant- 
ing flaps  from  the  sides  of  the  opposite  lip.  This 
method  supplies  plenty  of  tissue.  Its  main  disad- 
vantage is  the  alteration  it  causes  in  the  contour 
of  the  face. 

In  the  correction  of  deformities  at  the  corners  of 
the  mouth  all  scar  tissue  is  excised,  the  corners  of 
the  red  border  are  joined  together,  and  the  space 
left  by  the  excision  is  filled  in  with  supporting  flaps 
from  above  or  below,  or  both. 

J.  C.  Braswell,  M.D. 

Brown,  G.  V.  I.:  The  Nasal  Relation  of  Harelip 
Operations.    J.  Am.  if.  Ass.,  1921,  L\x\-ii,  1954. 

In  the  surgical  treatment  of  harelip  the  natural 
anatomical  relations  should  never  be  disturbed  in 
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an  effort  to  close  the  lip  fissure  by  transposing 
tissues  or  destroying  underlying  bone  structures. 

Surgical  correction  must  contemplate  the  re- 
adjustment of  the  parts  to  their  rightful  position 
and  the  restoration  of  functional  activity  in  such 
a  manner  as  to  give  hope  for  continued  movement. 

In  performing  first  operations  for  harelip  care 
must  be  taken  not  to  make  the  lip  too  long  as  the 
consequent  defect  has  a  tendency  to  increase  as 
time  goes  on '  and  in  many  cases  symmetrical 
shortening  of  the  lip  becomes  a  matter  of  difficulty. 

In  third-degree  cases  the  author  uses  a  metal 
splint  to  straighten  the  nasal  septum.  This  is  placed 
against  the  septum  on  the  side  opposite  the  fissure 
and  is  attached  to  a  silkworm-gut  suture  carried 
across  below  the  naris  and  out  under  the  skin  sur- 
face on  the  affected  side  at  a  point  just  below  the 
outer  angle  of  the  ala  where  it  is  secured  by  a  metal 
button  placed  over  adhesive  plaster  laid  on  the  skin. 
The  flattened  alar  cartilages  are  rounded  up,  divided 
parts  are  held  in  close  contact^  and  tension  is  relieved. 

Care  is  necessary  in  forcing  the  projecting  prc- 
maxilla  into  better  alinement  at  the  time  of  opera- 
tion as  the  destruction  of  uncrupted  teeth  means 
more  or  less  permanent  injury  to  the  growth  of  the 
parts. 

In  correcting  defects  from  a  previous  oj)eration 
in  cases  in  which  the  lip  is  too  long  the  author  has 
obtained  good  results  by  excising  tissue  just  above 
the  prolabial  border,  so  that  no  perceptible  scar  will 
be  apparent.  The  incision  is  made  to  slant  obliquely 
from  the  skin  surface  downward  toward  the  mucous 
membrane  in  order  to  thicken  the  lip  as  where  ap- 
proximation is  accomplished  the  prolabium  is  drawn 
up  over  the  deeper  tissues.  The  natural  outward  roll 
is  restored. 

When  the  philtrum  of  the  lip  is  destroyed  and  there 
is  loss  of  the  underlying  structures  that  support  the 
lip  a  vulcanite  support  attached  to  a  plate  fitted  to 
the  mouth  and  extending  up  as  far  as  necessary  has 
been  used  with  good  results  to  hold  the  lip  upward 
and  outward.  J.  C.  Braswell,  M.D. 


Moorehead,  F.  B.:  The  Correction  of  Congenital 
Cleft  Palate  and  Harelip:  Surgical  Principles 
Involved.   J.  Am.  M.  Ass.,  1921,  Ixxvii,  1951. 

Congenital  cleft  palate  should  be  corrected  as 
soon  as  surgical  treatment  is  permitted  by  the  child's 
physical  condition.  As  a  rule  this  is  from  six  to  ten 
weeks  after  birth.  The  first  and  major  problem  is 
that  of  feeding;  the  pediatrician  has  much  to  do 
with  the  end-results.  Feeding  may  be  carried  on 
with  a  spoon  or  medicine  dropper  of  suitable  size. 
The  nipple  should  not  be  used  as  sucking  causes  a 
certain  amount  of  bone  separation  which  produces 
the  characteristic  low,  flat,  broad  nostril. 

The  care  of  the  wound  is  a  minor  incident  and 
handled  most  satisfactorily  by  the  open  method. 
Apart  from  the  danger  of  infection,  a  dry  wound 
is  always  preferable  to  a  moist  wound.  Tension 
should  be  relieved  by  proper  and  adequate  flap 
preparation  rather  than  by  postoperative  or  even 
pre-operative  dressings  and  devices.  On  the  third 
day  the  removal  of  sutures  should  be  begun,  one  or 
two  being  removed  at  a  time  and  strategic  sutures 
being  left  for  seven  or  eight  days. 

In  the  operative  treatment,  the  jaw,  nose,  and  lip 
must  be  considered.  The  first  step  is  complete 
anatomical  restoration.  This  is  accomplished  by 
immediate  molding.  The  lip  and  cheeks  are  dis- 
sected from  the  bone  sufficiently  to  permit  proper 
shaping  of  th«  nose  and  lip  without  tension.  A 
single  wire  suture  is  used  to  transfix  the  bones.  The 
bones  are  molded  to  close  the  cleft,  to  restore  proper 
relationship  between  the  arches,  and  to  bring  the 
nose  in  the  median  line  of  the  face.  The  correction  of 
the  nasal  deformity  is  solved  when  the  bony  arch  is 
corrected.  In  correcting  the  lip  it  is  necessary  to 
consider  the  proper  relation  of  the  skin  and  mucosa. 

The  author  states  that  a  low,  flat,  broad  nostril 
after  the  operation  is  due  to  several  factors:  incom- 
plete reduction  of  the  long  segment,  depression  of 
the  short  segment,  incomplete  preparation  of  the 
soft  tissues,  the  use  of  a  nipple,  and  sucking  of  the 
thumb.  J.  C.  Braswell,  M.D. 
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THE  PROGNOSIS  AND  TREATMENT  OF  PUERPERAL  INFECTION 

By  marcel  ARNAUDON,  M.D.,  Paris,  France 

Assistant  Gynecologist  in  the  Institute  of  Social  Hygiene  for  the  Mutual  Protection  of  Railroad  Employees 


THE  prognosis  and  treatment  of  puerperal 
infection  are  dealt  with  together  because 
they  are  intimately  related.  Localized  peri- 
uterine infections  are  not  considered  in  this  dis- 
cussion. 

The  treatment  of  acute  puerperal  infection  has 
been  the  subject  of  much  controversy  because  at 
the  time  of  the  appearance  of  the  first  symptoms 
it  is  impossible  to  establish  an  exact  prognosis. 
Moreover,  it  seems  difficult  to  find  a  method  of 
treatment  sufficiently  exact  for  the  estabUshment 
of  a  prognosis. 

This  subject  has  been  recently  studied  by 
Couinaud,  Director  of  the  Clinic  on  the  service 
of  Brindeau.  With  Clogne,  Chief  of  the  Labora- 
tor\%  Couinaud  has  investigated  the  prognostic  im- 
portance of  the  chemistry  of  the  blood  in  cases  of 
puerperal  infections.  He  writes:  "The  prime 
importance  of  the  estimation  of  the  prognosis  in 
the  study  of  puerperal  infections  is  evideijt  as 
all  of  the  present-day  surgical  procedures  are  de- 
pendent upon  it." 

It  is  evident  that  if  the  infection  is  very  severe 
it  is  of  the  utmost  importance  not  to  temporize. 
On  the  other  hand,  if  it  will  evolve  favorably, 
haste  in  the  treatment  may  be  responsible  for 
useless  mutilation.  Therefore  a  review  of  the 
means  at  our  disposal  by  which  we  may  rapidly 
establish  a  prognosis  based  on  the  degree  and  the 
type  of  the  infection  and  the  organic  resistance 
is  in  order. 

These  methods  are  of  two  kinds,  clinical  and 
laboratory.  From  the  clinical  standpoint  it  is 
necessary  first  to  distinguish  puerperal  infection 
from  infection  due  to  abortion.     The  latter  is 


generally  much  more  serious  than  the  former, 
particularly  in  cases  of  criminal  abortion. 

Clinically,  considerable  valuable  information 
may  be  obtained  from  the  history  and  etiology. 
If  the  conditions  of  the  accouchement  are  known, 
the  severity  of  the  infection  may  be  surmised.  A 
patient  delivered  under  unfavorable  conditions, 
with  some  obstruction  to  labor  and  doubtful 
asepsis,  and  who  presents  the  signs  of  infection  is 
menaced  by  a  very  severe  septicaemia.  The 
date  of  the  onset  of  the  infection  has  also  been 
suggested  as  an  element  in  the  prognosis  since  a 
sudden  onset  is  usually  characteristic  of  the  se- 
rious t3^e  of  infection. 

Decided  oscillations  in  the  temperature  and  a 
very  rapid  pulse  tending  to  exceed  the  tempera- 
ture curve  have  been  pointed  out  as  factors  in- 
dicating an  unfavorable  outcome,  but  in  some 
cases  the  symptoms  are  deceiving.  The  foetid- 
ness  of  the  lochia  is  not  necessarily  a  sign  of  se- 
rious infection.  Often  one  sees  a  patient  with 
foetid  lochia  who  does  not  present  symptoms  of 
general  infection  and,  on  the  other  hand,  infection 
has  occurred  in  cases  in  which  the  lochia  had  little 
odor. 

The  patient's  general  condition  gives  more 
exact  information;  severe  and  repeated  haemor- 
rhages, albuminuria,  and  physiological  distress 
are  unfavorable  signs.  In  the  presence  of  the 
symptomatic  triaH  of  dryness  of  the  tongue,  pro- 
fuse diarrhoea,  and  icterus  the  prognosis  is  ver>' 
poor.  However,  none  of  the  methods  of  clinical 
investigation  at  our  disposal  furnishes  accurate 
data  upon  which  we  may  rely  with  certainty.  In 
this  condition,  as  in  others,  the  clinical  findings 
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must  be  evaluated  with  the  bacteriological  and 
chemical  laboratory  findings. 

Bacteriology  permits  us  to  study  the  types  of 
bacteria  in  the  lochia  collected  within  the  uterine 
cavity.  This  examination,  however,  is  of  only 
relative  value  as  occasionally  many  types  of 
bacteria  are  found.  Since  the  work  of  Widal  and 
Fabre,  it  has  been  known  that  puerperal  infection 
is  due  to  numerous  bacteria,  but  that  only  one  of  * 
all  those  within  the  uterus,  usually  the  strepto- 
coccus, is  responsible  for  septicaemia.  Therefore 
a  bacteriological  examination  of  the  blood  is  also 
of  great  importance.  The  discovery  of  the  same 
l)acterium  in  the  blood  establishes  the  cause  of  the 
infection. 

The  infections  due  to  the  haemolytic  strepto- 
coccus are  very  serious  but  the  presence  of  strep- 
tococci in  the  blood  is  not  necessarily  the  sign 
of  a  fatal  septicaemia  as  cases  of  puerperal  infec- 
tion with  positive  blood  cultures  have  become 
cured  while  others  with  negative  blood  cultures 
have  been  fatal.  Moreover,  there  are  strepto- 
coccic infections  which  recover  and  infections 
due  to  other  micro-organisms  which  cause  death. 
The  statistics  of  Cathala  prove  this  fact.  In  the 
nine  cases  on  which  these  statistics  are  based  the 
blood  cultures  were  negative  in  four;  three  ter- 
minated in  recovery  and  one  in  death.  Of  five 
cases  with  positive  blood  cultures,  three  were 
cases  of  streptococcic  infection  and  two  were 
cases  of  staphylococcic  infection.  Of  the  three 
streptococcic  infections,  two  ended  in  recovery. 
Of  the  two  staphylococcic  infections,  one  was 
fatal.  Therefore,  at  best,  the  methods  of  investi- 
gation are  imperfect. 

In  recent  years  the  chemical  composition  of  the 
blood  in  infections  has  been  studied.  Couinaud 
and  Clogne  on  the  clinical  service  of  Brindeau 
at  the  H6pital  de  la  Pitie  attempted  to  determine 
whether,  in  puerperal  as  well  as  in  other  infec- 
tions, the  severity  of  the  prognosis  is  related  to  a 
high  nitrogen  content.  According  to  their  find- 
ings it  appears  that  an  increase  in  the  blood  urea 
associated  with  an  increase  in  the  residual  nitro- 
gen may  be  related  to  the  infection  and  only  to  the 
infection.  This  increase  appears  to  be  propor- 
tional to  the  gravity  of  the  condition.  Couinaud 
and  Clogne  believe  that  the  increase  in  the  nitro- 
gen content  is  due  to  poor  renal  and  hepatic 
function.  It  cannot  be  due  to  the  phenomenon 
of  uterine  regression  since  in  cases  of  normal  de- 
livery no  increase  in  the  blood  urea  was  found. 
It  is  possible  that  better  aids  in  the  prognosis 
might  be  discovered  by  a  careful  study  of  the 
condition  of  the  liver  and  kidneys.  At  any  rate 
the  fact  that  the  increase  in  the  urea  is  propor- 


tional to  the  gravity  of  the  infection  is  of  prog- 
nostic importance.  Unfortunately  the  number 
of  observations  is  still  much  too  small  to  warrant 
definite  conclusions  and  it  must  be  admitted  that 
in  the  present  state  of  our  knowledge  there  is  no 
clinical  symptom  or  laboratory  method  which 
will  permit  us  to  foretell  the  outcome  of  fi  puer- 
peral infection  at  its  onset.  Hence  the  indecision 
which  has  persisted  for  a  long  time  regarding  the 
methods  to  be  employed  in  combating  the  sep- 
ticaemia. 

The  treatment  of  puerperal  infection  is  a  ques- 
tion of  very  great  importance  since  the  inci- 
dence of  the  condition  is  relatively  high  (lo  per 
cent)  and  it  is  a  serious  infection.  The  mortality 
as  given  by  various  authors  varies  from  21  to  51 
per  cent.  The  methods  of  treatment  are  numer- 
ous and  one  may  say  that  all  of  them  have  suc- 
ceeded in  certain  cases  and  all  have  failed  in 
others. 

The  treatment  of  puerperal  infection  has 
pa.ssed  through  many  phases.  At  one  extreme  is 
the  i)eriod  of  radical  uterine  intervention  and  at 
the  other  the  use  of  local  therapy  consisting  of 
curettage,  sponging,  cauterization,  and  intra- 
uterine lavage. 

Instrumental  curettage  with  a  sharp  curette 
was  very  soon  abandoned.  In  removing  all  of  the 
uterine  mucosa  the  sharp  instrument  traumatizes 
the  internal  surface  of  the  infected  uterus  and  the 
curettage  is  stopped  only  when  grating  is  felt  (the 
"  uterine  cry").  The  barriers  formed  by  the  endo- 
metrium are  broken  down  and  new  avenues  of 
infection  are  opened.  This  treatment  is  to  be 
rejected  also  in  cases  of  endometritis.  It  is  un- 
reasonable to  expect  to  remove  all  the  infected 
portion  by  means  of  the  curette,  and  such  scrap- 
ing causes  bacterial  reinoculations.  The  remain- 
ing healthy  portion  of  the  mucous  membrane 
must  be  respected.  According  to  Potvin  of  Brus- 
sels, the  number  of  deaths  caused  by  scraping  the 
internal  surface  of  the  uterus  to  remove  the  mu- 
cosa is  greater  than  the  number  of  lives  it  has 
saved. 

As  a  substitute  for  instrumental  curettage 
Budin  has  recommended  digital  curettage  which 
thoroughly  cleanses  the  uterus  and  is  much  less 
traumatizing.  Certain  gynecologists,  however, 
object  to  digital  exploration  as  it  is  very  painful 
and  nearly  always  requires  general  anaesthesia; 
they  prefer  instrumental  curettage  with  dull 
instruments.  Many  use  a  simple  tampon  grasped 
in  a  forceps  with  which  they  sponge  out  the 
uterus.  Horsehair  and  feather  sponges  have  been 
abandoned  because  of  their  very  traumatizing 
action.     At  the  last  Congress  in  Paris,  Potvin 
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proposed  the  use  of  a  forceps  curved  upon  the 
flat  for  this  procedure.  Obstetricians  who  once 
routinely  practised  various  methods  of  cleansing 
the  uterine  cavity  often  followed  the  curettage 
with  intra-uterine  cauterization  and  drained  the 
uterus  by  means  of  Mouchotte  metal  drains, 
Croisier  drains,  or  ordinary  rubber  drains.  At 
present,  drainage  is  employed  only  when  the 
uterus  is  so  markedly  flexed  that  the  flow  of 
lochia  is  obstructed. 

At  the  Congress  in  Paris  in  192 1,  Auderodias 
of  Bordeaux  proposed  intermittent  irrigation  by 
the  Carrel  method.  He  cited  statistics  of  152 
cases  of  infection  in  which  there  were  133  cures. 
Curettage  has  been  much  discussed  recently.  It 
has  its  advocates  and  its  enemies.  Many  gyne- 
cologists do  not  practise  curettage  unless  they 
observe  the  signs  of  placental  retention— incom- 
plete uterine  regression,  a  large,  soft  uterus  with 
a  gaping  cervix.  Others  practise  it  systematically 
at  the  first  symptoms  of  infection,  even  when 
there  are  no  definite  signs  of  retention.  They 
believe  that  there  always  remains  a  slight  residue 
of  decidua  which  may  cause  an  elevation  of  tem- 
perature. All  agree  in  advocating  a  non-trau- 
matizing exploration  without  an  attempt  to  re- 
move the  uterine  mucosa. 

The  period  in  which  uterine  intervention  was 
advocated  was  followed  by  a  period  in  which,  in 
addition  to  local  treatment,  measures  were  taken 
to  combat  the  general  infection.  Attempts  were 
made  to  cleanse  the  blood  by  means  of  intra- 
venous injections  of  serum  in  massive  doses. 
Later,  injections  of  colloids  were  given  for  the 
same  purpose.  As  a  rule  collargol  and  electrargol 
were  used,  but  many  other  colloids  were  also  em- 
ployed. More  recently  the  use  of  salvarsan  has 
been  proposed.  In  certain  cases  the  injections 
have  seemed  to  favor  the  rapid  termination  of  the 
infection.  It  appeared  that  whenever  it  was 
possible  to  cause  a  classical  colloidal  shock  there 
was  a  certain  degree  of  amelioration,  but  from 
the  standpoint  of  a  more  favorable  effect  there 
was  much  disappointment. 

It  was  during  this  same  period  that  the  prac- 
tice of  abscess  fixation,  Fochier's  method,  was 
begun.  This  also  seemed,  in  certain  cases,  to 
have  a  favorable  effect  on  the  course  of  the  infec- 
tion. 

About  the  same  time  that  the  colloids  were  in 
vogue,  Pinard  and,  following  his  lead,  a  certain 
number  of  obstetricians,  attempted  to  combat  the 
infection  by  means  of  the  antistreptococcus 
serum  of  Marmorek.  Very  often  this  is  without 
effect.  At  the  present  time  we  are  using  a  similar 
method  but  use  vaccines  instead  of  sera.    As  a 


rule,  stock  vaccines  are  employed  as  in  puerperal 
septicaemia  there  is  no  time  to  prepare  an  autoge- 
nous vaccine. 

In  January,  192 1,  Lequeux,  Lafont,  and  Chome 
made  use  of  Le  Moignie's  vaccine,  an  oily  solution 
of  streptococci.  Statistics  show  that  it  has  been 
employed  in  the  treatment  of  infection  that  has 
already  developed  and  as  a  preventive  of  infec- 
tion. The  impression  has  been  gained  that  in 
infections  of  moderate  virulence  it  has  had  a 
favorable  influence.  In  the  virulent  types  it  does 
not  appear  to  have  had  any  influence  whatever 
upon  the  disease.  In  ninety-three  cases  in  which 
vaccine  was  employed  as  prophylactic  treatment 
there  were  no  cases  of  streptococcaemia  although 
thirty-two  of  the  women  had  complicated  deliv- 
eries. 

Recently  Delmas  has  used  subcutaneous  in- 
jections of  the  blood  serum  of  patients  convales- 
cing from  puerperal  infections.  In  judging  this 
method  as  well  as  those  which  preceded  it  one 
must  take  into  consideration  the  poor  results  as 
well  as  those  which  are  favorable. 

Regarding  the  surgical  treatment  of  puerperal 
infection,  obstetricians  and  gynecologists  are  not 
in  agreement.  There  are  both  abstentionists  and 
those  who  advocate  surgical  procedures.  The 
abstentionists  content  themselves  with  appMng 
ice  to  the  abdomen,  detoxicating  the  organism 
by  increasing  evacuation,  and  stimulating  the 
body  by  the  usual  methods,  such  as  the  injection 
of  camphorated  oil,  spartein,  adrenalin,  strych- 
nine, physiological  salt  solution,  glucose,  and 
hyperglucose  solutions.  Certain  obstetricians 
give  hepatic  extract  in  the  belief  that  the  function 
of  the  liver  plays  the  chief  role  in  the  organic 
defense. 

The  advocates  of  surgical  procedures  propose 
to  free  the  body  from  the  initial  focus  of  infection 
by  performing  a  hysterectomy.  Before  discuss- 
ing hysterectomy  a  word  should  be  said  regard- 
ing the  operation  of  Trendelenburg  and  Freund, 
viz.,  hgation  of  the  thrombosed  veins.  The  first 
operation  of  this  kind  in  France  was  performed  by 
Faure  in  the  Tarnier  clinic.  Recently,  Lequeux 
and  Chome  reported  to  the  Obstetrical  Society  a 
case  of  puerperal  pyaemia  in  which  they  effected 
a  cure  by  this  procedure,  The  value  of  a  surgical 
operation  in  the  presence  of  puerperal  pyjemia 
was  discussed  by  Jeannin,  Vauverts,  and  Pocot  in 
a  report  to  the  Obstetrical  Society  of  France  in 
191 2.  According  to  the  conclusions  of  this 
report,  intervention  is  justified  only  in  the  follow- 
ing cases: 

I.  Those  in  which  thrombophlebitis  is  not 
associated  with  extravascular  lesions. 
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2.  Those  in  which  localization  to  the  veins  of 
the  pelvis  permits  intervention  below  the  throm- 
bosis in  the  healthy  parts  of  the  venous  system. 

Lequeux  and  Chome  reported  that  in  their 
cases  these  two  conditions  were  not  present; 
that,  in  fact,  there  existed  in  addition  to  the 
thrombophlebitis  a  lesion  of  the  adnexa  charac- 
terized by  infiltration  of  the  broad  ligament  with 
foci  of  walled-off  suppuration.  Moreover,  the 
thrombophlebitis  of  the  utero-ovarian  veins  ex- 
tended too  high  to  permit  the  application  of  the 
ligature  below  the  lesion  and  the  ligature  was 
therefore  placed  entirely  about  the  thrombosed 
area.  In  spite  of  these  unfavorable  conditions  the 
patients  recovered.  A  certain  number  of  obser- 
vations of  this  kind  would  evidently  encourage 
intervention  in  a  greater  number  of  cases  of 
pyaemia. 

The  question  of  hysterectomy  in  cases  of  puer- 
peral septicaemia  is  one  of  those  which  have  been 
discussed  widely  by  obstetricians  and  gynecol- 
ogists in  the  last  few  years. 

The  first  hysterectomy  for  puerperal  infection 
was  performed  by  Schulze  of  Jena  in  1886.  This 
was  not  the  vaginal  type  of  operation  but  the 
abdominal  type.  Subsequently  the  question  was 
not  taken  up  again  until  1895  when  Winterberg, 
a  pupil  of  Bouilly,  advised  intervention  in  cases  of 
infection  not  yet  generalized. 

The  same  year  the  question  was  discussed  at 
the  forty-sixth  meeting  of  the  .American  Medical 
Association.  Intervention  found  defenders  in 
Smith,  Peterson,  and  Noble,  but  was  opposed 
by  Da  Costa  and  Price.  Since  then  hysterectomy 
in  puerperal  infections  has  been  the  subject  of 
much  controversy,  being  accepted  by  some  and 
rejected  by  others. 

In  1901,  intervention  was  again  championed 
by  Tuffier  before  the  Surgical  Society  of  Paris, 
and  by  Demelin  and  Jeannin  before  the  Obstet- 
rical Society.  They  were  supported  by  Terrier, 
Faure,  and  Quenu.  Ricard,  Budin,  and  May- 
grier  were  opposed  to  the  operation. 

At  the  Congress  in  Rome  in  1902  and  at 
Madrid  in  1903,  hysterectomy  was  again  the  sub- 
ject of  the  day.  It  found  partisans  in  Tuffier, 
Bumm,  Latzko,  Mackenroth,  and  Cortiguera. 
Pinard,  on  the  contrary,  declared  that  a  rational 
indication  for  it  does  not  exist  in  puerperal  infec- 
tion. The  subject  was  discussed  also  at  the  last 
Obstetrical  Congress  in  Paris. 

Potvin  of  Brussels  proposed  hysterectomy  in 
the  following  conditions: 

I.  When  it  is  certain  that  the  uterus  is  empty, 
that  no  other  affected  organ  is  the  cause  of  the 
continuation  of  the  infectious  process,  and  the 


septicaemia  arises  from  deep  infection  of  the  mu- 
cosa and  submucosa  of  the  uterus. 

2.  When  the  puerperal  infection  is  not  caused 
by  placental  retention  but  is  due  to  an  external 
infection  entering  the  uterine  wound  and  causing 
an  endometritis  of  the  streptococcus,  staphylo- 
coccus, gonococcus,  or  colon  bacillus  type. 

Potvin  stated  that  under  such  circumstances 
the  removal  of  the  infected  organ  is  indicated 
because  there  is  as  yet  no  method  of  medical 
treatment  by  which  the  condition  can  be  com- 
bated successfully.  He  insists  Ihat  hysterectomy 
should  never  be  performed  in  extremis  for  if  it  is 
done  too  late  it  only  hastens  death. 

Potvin,  as  well  as  others  who  are  defenders  of 
hysterectomy,  regards  vaginal  hysterectomy 
as  the  procedure  of  choice.  As  compared  with 
the  abdominal  hysterectomy,  this  operation, 
which  has  been  recommended  by  Faure  for  thirty 
years,  presents  the  advantages  that  it  is  more 
rapid  and  less  shock-producing,  prevents  the  dis- 
semination of  infection  to  the  abdominal  peri- 
toneum, and  favors  drainage.  Abdominal  hys- 
terectomy is  to  be  performed  only  in  the  presence 
of  contra-indications  to  the  vaginal  operation, 
that  is.  when  difficulty  in  pulling  down  the  uterus 
is  anticipated,  when  a  phlebitis  has  developed  in 
the  utero-ovarian  veins,  or  when  the  infection 
has  passed  the  peKns  and  is  spreading  toward 
the  abdominal  peritoneum.  Under  such  circum- 
stances intervention  by  the  abdominal  route  is 
justifiable. 

Cotte  of  Lyons  has  arrived  at  analogous  con- 
clusions regarding  the  indications  for  hysterec- 
tomy. He  admits  that  in  the  present  state  of 
science,  with  the  exception  of  cases  in  which 
there  is  a  lesion  of  the  uterus  demanding  imme- 
diate ablation,  hysterectomy  cannot  be  proposed 
at  the  beginning  of  the  outbreak  of  the  infection 
because  at  this  time  there  is  no  clinical  or  labo- 
ratory means  by  which  we  can  foretell  with 
certainty  the  seriousness  of  the  infection.  He 
advocates  intervention  in  the  following  types  of 
cases: 

1.  Cases  of  acute,  prolonged,  remittent  infec- 
tion which  so  often  leads  to  a  fatal  issue  through 
secondary  septicaemia  or  pyaemia. 

2.  The  acute  forms  following  abortion,  par- 
ticularly criminal  abortion. 

3.  Cases  of  primary  acute  puerperal  septi- 
caemia. 

In  such  cases,  on  the  basis  of  our  medical  as 
well  as  our  surgical  methods,  Cotte  believes  that 
intervention  may  be  performed  because  the 
septicaemia  may  be  dependent  upon  an  undis- 
covered local  lesion. 
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Cadenat  is  also  a  defender  of  vaginal  hys- 
terectomy. The  question  of  mutilation,  he  says, 
ought  not  to  be  considered  when  the  mother's 
life  is  threatened.  In  the  vaginal  hysterectomy 
shock  is  reduced  to  the  minimum.  The  objection 
that  the  operation  is  useless  is  not  valid  unless 
it  is  performed  too  late. 

Cadenat  rejects  intervention  in  certain  cases 
of  hyperseptic  infection.  In  these,  he  believes, 
nothing  can  be  done.  For  the  ordinary  acute  or 
subacute  forms  he  advocates  operation  based 
upon  the  following  conditions:  the  stage  of  the 
pregnancy  (infection  is  more  serious  the  nearer 
the  pregnancy  to  term),  elevation  of  the  tempera- 
ture, slight  abdominal  contraction,  pain  in  the 
cul-de-sac  of  Douglas,  and  a  negative  blood  cul- 
ture. If  all  these  conditions  are  late  or  accen- 
tuated, operation  should  not  be  performed  be- 
cause it  may  be  too  late  or  the  body  may  be 
beginning  to  recover  from  the  infection. 

Regarding  the  time  at  which  operation  should 
be  done  Cadenat  agrees  with  Faure  that  inter- 
vention is  indicated  if,  twenty-four  hours  after 
a  uterine  exploration,  there  is  no  amelioration, 
fever  persists,  the  pulse  is  rapid,  and  the  patient 
complains  of  chills. 

Brindeau  is  not  as  enthusiastic  regarding  inter- 
vention.   As  puerperal  infections  often  recover 


spontaneously  (140  out  of  175  cases),  he  does  not 
agree  with  Faure.  He  believes  in  differentiating 
postpartum  infections  which  involve  the  entire 
organism  from  postabortum  infections  which  re- 
ijiain  well  localized  in  the  true  pelvis.  In  the 
latter,  intervention  is  indicated,  while  in  the 
former  it  is  contra-indicated  except  in  cases  of 
uterine  laceration  and  gangrenous  fibromata, 

Wallick  supports  the  theory  expressed  by 
Pinard  in  1903  with  regard  to  the  absence  of 
indications  for  hysterectomy  and  states  that  this 
still  holds  true  to-day. 

From  this  review  it  appears  that  Faure  is 
correct  in  the  belief  that  the  question  is  still  un- 
decided. On  the  basis  of  the  etiological  facts  and 
the  clinical  and  laboratory  findings  certain  gyne- 
cologists and  obstetricians  make  deductions  re- 
garding the  prognosis  and  the  indications  for 
operation,  but  these  deductions  are  subject  to 
variations  entirely  personal.  In  cases  with  iden- 
tical symptoms  and  laboratory  findings  some 
will  operate  and  others  will  not.  The  procedure 
depends  entirely  upon  the  surgical  tendency  of  the 
gynecologist  or  obstetrician,  and  it  seems  evident 
that  the  treatment  of  acute  puerperal  infection 
will  not  be  definitely  settled  until  facts  permit- 
ting the  establishment  of  a  definite  prognosis 
are  furnished  by  the  clinic  and  the  laboratory. 


ABSTRACTS  OF  CURRENT  LITERATURE 

GENERAL  SURGERY— SURGICAL  TECHNIQUE 


ASEPTIC  AND  ANTISEPTIC  SURGERY 

Rector,  F.  L. :    Iodine  as  a  Wound  Disinfectant. 

Nalion's  Heallh,  1922,  iv,  38. 

The  author  states  that  the  use  of  iodine  as  a  dis- 
infectant for  the  skin,  particularly  for  the  field  of 
operative  surgery,  came  prominently  before  the 
public  in  1905.  Among  the  first  to  introduce  it  to 
the  profession  were  Cannaday,  Woodbury,  Dann- 
reuther,  and  Grossick.  Grossick  was  the  first  to 
write  comprehensively  on  the  subject. 

The  undiluted  tincture  and  a  20  per  cent  solution 
were  first  employed.  Experimenting  to  find  the 
proper  strength  for  routine  use,  Bovee  and  Neate  of 
America  and  Turner  and  Catto  of  England  came  to 
the  conclusion  that  a  3  to  3.5  per  cent  solution  was 
best.  Kinnaman  found  that  a  0.2  to  i  per  cent 
solution  was  far  superior  to  bichloride  of  mercury. 
Schantz  in  1908  claimed  that  the  irritation  caused 
by  the  solution  stimulates  healing  so  that  a  smaller 
scar  results.  Schantz  paints  small  wounds  on  the 
third  and  fifth  day;  large  ones  daily. 

Of  the  sixty-five  physicians  replying  to  a  ques- 
tionnaire sent  out  recently,  two  use  a  10  j)er  cent 
solution;  eighteen,  a  U.S.?.  7  per  cent  tincture; 
twenty-one,  a  3.5  per  cent  (50  per  cent  U.  S.  P.) 
tincture;  ten,  a  3  per  cent  tincture;  three,  a  2  per 
cent  tincture;  and  eleven,  a  4  or  5  j)er  cent  solution. 
Several  emphasized  the  importance  of  having  the 
surface  dry  before  applying  the  tincture,  and  recom- 
mended the  use  of  alcohol  and  ether  as  final  cleans- 
ing agents  before  the  application  of  the  iodine. 
Grease  may  be  removed  with  gasoline  or  benzine. 

Objections  to  the  use  of  the  tincture  were:  (i)  the 
danger  of  burning,  and  (2)  the  sealing  of  punctured 
wounds  and  the  formation  of  a  crust  on  the  more 
extensive  wounds  which  delays  healing.  The  use  of 
bichloride  of  mercury  following  the  application  of 
iodine  is  said  to  be  harmful. 

.  Earl  K.  Langfokd,  M.D. 

ANiESTHESIA 

Glass,  S.  J.,  Jr.,  and  Wallace,  H.  S.:  Pre-Operative 
Treatment  for  Postoperative  Comfort:  Report 
of  Synergistic  Anaesthesia.  J.  Am.  M.  Ass., 
1922,  Ixxviii,  24. 

Five  years  ago  in  the  urinalyses  made  in  a  series 
of  laparotomy  cases  the  authors  found  acetone  in 
60  per  cent  and  diacetic  acid  in  25  per  cent 
during  the  first  twenty-four  hours  after  operation. 
A  routine  was  then  inaugurated  by  which,  when 
possible,  every  patient  was  given  before  operation 


15  gr.  of  sodium  bicarbonate  and  5  gr.  of  lactose 
every  four  hours  for  six  or  eight  doses.  In  these 
cases  the  urine  was  alkaline  and  the  amount  of 
acetone  bodies  was  reduced  but  not  entirely  elimi- 
nated. The  patient's  general  condition  was  im- 
proved, nausea  being  less,  and  not  one  in  the  series 
showed  severe  acidosis. 

Gratifying  results  were  obtained  with  the  syner- 
gistic method  of  Gwathmey  with  preliminary  alka- 
line treatment  in  a  series  of  cases  in  which  ether  was 
used  to  induce  general  anaesthesia.  The  technique 
consisted  of  alkaline  treatment  with  sodium  bicar- 
bonate and  lactose  for  several  days  before  the  opera- 
tion. The  immediate  pre-operative  treatment  con- 
sisted of  a  hypodermoclysis  of  200  c.  cm.  of  a  4  per 
cent  chemically  pure  and  sterile  solution  of  magne- 
sium sulphate  given  one  and  one-half  hours  before 
the  operation,  and  from  i/io  to  yi  gr.  of  morphine 
sulphate  in  1.50.  cm.  of  a  25  per  cent  chemiciUy  pure 
and  sterile  solution  of  the  magnesium  sulphate  given 
at  fifteen-minute  intervals  for  two  or  three  doses, 
beginning  one  and  a  quarter  hours  before  operation. 

There  were  no  deleterious  results,  such  as  abscess, 
necrosis  of  the  tissues,  or  laxative  effect.  Glass  and 
Wallace  therefore  concluded  that  with  the  alkaline 
synergistic  method  the  postoperative  condition  is 
entirely  altered.  Absence  of  gas,  wound  pains,  and 
distention,  improvement  in  the  appetite,  and 
decreased  mental  depression  make  convalescence 
shorter  and  more  agreeable. 

Isabella  C.  Herb,  M.D. 

SURGICAL  INSTRUMENTS  AND  APPARATUS 

I^ewis,  E.  J.:   A  Tumbuckle  Extension  Apparatus 
for  the   Reduction  of  Fractures.     J.   Am.  M. 

Ass.,  1922,  Ixxviii,  108. 

Interest  in  fractures  has  been  stimulated  recently 
by  the  war  and  the  inquiries  of  the  industrial  com- 
missions and  compensation  boards.  Various  new 
methods  of  treatment  have  been  suggested  and 
tried,  esp>ecially  in  the  recently  established  fracture 
wards  of  the  larger  hospitals. 

The  author  has  devised  a  fracture-reducing  ap- 
paratus consisting  of  several  units.  Each  unit  is 
made  up  of  two  steel  rods  joined  by  a  turnbuckle 
with  right  and  left  threads  extending,  except  for  a 
short  interval,  along  its  entire  length,  to  allow  a  hold 
for  a  wrench.  Each  unit  acts  as  a  truss  rod  or  sup- 
port for  the  broken  bone  as  it  is  locked  at  each  end 
into  an  inverted  T-shaped  anchor  post  which  is 
firmly  set  in  the  plaster.  The  vertical  limb  of  the 
anchor  protrudes  through  the  plaster  and  is  per- 
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One  of  the  units,     i,  tumbuckle;  2,  anchor  post;  3  and  4,  two  forms  of  wrench. 


forated  to  receive  and  hold  the  end  of  the  truss  rod 
by  means  of  a  lock  nut. 

It  is  usually  necessary  to  use  three  or  four  units. 
By  adjustment  of  the  length  of  the  truss  rods  at  the 
anchor  posts  and  through  the  central  turnbuckle, 
the  angulation  and  shortening  of  the  bone  may  be 
overcome.  The  finer  manipulations  may  be  carried 
out  under  the  fluoroscope. 

Special  care  must  be  taken  to  use  sufficient  and 
properly  placed  padding  in  the  application  of  the 


cast.  The  joints  at  the  ends  of  the  broken  bone 
should  be  flexed  to  a  right  angle  if  possible,  and 
the  cast  extended  for  some  distance  above  and  be- 
low the  injured  part.  There  is  maximum  muscle 
relaxation. 

The  appliance  has  been  found  most  useful  for 
transverse  and  dentate  fractures  of  the  tibia,  the 
shaft  of  the  femur,  and  of  one  or  both  bones  of  the 
forearm.  It  is  light,  compact,  economical,  and 
accurate.  Daniel  H.  Levinthal,  M.D. 
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Little,  J.  M. :  Observations  on  the  Operative  Treat- 
ment of  Epilepsy,  with  a  Report  of  Fourteen 
Cases.  Boston  M.  &•  S.  J.,  1922,  clxxxvi,  65. 

Three  cases  of  Jacksonian  epilepsy  are  reported 
in  detail.  One  patient  had  not  had  a  seizure  in 
eleven  and  one-half  years  after  the  operation.  The 
second,  during  a  period  of  nine  years,  had  been 
greatly  improved,  although  the  seizures  continued. 
The  third  stiU  had  epileptic  seizures  six  years  after 
the  operation  but  they  were  of  a  milder  form.  All 
three  were  able  to  work  and  support  themselves. 

Eleven  cases  were  of  the  general  epileptic  type 
and  either  the  decompression  of  Gushing  or  the 
trap-door  drainage  of  the  motor  area  recommended 
by  Krause  was  performed.  All  were  temporarily 
benefited.  Five  died  in  from  eight  months  to  three 
years  after  the  operation.  Three  patients  were 
relieved,  two  had  recurrence  of  the  attacks,  and 
one  was  not  benefited. 

Eighty-one  cases  collected  from  the  literature  are 
outlined  in  a  table. 

Little  does  not  wish  to  start  the  over-enthusiastic 
surgeon  on  a  career  of  indiscriminate  operating  for 
epUepsy  but  believes  operation  is  beneficial  in  some 
cases.  The  first  essential  is  the  proper  selection  of 
cases,  and  the  second,  the  choice  of  the  proper 
operation.  Carl  R.  Steinke,  M.D, 

Troell,  A.,  and  Hesser,  C:  The  Problem  of  Cere- 
bellar Localization  (Ueber  das  cerebellare  Loka- 
lisationsproblem).  Acta  chirnrg.  Scand.,  192 1,  liv, 
211. 

The  purpose  of  these  investigations  was  to  dis- 
cover the  localization  of  function  in  the  cerebellum. 
The  starting  point  was  the  theory  advanced  by 
Bolk  which  is  based  on  his  comparative  experiments 


on  the  morphology  of  the  cerebellum.  According  to 
Bolk's  morphologic  classification  of  the  mammalian 
cerebellum,  cerebellar  function  is  distributed  in  the 
cerebellar  cortex  in  accordance  with  the  grouping  of 
the  various  muscle  regions  of  the  body.  The  regions 
identified  and  named  by  Bolk  are  considered  also 
as  functional  entities:  the  anterior  lobe  contains  the 
centers  of  the  muscle  groups  of  the  head  (eyes, 
tongue,  chewing,  and  mimic  muscles)  and  also  those 
of  the  lar>'^ngeal  and  pharyngeal  musculatures. 
The  lobulus  simplex  contains  the  centers  for  the 
neck  muscles  and  those  of  the  nap>e  of  the  neck; 
the  Sublobules  Ci  and  Cj  of  the  posterior  median 
lobule,  the  centers  of  bilateral  synergistic  motions 
of  the  extremities;  the  ansiform  and  paramedian 
lobules,  those  of  unilateral  isolated  motions  of  the 
extremities;  and  the  Sublobules  (A)  and  (B)  of  the 
posterior  median  lobule  and  the  vermicular  forma- 
tion are  the  centers  for  the  musculature  of  the  trunk, 
that  is,  the  back,  abdomen,  perineum,  and  tail, 
respectively. 

The  clinical  and  experimental  results  of  others  do 
not  coincide  with  Bolk's  results.  There  were  many 
difficulties  to  overcome  as  it  is  necessary  to  produce 
the  lesions  more  or  less  blindly  through  trephine 
openings.  The  authors'  tests  were  made  on  dogs, 
cats,  and  pigeons.  Cortical  extirpations  within  the 
area  of  the  ansiform  lobule  resulted  in  locomotor 
disturbances  in  the  extremity  of  the  same  side  in  the 
form  of  hypermetria,  adduction,  extension  or  flexion 
postures,  and  spasticity;  the  muscles  of  the  anterior 
extremity  of  the  same  side  are  represented  in  Crus 
I  and  Crus  2  which  contain  centers  for  the  muscle 
synergy  of  the  anterior  and  posterior  extremities 
of  the  same  side. 

Injuries  of  the  paramedian  lobule  resulted  in  an 
apparent  inhibition  of  locomotion  and  deep  or  more 
extensive  superficial  lesions.    A  more  extensive  but 
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transient  syndrome  was  observed  which  was  char- 
acterized at  first  by  certain  forced  positions  and 
forced  motions  in  which  large  f)ortions  of  both 
the  extremities  and  the  neck  and  trunk  muscu- 
lature participated.  These  symptoms  showed 
that  the  paramedian  lobule  not  only  regulates 
automatic  motions  of  the  extremities  of  the 
same  side,  but  represents  also  muscle  synergy 
constituted  by  elements  of  other  portions  of  the 
body.  It  is  in  fonctional  relationship  to  the  muscula- 
ture of  the  extremities,  especially  certain  muscle 
groups  of  the  anterior  leg  of  the  same  side,  but 
influences  also  certain  areas  of  the  muscle  groups  of 
the  neck  and  trunk. 

Injuries  of  the  anterior  part  (Sublobule  Ci  and 
C2)  of  the  posterior  median  lobule  were  followed 
by  transient  locomotor  disturbances  in  the  extrem- 
ities, especially  the  posterior,  which  were  associated 
with  loss  of  equilibrium  and  a  tendency  to  ab- 
normal positions  and  motions  of  the  body.  Al- 
though the  musculature  of  the  extremities,  espe- 
cially the  posterior,  was  represented  here,  it  can 
hardly  be  assumed  that  this  is  a  center  for  the 
regulation  and  co-ordination  of  bilateral  synergistic 
movements  of  the  extremities. 

Lesions  of  the  vermicular  formation  show  ab- 
normalities both  in  attempts  at  locomotion  and  at 
rest,  signifying  disturbances  of  function  of  the  trunk 
muscles.  This  formation  has  a  functional  correlation 
with  the  trunk  muscles  and  influences  also  other 
muscle  regions  (the  neck  and  probably  the  back, 
the  extremities,  and  the  eye  muscles). 

Injuries  involving  the  lobulus  simplex  showed  that, 
as  regards  function,  the  neck  muscles  are  not  repre- 
sented exclusively  in  this  part  of  the  cerebellum. 

Deep  and  extensive  injuries  within  the  whole  re- 
gion of  the  posterior  lobe  caused  a  marked  inhibition 
of,  or  indisposition  to,  walking  and  standing  and 
certain  marked  forced  lying  p)ositions,  forced 
postures,  and  forced  motions.  The  nature  of  these 
signs  and  the  fact  that  the  lesion  involves 
not  only  the  gray  cortical  matter  but  also  the 
subjacent  white  matter  make  it  probable  that  these 
disturbances  are  caused  not  only  by  the  superficial 
lesions  and  the  subjacent  centers  with  their  projec- 
tion paths,  but  also  by  interruption  of  association 
paths,  whereby  a  many-sided  functional  relationship 
and  an  intimate  connection  between  various  cell 
groups  and  cortical  areas  are  disturbed. 

Lesions  of  the  anterior  lobule  caused  no  clinically 
discernible  sign  with  relation  to  the  muscles 
of  the  head,  pharynx,  and  larynx  but  produced 
disturbances  of  many  varieties,  consisting  of  single, 
circumscribed,  and  usually  bilateral  signs  of 
the  extremities  (hypcrmetria  and  abduction  p)osi- 
tion),  marked  difliculty  in  locomotion,  and  inabil- 
ity to  maintain  the  normal  position  and  equilibrium, 
in  addition  to  forced  positions  and  forced  motions. 
This  lobe  has  a  direct  influence  upon  the  musculature 
of  the  extremities  and  cannot  be  reserved  ex- 
clusively for  the  muscle  groups  of  the  head  and  the 
visceral  neck  muscles. 


In  view  of  these  findings,  the  functional  cerebellar 
localization  of  Bolk,  based  entirely  upon  the 
morphology,  is  not  verified.  The  division  of  the 
cerebellar  cortex  according  to  the  large  body  parts 
into  a  number  of  primary  functional  centers  which 
correspond  topographically  to  the  individual  cere- 
bellar lobuli  is  untenable.  The  findings  made  by 
the  authors  which  corresponded  most  closely  to 
Bolk's  theory  are  those  indicating  that  the  ansi- 
form  lobule  is  a  center  for  the  bilateral  extremities, 
but  they  do  not  verify  his  belief  that  this  lobule  is 
reserved  exclusively  for  the  bilateral  extremities 
so  that  all  other  muscle  synergy  is  excluded  from 
any  influence.  These  experiments  showed  also  many 
exceptions  to  Bolk's  rule  that  there  is  a  definite 
relationship  between  the  morphologic  development 
of  the  cerebellar  lobules  and  the  physiological 
grade  of  development  of  the  muscle  regions,  which 
Bolk  attributes  to  the  respective  lobules.  The 
exceptions  are  the  centers  of  the  extremities,  such 
as  the  anterior  part  of  the  posterior  median  lobule 
(Sublobule  C)  which  he  believes  to  be  an  unpaired 
center  for  the  bilateral  synergistic  motions  of  the 
extremities,  and  the  ansiform  and  the  paramedian 
lobules  as  paired  centers  for  the  unilateral  automatic 
motions.  These  findings  were  not  verified  in  other 
mammals  and  man.  The  same  is  true  of  the  lobulus 
simplex  and  the  vermicular  formation  in  the  cat  and 
man.  This  parallelism  forms  the  fundamental  basis 
of  Bolk's  localization  theory,  the  undermining  of 
which  destroys  the  validity  of  his  entire  theory. 

L.  Neuwelt,  M.D. 

WfUiams,  T.  A.:  The  Early  Diagnosis  of  Brain 
Tumor  Before  Eye  Signs  Occur.  .V.  York  M.  J., 
1923,  cxv,  18. 

An  hysteriform  syndrome  is  a  common  initial 
manifestation  of  the  presence  of  a  new  growth  in  the 
brain.  The  difficulty  in  the  diagnosis  is  complicated 
by  the  erroneous  statement  perpetuated  in  textbooks 
that  the  alteration  of  the  usual  fields  in  these  cases 
is  a  sign  of  hysteria.  Williams  states  that  inversion 
of  the  color  fields  or  restriction  of  the  form  field  are 
indicative  of  physical  damage  and  are  not  charac- 
teristic of  hysteria.  Another  drawback  to  the  early 
diagnosis  of  brain  tumor  is  the  belief  that  one  must 
find  a  swelling  of  the  optic  disc  and  that  there  must 
be  vomiting  and  diffuse  headache.  These  symptoms 
come  late  and  are  indicative  of  greatly  increased 
intracranial  tension.  A  localized  headache,  how- 
ever, may  be  an  early  sign.  Dizziness  may  be  a  local 
sign  of  a  lesion  of  the  posterior  fossa,  and  vomiting 
may  be  provoked  by  a  tumor  which  presses  upon 
the  medulla.  These  tumors  are  the  easiest  to  locate 
on  account  of  the  abundance  of  sensory  and  motor 
structures  traversing  the  region.  The  most  difllicult 
tumors  to  detect  are  those  in  the  cerebrum  itself 
unless  they  involve  one  of  the  sensory  or  motor 
areas  or  the  speech  area.  Another  complication 
making  the  diagnosis  difficult  is  arterial  hyper- 
tension. The  histories  of  three  cases  are  reported  in 
brief. 
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The  diagnosis  of  hysteria  may  be  quite  difficult 
in  the  absence  of  physical  signs  and  when  erratic 
behavior  is  the  only  symptom.  The  clinical  diagno- 
sis must  not  be  influenced  by  the  erroneous  doctrine 
that  physical  disturbances  may  be  of  hysterical 
origin. 

In  encephalitis  the  most  difficult  differential 
diagnosis  of  all  is  from  the  mild  acute  psychopathies, 
with  or  without  delirium.  In  these  cases  the  diagno- 
sis can  be  made  only  by  watching  the  course  of  the 
disease  or  discovering  a  lymphocytosis  of  the  spinal 
fluid.  Carl  R.  Steinkz,  M.D. 

Pette,  H. :  The  Symptomatology  and  Differential 
Diagnosis  of  Tumors  of  the  Cerebellopontile 
Angle  (Zur  Symptomatologie  and  Differential- 
diagnose  der  Kleinhirnbrueckenwinkeltumoren) . 
Arch.f.  PsychiaL,  192 1,  Ixiv,  98. 

Pette  reports  in  detail  eight  cases  of  tumor  of  the 
cerebellopontile  angle  from  the  University  Clinic  for 
Nervous  Diseases  at  Hamburg  and  discusses  the 
symptoms  and  differential  diagnosis. 

The  most  common  symptom  is  headache.  The 
area  most  affected  is  the  region  of  the  tvunor,  and 
particularly  the  back  of  the  head.  The  patient's 
statements  regarding  sensitiveness  to  percussion  of 
the  skuU  are  often  very  indefinite.  Such  sensitive- 
ness usually  varies  with  the  gravity  of  the  disease. 
Vomiting  is  a  particularly  frequent  and  early  symp- 
tom in  cases  of  tumor  of  the  posterior  cranial  fossa, 
but  may  occasionally  be  absent. 

The  intensity  of  the  symptoms  varies  within 
astonishingly  wide  limits.  Periods  when  the  general 
condition  is  at  its  worst  may  be  followed  by  periods 
of  improvement,  of  even  complete  freedom  from 
symptoms.  Psychic  changes  are  rare.  The  most 
important  general  symptom  is  choked  disc.  This  is 
found  in  nearly  every  case  and  appears  early  but 
cases  have  been  verified  at  autopsy  in  which  it  was 
absent.  The  homolateral  eye  usually  shows  the 
more  developed  choked  disc,  but  the  degree  of  its 
development  gives  no  clue  to  the  size  of  the  tumor. 

The  frequency  of  the  pulse  is  of  no  particular 
diagnostic  significance.  The  most  important  of  the 
focal  symptoms  indicate  injury  of  the  auditory 
nerve,  whether  or  not  the  tumor  has  its  origin  in  this 
nerve.  The  auditory  nerve  symptom  is  of  particular 
importance  in  indicating  whether  the  location  of  the 
tumor  is  intra-  or  extra-pontile.  If  it  is  intra-pontile, 
these  disturbances  usually  do  not  appear  until  the 
later  stages,  while  if  it  is  extra-pontile  they  apf>ear 
very  early. 

Associated  with  the  auditory  nerve  symptoms 
there  are  usually  those  belonging  to  the  vestibular 
apparatus.  The  latter  may  be  absent,  however, 
even  when  the  cochlear  nerve  is  injured.  Of  par- 
ticular importance  are  the  morbid  manifestations 
of  the  trigeminus  nerve.  These  are  observed  very 
early.  The  sensory  part  of  the  nerve  is  injured  very 
much  more  frequently  than  the  motor  part.  It  is 
not  yet  definitely  known  whether  the  failure  of  cor- 
neal reflexes  is  always  the  first  symptom  of  an  injury 


to  the  trigeminus  nerve  (Oppenheim).  Symptoms 
due  to  the  facial  nerve  are  frequently  absent  from 
the  disease  picture. 

Disturbances  of  the  muscles  of  the  eye  are  often 
observed.  These  are  mostly  remote  effects  of  an 
increase  in  the  intracerebral  pressure.  Pronounced 
cerebellar  symptoms  may  be  entirely  absent  in 
spite  of  extensive  destruction.  According  to  Barany, 
nystagmus  is  an  associated  symptom  caused  by 
pressure  on  Deiters'  nucleus.  Disturbances  of  the 
motor  and  sensor>'  tracks  of  the  extremities  and 
trunk  are  caused  by  pressure  on  the  pons.  It  is 
astonishing  what  slight  symptoms  may  be  caused 
by  even  visible  injuries  to  the  pons  and  medulla 
oblongata.  According  to  whether  the  pressure 
affects  the  pyramidal  or  sensory  tracks  on  the  same 
or  the  opposite  side,  there  is  hemiparesis  of  the  one 
or  other  side.  The  sensory  tracks  are  generally 
involved  later  and  less  frequently  than  the  motor. 

There  are  no  positive  symptoms  making  possible 
a  differential  diagnosis  between  tumors  of  the  cere- 
bellopontile angle  and  tumors  in  the  pons  and  cere- 
bellum. The  origin  of  the  symptoms  must  be  con- 
sidered and,  above  all,  the  order  in  which  they 
appeared.  Thus  it  may  be  regarded  as  certain  that 
in  cases  of  timior  of  the  cerebellopontile  angle  the 
lower  cranial  nerves  are  damaged  first,  especially 
the  auditory  nerve,  and  cerebellar  and  pontile  dis- 
turbances do  not  develop  until  later.  It  is  entirely 
different  in  cases  of  simple  cerebellar  tumor.  In 
these,  the  cerebellar  symptoms  always  are  noted 
first  and  the  paralysis  of  the  lower  cranial  nerves 
does  not  develop  until  later. 

In  intrapontile  processes  the  disease  picture  is 
usually  introduced  by  manifestations  of  sensory 
and  motor  irritability.  The  paralysis  of  the  cranial 
nerves  which  develops  subsequently  is  more  often 
bilateral  than  unilateral.  Disturbances  of  hearing 
are  not  so  early  observed  when  the  tumor  is  intra- 
pontile, but  when  they  are  present  they  are  usually 
more  severe  than  in  cases  of  tumor  of  the  pontile 
angle  since  in  the  latter  the  auditory  nerve  on  the 
uninvolved  side  usually  remains  unaffected  and 
conceals  the  loss  of  function  on  the  involved  side. 
Encroachment  of  the  growth  upon  the  vestibular 
nucleus  and  cerebellum  causes  disturbances  in 
equilibrium  and  gait.  Choked  disc  is  usually  absent. 

Werde  (Z). 

Smith,  S.  M.:  Postoperative  Treatment  of  Brain 
Abscess.  Ann.OtoL,  Rhinol.&'Laryngol.,  ig2i,xxx, 
970. 

At  the  time  of  the  first  packing,  great  care  must  be 
exercised  to  manipulate  the  brain  substance  gently 
and  just  as  little  as  possible.  When  a  drainage  tube 
is  used  and  allowed  to  protrude,  considerable 
damage  may  be  done  by  applying  a  flat  dressing 
over  it.  It  is  much  better  to  place  a  quantity  of 
loose  gauze  packing  at  the  outer  end  of  the  drain. 

The  cigarette  drain,  which  is  preferred  by  the 
author,  must  be  carefully  inserted  to  the  full  depth 
of  the  abscess  cavity.  If  iodoform  gauze  is  employed 
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— and  this  is  advisable  in  almost  all  primary  dress- 
ings— it  must  be  borne  in  mind  that  its  continued 
use  over  an  extended  period  may  cause  symptoms  of 
iodoform  poisoning. 

The  author  has  rarely  used  irrigation  in  cases  of 
brain  abscess. 

In  cases  of  imperfect  drainage,  finger  exploration 
has  proved  of  value.  Smith  believes  that  the  prin- 
ciple of  the  Mosher  and  the  British  Army  drain  is 
good  but  states. that  he  has  not  used  these  drains. 

The  dressings  should  be  changed  once,  or,  if 
necessary,  twice  a  day. 

The  encapsulated  form  of  abscess  requires  a 
longer  period  to  heal  by  the  development  of  granula- 
tions than  the  unencapsulated  type,  and  must 
therefore  be  drained  for  a  longer  time. 

The  dura  should  not  be  sutured.  The  usual  meth- 
ods of  protecting  the  dura  before  and  during 
operation  should  be  scrupulously  carried  out  after- 
ward until  the  abscess  has  entirely  healed  and  the 
wound  is  closed.  H,  A.  McKnight,  M.D. 

Trotter,  B.  C. :  A  Case  of  Lateral  Sinus  Thrombosis. 

Lancet,  1922,  ccii,  128. 

The  article  describes  an  interesting  case  of  lateral 
sinus  thrombosis  probably  due  to  acute  pyorrhoea 
and  alveolar  abscess. 

The  patient  was  a  healthy  farm  laborer  who,  after 
working  in  the  hot  sun,  developed  headache,  dizzi- 
ness, and  a  tender  swelling  in  front  of  the  right  ear. 
All  of  his  teeth  were  more  or  less  decayed,  and  the 
gums  swollen,  red,  and  purulent.  Two  days  later, 
after  chills,  high  fever,  sweating,  and  otorrhoea,  a 
diagnosis  of  acute  otitis  media  with  lateral  sinus 
thrombosis  was  made. 

Two  days  later  he  was  operated  upon.  The 
internal  jugular  vein,  which  was  found  to  be 
empty,  was  ligatcd  through  an  incision  over  the 
anterior  border  of  the  sternocleidomastoid  muscle, 
and  the  incision  closed  except  for  the  lower  yi  in. 
The  mastoid  was  then  opened,  but  no  pus  was 
found.  When  the  incision  was  deef)ened  down  to  the 
lateral  sinus  a  quantity  of  foul,  blackish  liquid  pus 
was  evacuated.  The  opening  into  the  lateral  sinus 
was  enlarged  to  admit  the  end  of  the  little  finger 
and  the  cavity  washed  out  with  hydrogen  peroxide. 
A  drainage  tube  was  then  inserted  and  the  wound 
lightly  packed  with  sterile  gauze. 

After  severe  headache  and  fever  for  about  two 
weeks  the  patient  recovered.  Vomiting  was  per- 
nicious and  was  stopped  only  by  |^  oz.  doses  of 
champagne  every  hour  for  several  hours. 

A  foul  nasopharyngeal  discharge  on  the  fourteenth 
day  which  interfered  with  deglutition  was  cleared 
up  after  a  week  by  a  nasal  douche  and  gargle  of  a 
mild  alkaline  solution. 

On  the  fifteenth  day  headache  was  persistent, 
but  was  relieved  by  needle  puncture  of  the  posterior 
fossa  and  the  removal  of  turbid  fluid.  The  next  day 
incision  and  drainage  over  this  spot  marked  the 
turning  point  in  the  patient's  condition.  On  the 
sixteenth  day  the  teeth  were  removed.    Recovery 


was  rapid,  with  complete  healing  on  the  thirty- 
first  day. 

The  infection  probably  began  in  the  teeth  and 
from  there  progressed  to  the  lateral  sinus  through 
the  pharyngeal  veins,  parotid  region,  and  internal 
jugular  vein  by  ascending  thrombosis. 

Marcus  H.  Hobart,  M.D. 

Frazier.C.  H.:  Neuralgias  of  the  Trigeminal  Tract 
and  Facial  Neuralgias  of  Other  Origin:  Im- 
pressions Derived  from  a  Survey  of  555  Cases. 

Ann.  Otol.,  Rhinol.  is" LaryngoL,  1921,  xxx,  855. 

Major  trigeminal  neuralgia  begins  without  any 
apparent  exciting  cause  and  usually  after  middle 
life  with  a  sharp,  shooting,  stabbing,  lancinating 
pain  in  one  of  the  three  divisions  of  the  trigeminal 
nerve,  usually  the  second  or  third.  The  pain  is 
likened  by  the  patient  to  an  electric  shock  or  the 
pain  that  would  be  caused  by  a  boring  hot  iron  or 
the  tearing  of  flesh.  Its  distribution  has  definite 
anatomical  limitations,  and  without  variation  it  is 
referred  to  the  terminal  distribution  of  the  nerve 
involved,  to  the  lips,  gums,  tongue,  teeth,  nose,  or 
forehead. 

The  pain  is  not  controlled  by  morphine.  The 
habitual  use  of  morphine  is  presumptive  evidence 
that  the  patient  is  not  a  subject  of  major  trigeminal 
neuralgia. 

The  neuralgias  due  to  tumor  invasion  may  be  con- 
fused with  the  major  trigeminal  neuralgias.  If  the 
tumor  involves  a  root  or  ganglion,  the  pain  is  often 
paroxysmal  and  in  other  respects  its  resemblance 
to  major  trigeminal  neuralgia  is  quite  striking. 
There  are,  however,  points  of  distinction  which,  if 
not  overlooked,  are  sufficient  for  purposes  of  differ- 
entiation. Chief  among  these  are  objective  sensory 
disturbances,  hypcraisthesia  or  anxsthesia  in  some 
portion  of  the  trigeminal  distribution. 

Frazier  doubts  that  sinus  and  dental  infections  are 
causal  factors  of  major  trigeminal  neuralgia.  The 
true  cause  is  still  unknown. 

If  vascular  changes,  arteriosclerosis,  fibrosis,  and 
a  secondary  anaemia  are  causative  agents,  the  dis- 
ease would  not  be  so  conspicuously  a  unilateral 
affection. 

In  certain  neuralgias  cocainization  of  the  spheno- 
palatine ganglion  controls  the  pain  almost  immedi- 
ately but  Frazier  is  at  loss  to  explain  the  significance 
of  this  unless  the  sympathetic  system  is  a  factor. 
Certainly  treatment  directed  to  the  trigeminal 
tract  is  of  no  avail. 

Frazier  summarizes  his  observations  regarding 
the  types  of  neuralgia  as  follows: 

"We  recognize,  first  of  all,  a  definite  clinical  en- 
tity in  what  we  prefer  to  call  'major  trigeminal 
neuralgia,'  the  symptoms  of  which  are  so  char- 
acteristic that  a  diagnosis  can  be  made  that  should 
admit  of  no  discussion.  The  etiology  is  still  a  matter 
of  speculation.  We  recognize  other  neuralgias  in  the 
distribution  of  the  trigeminal  nerve,  some  of  them 
simulating  the  major  type,  such  as  the  neuralgias 
due   to    tumors   involving   the   sensory   root,    the 
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ganglion  or  its  several  divisions,  or  the  neuralgia 
following  herpes  zoster.  We  recognize  a  third 
group  of  neuralgias  involving  chiefly  the  ophthalmic 
division,  that  we  believe  to  be  of  toxic  origin; 
symptomatically  they  have  nothing  in  common  with 
the  major  type.  We  recognize  a  fourth  or  miscel- 
laneous group  in  which  the  pain,  though  of  great 
intensity  but  not  paroxysmal,  is  referred  chiefly  to 
the  orbit,  temple,  and  cheek,  sometimes  to  the 
neck,  and  is  associated  frequently  with  general 
headache  or  hemicrania,  a  group  in  which  our 
suspicion  has  been  aroused  as  to  the  part  the  sym- 
pathetic system  may  play  in  its  origin.  We  recognize, 
finally,  a  fifth  group,  which  we  classify  with  the 
psychoneuroses  or  psychalgias." 

In  cases  of  major  trigeminal  neuralgia  Frazier 
has  done  204  avulsions  or  sections  of  the  sensory 
root,  five  complete  excisions  of  the  ganglion,  and  five 
partial  excisions  of  the  ganglion.  There  has  been 
but  one  operative  fatality  in  the  last  177  cases. 
The  operative  technique  is  described. 

Complications  which  may  follow  the  operation 
are:  anaesthesia  of  the  area  supplied  by  the  nerve 
operated  upon;  deterioration  of  hearing  on  the  side 
operated  upon;  trophic  lesions  in  the  cornea,  which 
are  easily  controlled  by  proper  early  treatment;  and 
transitory  facial  paralysis.  In  the  last  121  cases,  in 
which  the  self-retaining  retractor  was  not  used, 
transitory  facial  paralysis  did  not  develop. 

If  a  clear  case  is  made  out  for  neuralgia  of  the 
sphenopalatine-ganglion  type,  permanent  relief 
will  come  only  when  the  ganglion  is  excised.  The 
part  which  the  sphenopalatine  ganglion  plays  in  the 
etiology  of  these  atypical  forms  cannot  be  definitely 
determined  until  the  ganglion  itself  has  been 
excised  in  a  series  of  properly  selected  cases.  In 
this  problem  and  in  the  investigation  of  the  role  of 
the  sympathetic  system  lies  the  most  fertile  field 
for  future  research. 

Six  cases  are  reported  to  illustrate  the  various 
types  of  neuralgia.  Cakl  R.  Steikke,  M.D. 

Krueger,  R.:  The  Surgical  Treatment  of  Prog- 
nathism (Die  chirurgische  Behandlung  der  Pro- 
genie).   Arch.  f.  klin.  Chir.,  1921,  cxviii,  261. 

Prognathism  is  characterized  by  protrusion  of  the 
chin,  a  high  lower  jaw,  a  thickened  lower  lip,  and 
imperfect  closure  of  the  teeth.  It  usually  results  in 
enlargement  of  the  tongue,  disturbances  of  nutrition, 
and  interference  with  speech.  It  may  be  congen- 
ital or  acquired  as  the  result  of  a  fracture,  luxation, 
or  joint  disease.  In  the  first  type,  the  true  prog- 
nathism, the  initial  symptoms  appear  about  the 
sixth  year  of  life  and  end  at  the  time  of  puberty  as 
complete  prognathism.  In  the  beginning,  dental- 
orthopedic  measures  may  be  considered,  but  after 
the  end  of  the  bony  development  of  the  mandible 
results  can  be  obtained  only  by  surgical-dental 
treatment. 

Various  measures  have  been  proposed.  In  the 
choice  of  a  method,  the  deciding  factor  under  all 
circumstances  must   be  the  anatomical  character 


of  the  particular  case.  Up  to  the  present  time  the 
literature  contains  the  reports  of:  (i)  wedge  or 
trapezoid  resections  from  the  horizontal  ramus  of 
the  lower  jaw,  (2)  the  same  resections  from  the 
angle  of  the  jaw,  (3)  the  sawing-through  of  the 
ascending  ramus  with  displacement  of  the  frag- 
ments, (4)  the  arched  sawing-through  of  the  angle 
of  the  jaw,  and  (5)  resections  of  both  condyles. 

After  a  short  critical  review  of  these  various 
procedures  and  a  consideration  of  the  alleged  dis- 
advantages associated  with  bilateral  resection  at 
the  horizontal  ramus,  the  author  describes  the 
treatment  used  by  Schroeder,  Ernst  and  himself  in 
three  cases.  The  first  part  of  the  technique  con- 
sisted in  the  preparation  of  the  mouth,  the  creation 
of  gaps  between  the  teeth,  the  formation  of  the 
plaster  models  for  the  preparation  of  the  splint 
apparatus  and  resection  to  allow  a  normal  bite, 
and  the  mounting  of  the  splints  on  the  teeth.  Then, 
under  local  and  conduction  anaesthesia,  a  small 
incision  was  made  parallel  with  and  below  the 
border  of  the  lower  jaw,  the  bone  was  exposed  sub- 
periosteally  in  the  tooth  space  without  opening  the 
oral  cavity,  an  angular  division  of  the  mandible 
w  as  eff^ected  by  means  of  closely-placed  bored  holes 
of  small  caliber  and  division  of  the  intervening 
trabecula  of  bone  with  a  chisel,  the  maxillary  frag- 
ments were  approximated,  the  intra-oral  wires 
were  screwed  tight,  and  the  wound  was  closed  with 
suture  of  the  periosteum  and  skin.  A  fluid  diet  was 
given  during  the  first  few  days.  Bone  sutures  were 
avoided.  Consolidation  occurred  in  two  or  three 
months  and  the  cosmetic  and  functional  results  were 
excellent.  Heinemank-Grueder  (Z). 

NECK 

Bloch,  J.  C,  and  Charrier,  J.:  Notes  on  the  Sur- 
gical Treatment  of  Goiter  (Notes  sur  le  traite- 
ment  chirurgical  des  goitres).  Presse  med.,  Par., 
1921,  xxix,  853. 

The  authors  state  that  during  a  recent  trip  to 
Berne  they  had  occasion  to  see  a  number  of  opera- 
tions for  goiter,  "an  aflBiction  so  frequent  in  Switz- 
erland that  there  is  not  a  surgical  session  at  which  one 
or  several  goiter  operations  are  not  performed."  As 
the  therapeutic  methods  used  in  Switzerland  differ 
greatly  from  those  used  in  France,  the  authors  be- 
lieved it  would  be  of  interest  to  describe  them  in 
detail. 

The  indications  for  operation  vary  according  to 
whether  the  condition  is  simple  or  exophthalmic 
goiter. 

In  France  the  nodular  and  cystic  goiters  pre- 
dominate and  the  usual  operative  procedure  is  an 
enucleation  without  previous  ligature.  In  Switzer- 
land, on  the  contrary,  the  incidence  of  parenchy- 
matous goiters  is  about  10  per  cent,  not  including 
the  goiters  called  "goitres  du  soldat"  which  are 
common  between  the  ages  of  20  and  25  years  and 
are  both  parenchymatous  and  nodular.  In  such 
cases  enucleation  is  impossible. 
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In  cases  of  parenchymatous  goiter  the  Swiss  sur- 
geons ligate  the  thyroid  arteries  and  then  do  a 
resection.  They  ligate  the  two  inferior  arteries  first 
and  after  delivery  of  the  goiter  tie  off  the  trunk  of 
one  superior  thyroid  artery  or  the  anterior  branches 
of  both  of  them.  The-goiter  is  resected  by  means  of 
a  partial  thyroidectomy,  the  isthmus,  the  posterior 
portion  of  the  two  lateral  lobes  in  the  region  of  the 
recurrent  nerves,  and  the  parathyroids  being  left. 

In  cases  of  nodular  and  cystic  goiters,  even  if 
enucleation  is  possible,  the  first  step  in  the  of>eration 
is  ligation  of  the  inferior  thyroid  artery.  If  the 
goiter  is  unilateral,  the  two  thyroid  arteries  on  one 
side  are  ligated.  When  there  are  nodules  in  both 
lobes,  the  technique  employed  for  parenchymatous 
goiters  is  used.  As  soon  as  the  ligations  have  been 
made,  a  strumectomy  is  performed.  Sometimes, 
but  only  when  there  is  a  single  cyst  or  an  isolated 
lump,  subcapsular  enucleation  is  done. 

The  authors  state  that  in  their  astonishment  at 
seeing  the  Swiss  surgeons  employ  such  a  complex 
and  difficult  technique,  they  asked  the  reason  why 
resection  was  preferred  to  enucleation.  All  the 
operators  replied  that  the  conservation  of  a  large 
portion  of  the  thyroid  gland  favors  recurrence  and 
that  the  ligatures,  besides  preventing  haemorrhages 
during  the  resection,  have  the  further  advantage 
that  they  produce  a  partial  anaemia  of  the  gland. 

For  the  treatment  of  Basedow's  disease  the  Swiss 
surgeons,  de  Qucrvain  in  particular,  advocate  opera- 
tion. In  general,  de  Quervain  prefers  thyroidectomy, 
or  at  least  partial  thyroidectomy,  to  ligation  alone. 
The  latter  is  used  only  when  the  patient's  condition 
will  not  permit  a  more  radical  procedure.  The  opera- 
tion is  indicated  or  contra-indicated  entirely  by  the 
patient's  clinical  condition.  Swiss  surgeons  do  not 
seem  to  attach  as  much  importance  to  the  metabo- 
lism as  American  surgeons.  De  Quervain,  in  particu- 
lar, emphasizes  the  fact  that  the  surest  guide  to  the 
proper  type  of  operation  is  clinical  experience  gained 
by  the  study  of  many  cases.  He  believes  that  med- 
ical treatment  is  inefficacious  and  indicated  only 
when  the  condition  is  so  severe  that  operation  is 
contra-indicated.  In  such  cases  rest  in  bed  and 
the  administration  of  bromides  make  it  possible  to 
delay  operation  until  the  condition  has  improved. 
A  partial  thyroidectomy  or  at  least  a  hemithyroidec- 
tomy  is  then  performed.  If  this  is  impossible,  an 
inferior  artery  on  one  side  or  the  two  thyroid  arteries 
are  ligated.  Only  one  side  is  done  at  a  time  as  in 
this  way  the  opposite  side  is  kept  free  from  cica- 
tricial adhesions  so  that  if  a  second  operation  is 
required  it  can  be  performed  easily.  The  ideal 
technique  consists  of  a  first-stage  operation  in  which 
one  lobe  is  removed  after  ligature  of  the  two  thyroid 
arteries  on  the  same  side  and,  if  necessary,  a  second- 
stage  operation  in  which  the  greater  part  of  the  other 
lobe  is  removed  after  ligation  of  the  corresf>onding 
inferior  artery. 

The  authors  describe  the  regional  anatomy  with 
special  reference  to  the  descriptions  of  de  Quervain 
and  Cuneo  and  in  a  schematic  drawing  show  the 


routes  of  access  to  the  inferior  thyroid  artery  and 
the  gland. 

In  the  rest  of  the  article  the  op)eratiTe  technique 
employed  by  the  Swiss  surgeons  is  described  in 
detail.  Regional  anesthesia  induced  by  means  of  a 
1 :  200  solution  of  novocaine  is  practically  always 
employed.  The  incision  is  made  in  accordance  with 
the  technique  of  Kocher.  The  various  steps  in  the 
ligation  of  the  inferior  thyroid  arteries,  the  delivery 
of  the  goiter,  the  ligation  of  the  superior  thyroid 
arteries,  the  resection  of  the  goiter,  and  the  closure 
of  the  wound  are  described. 

In  conclusion  the  authors  state  that  in  their 
opinion  all  the  indications  for  the  surgical  treat- 
ment of  goiter  in  France  are  met  by  subcapsular 
enucleation.  W.  O.  Johnson,  M.D. 

Crile,  G.  W.,  and  Lower,  W.  E.:  Special  Points  in 
the  Technique  of  Operations  on  the  Thyroid 
Gland.   Ann.  Surg.,  1922,  Ixxv,  47. 

On  the  basis  of  their  experience  the  authors  em- 
phasize the  following  points  in  the  operative 
technique: 

1.  In  general  the  functional  equivalent  of  a 
normal  gland  should  be  left.  This  means  a  small 
piece  of  an  exophthalmic  gland  and  a  large  amount 
of  a  colloid  goiter. 

2.  Resecting  only  the  larger  lobe  has  a  poor 
cosmetic  effect.  Removing  both  lobes  and  leaving 
the  poles,  which  will  appear  as  lumps,  is  not  en- 
tirely satisfactory.  If  the  median  lobe  is  left,  it 
suggests  an  Adam's  apple. 

3.  A  long  vertical  median  incision  is  used  only 
for  midline  adenomata  or  small  goiters.  High 
division  of  the  muscles  does  not  permit  adequate 
dissection  of  the  lower  pole.  When  more  than  a 
vertical  incision  is  necessary,  transverse  division 
is  employed. 

4.  Tying  the  four  arteries  outside  of  the  capsule 
may  result  in  parathyroid  deficiency  due  to  the 
decrease  in  the  blood  supply. 

5.  Catching  masses  of  thyroid  tissue  by  large 
forceps  and  ligating  en  masse  may  interfere  with  the 
voice  and  has  been  abandoned.  Individual  vessels 
should  be  clamped  with  small  forceps. 

6.  Pushing  out  a  bilateral  burrowing  goiter  by 
traction,  pressure,  and  stretching  may  damage 
the  recurrent  nerves,  cause  immediate  bilateral 
paralysis  of  the  vocal  cords,  interfere  with  the  air 
intake,  and  necessitate  tracheotomy.  Broncho- 
pneumonia and  death  may  result.  A  large  vein 
may  be  torn  and  complicate  the  operative  field. 
Primary  separation  of  the  upf>er  attachment  of 
the  lobe  and  a  slight  pull  from  above  permits  the 
thyroid  to  rise  out. 

7.  Catching  and  tying  bleeding  vessels  on  the 
surface  of  the  trachea  necessitates  the  inclusion  of 
the  peritracheal  fascia  and  sensory  nerves  which 
enter  the  trachea.  This  may  cause  irritation,  cough- 
ing, and  increased  mucus  with  possible  resultant 
local  tracheitis,  bronchitis,  bronchopneumonia,  and 
death.  This  is  avoided  by  bloodless  dissection  above 
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the  line  of  cleavage  so  that  vessels  may  be  ligated 
without  including  the  senso  y  nerves. 

8.  Interference  with  the  mechanism  of  swallow- 
ing may  result  from:  (i)  dislodging  with  the  finger 
a  gland  that  has  extended  between  the  larynx  and 
oesophagus  and  pharynx;  (2)  attempting  to  catch 
an  escaped  superior  or  inferior  artery;  (3)  dis- 
secting between  the  oesophagus  and  larynx. 

9.  A  collapsed  trachea  may  be  dilated  by  means 
of  the  gas-oxygen  apparatus.  For  tracheotomy,  a 
small  transverse  opening  between  the  rings  should 
be  made  early  rather  than  late. 

10.  The  operative  field  must  be  kept  clear. 

11.  Blood  in  the  trachea  may  initiate  broncho- 
pneumonia. 

12.  In  serious  cases  the  wound  is  left  completely 
open  and  dressed  with  gauze  soaked  in  a  1:5,000 
solution  of  flavine.  The  advantages  are:  (i)  a 
decrease  in  the  time  of  the  operation;  (2)  the  ab- 
sence of  postoperative  pain  and  discomfort;  (3) 
the  prevention  of  absorption  of  aseptic  wound  se- 
cretion. Wounds  are  closed  under  analgesia  and 
local  anaesthesia,  with  the  patient  in  bed,  usually 
on  the  afternoon  of  the  same  day  or  the  next 
morning,  but  occasionally  on  the  second  day.  After 
the  first  six  hours  there  is  a  slight  tendency  to  in- 
creased contamination. 

13.  The  operation  is  stopped  at  anv  point  when 
there  is  doubt  as  to  the  outcome.oids;  afta'THiCi":^- 
be  resumed  and  completed  on  the  iou&9ki7tgti{i.ta..  and 
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Hedblom,  C.  A. :  The  Diagnosis  and  Treatment  of 
Tuberculous  Empyema.  J.-Lancet,  1921,  n.s. 
xli,  644. 

The  author  discusses  the  etiology,  pathology, 
bacteriology,  diagnosis,  and  treatment  of  tubercu- 
lous empyema.  The  end-results  are  known  in  sixty- 
seven  of  seventy-four  cases  treated  at  the  Mayo 
Clinic  since  1910.  Fifty-eight  and  two-tenths  per 
cent  of  the  patients  are  cured  or  much  improved; 
nearly  4.5  per  cent  are  not  improved;  37.3  per  cent 
are  dead;  and  14.9  per  cent  died  within  two  months 
of  the  operation. 

In  a  summary  the  author  formulates  tentative 
conclusions  as  follows: 

In  a  large  number  of  cases  primary  or  idiopathic 
pleurisy  with  effusion  is  probably  tuberculous  in 
nature. 

Tuberculous  pleurisy  may  be  primary  or  it  may 
be  secondary  to  a  pulmonary,  peritoneal,  or  other 
tuberculous  lesion. 

The  onset  of  tuberculous  effusion  may  be  insidious 
or  sudden,  and  may  be  associated  with  an  acute  and 
severe  constitutional  reaction. 

A  mixed  infection  due  to  the  pjerforation  of  a  tu- 
berculous cavitation  often  runs  an  acute  and  rapidly 
fatal  course. 


14.  If  patients  demand  to  know  the  time  of 
operation  they  are  told,  but  otherwise  preparations 
are  carried  on  so  carefully  that  they  will  not  know 
the  place  or  time. 

15.  Although  the  X-ray  reduces  the  activity  of 
the  thyroid,  it  has  the  following  disadvantages: 
(i)  the  dose  required  to  produce  a  given  effect  is 
guessed  at:  if  it  is  sufficient  to  kiU  all  thyroid  cells, 
myxoedema  results;  if  it  does  not  kill  the  cells,  re- 
lapse occurs;  (2)  relapses  are  common;  (3)  delay  in 
unsuccessful  cases  leads  to  serious  damage  to  the 
myocardium,  liver,  nervous  system,  etc.;  and  (4) 
scar  tissue  and  adhesions  caused  by  the  X-ray 
complicate  the  operation. 

16.  Ligation  is  employed  as  a  preliminary  to 
thyroidectomy.  Double  ligation  rarely  cures  and 
may  be  followed  by  a  relapse. 

17.  The  beneficial  effect  of  ligation  is  due  prob- 
ably, not  to  the  decrease  in  the  blood  supply, 
but  to  the  break  in  the  sympathetic  nerves  which  Ue 
on  the  walls  of  the  superior  thyroid  arteries. 

18.  A  diagnosis  of  hyperthyroidism  is  an  indica- 
tion for  thyroidectomy.  If  rest  fails  to  cure,  the 
patient  sustains  serious  damage  to  the  myocardium, 
liver,  and  nervous  system,  and  the  difficulty  of 
operation  is  increased. 

On   the   basis  of  opera  bility   the  authors  class 
hyperthyroidism  with  appendicitis.    The  mortality 
'"•♦Vivro'.'if/^tomy  is  almost  as  low  as  that  of  ap- 
1922,  m,  sn  Walter  C.  Burket,  M.D. 

"  breast,/ 

THE   cft'EST 

The  diagnosis  of  tuberculous  empyema  is  made  by 
the  demonstration  of  the  bacilli  in  the  exudate,  by 
animal  inoculation,  or  by  examination  of  the  sec- 
tioned pleura. 

A  sterile  effusion  is  probably  tuberculous;  an 
infected  effusion  may  be  tubercvdous. 

An  empyema  may  be  tuberculous  in  spite  of  per- 
sistently negative  findings  over  a  long  period  of  time. 

Empyema  following  primary  idiopathic  pleurisy 
with  effusion,  and  empyema  of  insidious  onset, 
especially  when  associated  with  a  pulmonary  or 
other  tuberculous  condition,  is  probably  tuberculous. 

Repeated  aspiration  of  only  a  part  of  the  fluid  is 
indicated  in  cases  of  serous  effusion  producing  defi- 
nite dyspnoea  on  exertion  or  symptoms  of  circiUatory 
embarrassment. 

The  replacing  of  aspirated  fluid  by  nitrogen  or 
filtered  air  may  be  indicated  in  cases  with  symptoms 
of  active  phthisis  referable  to  the  same  side  as  the 
effusion. 

A  sterile  purulent  effusion  should  be  treated  as 
though  it  were  serous  if  the  lung  expands  when  the 
fluid  is  withdrawn.  If  the  lung  is  fixed  in  a  collapsed 
condition  or  if  the  purulent  effusion  persistently 
recurs,  a  plastic  operation  may  be  indicated. 

An  infected  purulent  effusion  should  be  treated  by 
the  closed  method  with  antiseptic  irrigations  or  by 
open  drainage;  open  drainage  is  indicated  especially 
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in  cases  of  severe  infection  associated  with  extensive 
pulmonary  tuberculosis. 

A  plastic  operation  involving  closure  of  a  bronchus 
offers  the  only  prospect  of  cure  in  a  case  with  an 
associated  large  bronchial  fistula. 

Dakin's  solution  may  be  contra-indicated  in  the 
presence  of  an  extensively  diseased  lung  because  of 
its  corroding  action  on  superficial  lesions  resulting 
possibly  in  haemorrhage  or  the  formation  of  a  bron- 
chial fistula. 

An  extrapleural  rib  resection  is  indicated  for  the 
collapse  of  closed  sterile  empyema  cavities.  The 
BoufTin-Wilms  operation  (Friedrich)  is  especially 
suitable  for  the  collapse  of  large  cavities  without 
excessive  thickening  of  the  parietal  pleura  or  rib 
deformity. 

A  skin  or  muscle  plastic  operation  is  indicated  for 
the  obliteration  of  relatively  small  draining  cavities. 

Cases  of  long  standing  in  which  the  pleurae  are 
greatly  thickened  may  require  extensive  resection  of 
the  entire  chest  wall  after  the  method  of  Schede. 

Operation  in  several  stages  is  indicated  especially 
in  the  treatment  of  tuberculous  empyema.  Such 
treatment  should  extend  the  indications  for  opera- 
tion and  lower  the  postoperative  mortality. 

L.  H.  Fowler,  M.D. 

Shortle,  A.  G.,  and  Gekler,  W.  A.:  A  Report  of 
Four  Recent  Cases  of  Thoracc',-Sty  J.  ,Lo- 
M .  Ass.,  1922,  Ixxviii,  168.  tivocate  opera- 

The  failure  of  the  earlier  operatiJP.y^^I^^rtjTrapse 
of  the  lungs  was  due  to:  (i)  the  srJDl'k*  caused  by 
lengthy  operations  and  the  loss  of  blood,  and  (2) 
disturbance  of  the  respiratory  rate,  mediastinal 
flutter,  and  often  death  caused  by  the  removal  of 
one  side  of  the  chest  wall. 

It  has  been  found  that  in  25  per  cent  of  cases 
artificial  pneumothorax  is  unsuccessful  because  of 
pleuritic  adhesions.  Instead  of  the  Friedrich  opera- 
tion, the  authors  have  adopted  the  safer  operation 
of  Sauerbruch,  in  which  ribs  from  the  first  to  the 
ninth  are  resected,  usually  at  one  sitting,  and  gas- 
oxygen  is  used  instead  of  ether. 

In  this  article  the  following  cases  are  reported: 

Case  i.  The  patient  was  a  woman,  45  years  of 
age,  who  had  had  pleurisy  with  effusion  in  191c. 
In  1 918,  cough  and  partial  loss  of  voice  developed. 
The  sputum  contained  tubercle  bacilli.  The  after- 
noon temperature  was  99.5  degrees  F.  Artificial 
pneumothorax  in  April,  1919,  was  unsuccessful. 
All  the  symptoms  became  progressively  worse. 
In  May,  1920,  an  operation  was  performed.  The 
fever  subsided  after  the  first  week.  Recovery  was 
gradual  and  complete  and  associated  with  a  gain  of 
20  lbs. 

Case  2.  The  patient  was  a  man,  aged  32  years, 
who  developed  cough  and  a  rise  in  temperature  with 
some  hoarseness  in  December,  191 7.  Symptoms 
of  pulmonary  and  laryngeal  tuberculosis  were 
present  with  "flare-ups"  in  the  temperature. 
Following  operation  in  May,  1920,  the  temperature 
remained  elevated  and  the  sputum  profuse  for  six 


to  eight  weeks,  but  then  slowly  decreased  to  normal. 
The  patient  is  well  at  the  present  time  and  his 
weight  is  normal. 

Case  3.  This  patient  was  a  woman  aged  30 
years.  Active  tuberculosis  from  the  apex  to  the 
base  of  the  left  lung  was  diagnosed  in  191 8.  The 
lung  was  collapsed  and  the  symptoms  disappeared. 
In  June,  1920,  the  patient  returned  with  a  relapse. 
As  it  was  impossible  to  collapse  the  lung  again, 
thoracoplasty  was  performed.  At  the  end  of  nine 
weeks  the  patient  died  from  cardiac  incompetency. 

Case  4.  The  patient  was  a  man  aged  34  years. 
Examination  revealed  in  addition  to  active  tuber- 
culosis with  cavity  formation  in  the  left  lung, 
weakness  of  the  heart,  a  low  blood  pressure,  and  a 
4  plus  Wassermann  reaction.  Operation  was  per- 
formed, but  the  patient  developed  ascites  and  died 
of  cardiac  weakness. 

The  authors  state  that  thoracoplasty  should  be 
performed  only  when  the  simpler  artificial  pneu- 
mothorax is  found  impKJSsible.  All  cases  should  be 
carefully  selected  in  regard  to  heart  action  and  the 
condition  of  the  opposite  lung,  as  the  operation 
causes  sudden  collapse  of  the  affected  lung  and  the 
burden  is  at  once  thrown  upon  the  opposite  side. 
Gas  oxygen  is  the  best  anaesthetic  and  may  be 
supplemented  by  procaine. 

Wiluam  J.  Picket,  M.D. 
\^^sn,^te,.tt,  direct. 

the  .polc5-.>vhv;b,  and  Duboucher,  H.:  Cervlco- 
mediastinal  Tumor  on  the  I^eft  Side  Probably 
of  Thyrojilossal  Orifitin;  Extirpation  After 
Disarticulation  and  Temporary  I)epression  of 
the  Clavicle;  Operation  Pneumothorax;  Liga- 
tion of  the  Subclavian  and  Vertebral  Vessels; 
Recovery  (Tumeur  ccrvico-mddiastinalc  gauche 
d'origine  ihyr^o-glosse  probable.  Extirpation  apr^s 
disarticulation  et  abaissement  temporaire  de  la 
clavicule.  Pneumothorax  op6ratoire;  ligature  de  la 
sous-clavidre  et  de  la  vertlbral.  Gu6rison).  Bull, 
et  mitn.  Soc.  de  chir.  dc  Par.,  1921,  xlvii,  1135. 

In  the  case  described  operation  was  decided  upon 
because  of  incessant  vomiting  and  progressive 
weakness.  The  condition  was  diagnosed  as  a  sub- 
clavian tumor  of  unknown  nature  which  compressed 
the  pneumogastric  nerve  and  by  this  irritation 
caused  complete  gastric  intolerance.  The  clavicle 
was  dis-inserted,  the  pneumogastric  nerve,  which 
was  stretched  over  the  anterior  surface  of  the 
tumor,  was  disengaged,  and  the  jugular  vein  was 
ligated  and  sectioned.  The  tumor  was  found  to 
involve  the  subclavian  artery  and  the  innominate 
trunk  and  was  isolated  with  difficulty;  the  sub- 
clavian artery  was  torn  and  ligated.  The  apex  of 
the  lung  had  been  completely  destroyed  but  the 
operative  pneumothorax  did  not  cause  compUca- 
tions.  At  the  end  of  the  operation  the  patient  was 
in  a  very  poor  condition  but  ultimately  made  a 
good  recovery.  Histologic  examination  of  the 
removed  tumor  suggested  a  thyroglossal  origin. 

Duval,  in  submitting  and  discussing  this  report, 
stated  that  in  order  to  approach  the  subclavian 
fossa,   the   lower  carotid   region,   and   the  lateral 
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region  of  the  anterior  mediastinum  in  cervico- 
thoracic  surgery  it  is  necessary  to  supplement  the 
exposure  of  the  subclavian  fossa  b}'  an  incision 
above  the  sternocleidomastoid.  The  extent  of  the 
resection  of  bone  will  var>'  according  to  the  necessity 
for  a  greater  or  less  descent  into  the  mediastinum. 
With  regard  to  the  harmlessness  of  the  surgical 
pneumothorax  in  the  case  reported  he  cited  a  similar 
favorable  outcome  following  accidental  operative 
pneumothorax  reported  from  the  Mayo  Clinic  by 
Hedblom.  Duval  believes  that  when  severe  com- 
plications follow  an  accidental  operative  pneumo- 
thorax it  is  best  to  transform  the  partial  pneumo- 
thorax into  a  total  pneumothorax  and  immobiUze 
the  lung  by  totally  collapsing  it.     W.  A.  Bren^nan. 

Schwyzer,  A.:    Notes  on  Surgery  of  the  Medias- 
tinum.  Ann.  Surg.,  1922,  Lxxv,  53. 

In  preliminary  remarks  the  author  briefly 
enumerates  pathologic  conditions  of  the  medias- 
tinum: inflammations  and  purulent  infections  re- 
sulting from  direct  trauma,  such  as  those  due  to 
a  penetrating  wound  or  oesophageal  perforation, 
and  those  due  to  direct  extension  or  the  breaking 
down  of  lymph  glands;  tuberculous  glands;  gumma ta 
Hodgkin's  disease;  leukaemia;  simple  hyperplasia 
or  neoplasms  of  the  thymus;  intrathoracic  goiters; 
aneurisms;  benign  neoplasms,  such  as  lipomata, 
chondromata,  fibromata,  and  dermoids;  and  malig- 
nant growths,  such  as  carcinomata,  sarcomata,  and 
lymphosarcomata. 

In  one  case  Schwyzer  approached  the  posterior 
mediastinum  by  resecting  several  ribs  near  the 
costovertebral  articulation  and  stripping  back  the 
pleura.  He  reports  also  two  cases  of  purulent  infec- 
tion in  the  anterior  mediastinum  in  which  the  disease 
focus  was  approached  by  resecting  several  ribs 
anteriorly  over  the  region  of  infection.  A  case  of 
aneurism  of  the  innominate  trunk  was  cured  by 
ligation  of  the  common  carotid  and  subclavian 
arteries  near  the  aneurismal  sac.  The  patient  has 
now  been  well  for  eleven  years. 

Another  case  cited  was  a  case  of  spindle-celled 
sarcoma  of  the  mediastinum  operated  upon  by 
Marwedel  in  Czerney's  Clinic  in  1901.  The  growth 
was  successfully  removed  and  at  the  time  the  report 
was  made  the  patient  had  been  well  for  two  years 
and  two  months. 

At  present,  hope  lies  mainly  in  roentgen  and  ra- 
dium treatment  of  malignant  neoplasms  of  the  medias- 
tinum. In  a  case  of  mediastinal  angiosarcoma  con- 
siderable relief  was  obtained  by  the  use  of  the 
X-rays  and  8,600  mg.-hrs.  of  radium. 

The  author  reports  the  successful  removal  of  a 
mediastinal  fibroma  by  means  of  a  collar  incision 
in  the  neck,  a  vertical  incision  over  the  sternum, 
and  partial  resection  of  the  sternum.  Positive 
pressure  was  used.  In  the  closure  of  the  wound  the 
thoracic  cavity  was  made  air  tight  by  suture  of  the 
subcutaneous  tissue  over  the  sternum  and  of  the 
sternohyoid,  sternothyroid,  and  sternomastoid 
muscles  over  the  suprasternal  region. 


The  differential  pressure  apparatus  consisted  of 
a  Ben  Morgan  ether  chamber  or  a  large  rubber  bag 
connected  with  a  foot  bellows.  The  ether  chamber 
or  rubber  bag  is  connected  also  by  a  long  rubber 
tube  and  a  forked  glass  arrangement  with  two  in- 
tranasal tubes  which  are  inserted  down  to,  but  not 
beyond,  the  soft  palate.  The  long  rubber  tube  is 
broken  by  a  T  tube,  one  arm  of  which  is  attached  by 
a  rubber  tube  to  a  glass  tube  about  i  ft.  long,  which 
is  inserted  in  a  tall  glass  and  adjusted  to  extend  22 
or  23  cm.  below  the  level  of  water  in  order  to  obtain 
approximately  17  mm.  of  mercury  pressure.  TMB 
latter  serves  as  a  manometer.  The  bellows  is 
pumped  just  sufficiently  to  produce  a  gentle  bub- 
bling of  the  water.  The  anaesthetist  regulates  the 
pressure  by  closing  the  patient's  mouth.  Ether 
vapor  can  be  run  into  the  system  by  a  side  tube 
attachment  connected  with  the  ether  bottle  and  a 
rubber  hand  bulb.  A  tightly  fitting  face  mask  may 
be  used  instead  of  intranasal  tubes,  but  is  not  so 
efficient.    The  narcosis  is  smooth. 

The  author  agrees  with  Sauerbruch  that  local 
anaesthesia  in  its  present  form  is  unsatisfactory 
in  intrapleural  operations. 

Walter  C.  Burket,  M.D. 

Dickinson,  G.  K. :  The  Breast  Physiologically  and 
Pathologically  Considered  with  Relation  to 
Bleeding  from  the  Nipple.  Am.  J.  Obst.  &•  Gynec, 
1922,  ill,  31. 

The  breast,  which  is  intended  to  fimctionate  as  a 
secondary  sexual  organ,  is  influenced  by  hormones, 
toxins,  and  the  psyche.  Hyp>eraemia  is  induced 
monthly  by  the  ovarian  secretion,  and  if  pregnancy 
ensues,  the  hormones  activate  the  gland  to  further 
growth,  and  the  formation  of  colostrom  which,  if 
reabsorbed,  determines  the  time  of  labor. 

The  breast  requires  normal  fimction  and  will 
tend  to  pathologic  states  of  the  tumor  type  if  the 
natural  cycle  is  interfered  with.  In  certain  persons 
the  suppression  of  the  menstrual  flow  may  produce 
active  congestion  of  the  breast  with  pain,  tenderness, 
and  sometimes  bleeding.  There  is  such  a  response 
also  in  certain  cases  of  metritis,  parametritis,  and 
ovarian  tumors.  At  the  menopause  there  is  more  or 
less  change  in  the  breast  with  an  increased  tendency 
to  pathologic  conditions. 

Before  the  thirty-fifth  year  of  age  the  most  com- 
mon type  of  breast  tumor  is  the  fibroid.  In  some 
cases  this  produces  bleeding  from  the  nipple. 
After  the  thirty-fifth  year  the  fibrous  tissue  grows 
into  the  breast  substance,  and  the  irritation  so 
caused  is  sufficient  to  produce  a  blood-stained  dis- 
charge. 

The  most  common  causes  of  bleeding  from  the 
nipple  are  papillomata,  proliferations  of  the  duct 
linings.  In  a  number  of  cases  the  microscope 
showed  that  the  cells  at  the  base  had  begun  to 
wander,  thus  demonstrating  evidences  of  malig- 
nancy. 

It  is  now  believed  by  pathologists  that  tumor  for- 
mation in  the  mammae  is  a  type  of  chronic  inflamma- 
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tion.  Curiously,  the  left  upper  outer  lobe  is  the  part 
most  apt  to  be  the  site  of  chronic  interstitial  change. 

The  wandering  cell  produces  local  inflammatory 
reaction,  with  the  formation  of  fibrous  tissue.  If 
the  glandular  substance  is  in  excess  the  neoplasm  is 
a  soft  cancer,  while  if  the  fibrous  substance  is  greater, 
the  neoplasm  is  of  the  scirrhous  type.  These  types 
are  equally  malignant. 

There  is  no  reliable  sign  as  to  malignancy  or 
beginning  malignancy.  The  benign  condition  is 
apt  to  be  only  temporary.  We  have  not  as  yet  a 
definite  plan  of  attack  for  benign  tumors;  some 
surgeons  resect  in  part,  some  do  a  complete  plas- 
tic subcutaneous  resection,  and  others  a  radical 
removal.  C.  H.  Davis,  M.D. 

Sistrunk,  W.  E.,  and  MacCarty,  W.  C:  Life  Ex- 
pectancy Following  Radical  Amputation  for 
Carcinoma  of  the  Breast:  A  Clinical  and 
Pathologic  Study  of  218  Cases.  Ann.  Surg., 
1922, Ixxv,  61. 

The  factors  which  seem  important  in  determining 
the  expectancy  of  life  were  carefully  studied  from 
a  clinical  and  pathologic  standf>oint  in  a  series  of 
'218  cases  of  carcinoma  of  the  breast  operated  on  in 
the  Mayo  Clinic.  One  of  the  most  important  ques- 
tions in  the  whole  subject  of  cancer  is  why  some 
patients  live  longer  than  others  who  have  grossly 
the  same  or  less  amounts  of  local  or  general  cancer. 

Of  the  series  of  218  patients,  2.7  per  cent  died 
within  six  months;  21.1  per  cent,  within  one  year; 
34.9  per  cent,  within  two  years;  42.2  per  cent, 
within  three  years;  49.1  per  cent,  within  four 
years;  and  55  per  cent,  within  five  years.  Only  2.3 
per  cent  died  after  five  years.  After  eight  years  the 
disease  rarely  recurs. 

Carcinomata  which  developed  during  pregnancy 
or  the  lactating  period  invariably  proved  fatal  within 
five  years  after  operation.  Diffuse  carcinomata 
which  involved  practically  the  entire  breast  caused 
death  in  every  instance  within  five  years;  all  but 
one  of  the  sixteen  patients  with  this  type  of  growth 
died  within  three  years  after  operation.  When  the 
axillary  glands  were  involved,  carcinomata  around 
the  nipple  proved  fatal  in  seventeen  of  eighteen 
cases  (94.5  per  cent)  within  five  years.  Seventeen 
of  twenty  patients  with  ulcerating  carcinomata 
(85  per  cent)  were  dead  at  the  end  of  seven  years; 
fourteen  died  within  five  years  after  operation. 

Age  seems  to  have  a  definite  bearing  on  the  re- 
sults to  be  expected  following  operation.  Forty-one 
and  seven-tenths  per  cent  of  the  patients  over  50 
are  alive  from  five  to  eight  years  after  operation, 
while  only  31.8  per  cent  of  those  under  50  have  lived 
a  corresponding  length  of  time.  The  immediate 
hospital  mortality  was  less  than  0.5  per  cent. 

Of  a  series  of  218  patients  with  mammary  cancer 
operated  on  at  the  Mayo  Clinic  it  was  found  that 
138  are  dead;  the  specimens  of  ninety-one  of  these 
patients  were  studied  from  the  standpoint  of  cellular 
differentiation,  lymphocytic  reaction,  fibrosis,  and 
hyalinization.      All     pathologic     specimens     were 


studied  independently  of  the  clinical  histories. 
From  the  facts  found  in  the  study  of  these  ninety- 
one  cases  the  authors  make  the  following  generaliza- 
tions on  mammary  cancer: 

1.  Cellular  differentiation  occurs  in  15  per  cent. 

2.  Local  lymphocytic  infiltration  occurs  in  62 
per  cent. 

3.  Local  hyalinization  occurs  in  54  per  cent. 

4.  Local  fibrosis  occurs  in  7 1  per  cent. 

5.  Lymphocytic  infiltration  and  fibrosis  occur  in 
41  per  cent. 

6.  Lymphocytic  infiltration  and  hyalinization 
occur  in  28  per  cent. 

7.  Hyalinization  and  fibrosis  occur  in  52  per  cent. 

8.  Lymphocytic  infiltration,  hyalinization,  and 
fibrosis  occur  in  28  per  cent. 

9.  The  average  length  of  postoperative  life  of 
patients  with  lymphocytic  infiltration  alone  is  28 
per  cent  greater  than  the  average  length  of  post- 
operative life  of  the  patients  in  this  series. 

10.  The  average  length  of  postoperative  life  of 
patients  with  lymphocytic  infiltration,  hyalinization, 
and  fibrosis  is  1 5  per  cent  less  than  that  of  patients 
with  local  lymphocytic  infiltration  in  this  series. 

11.  The  average  length  of  postoperative  life  of 
patients  with  lymphocytic  infiltration,  hyaliniza- 
tion, and  fibrosis  is  37.8  p>er  cent  greater  than  the 
length  of  postoperative  life  of  patients  in  this  series. 

12.  The  average  length  of  postoperative  life  of 
patients  without  lymphocytic  infiltratidn,  hyaliniza- 
tion, and  fibrosis  is  42  per  cent  less  than  the  average 
length  of  postoperative  life  of  patients  with  lymph- 
ocytic infiltration,  hyalinization,  and  fibrosis. 

13.  The  average  length  of  postoperative  life  of 
patients  with  cellular  differentiation  is  57  per  cent 
greater  than  the  average  length  of  postoperative  life 
of  the  patients  in  this  series. 

14.  The  average  length  of  postoperative  life  of 
patients  with  fibrosis  is  7  per  cent  greater  than  the 
general  average  length  of  postoperative  life  of 
patients  in  this  series.  It  is  also  42  per  cent  greater 
than  that  of  patients  without  fibrosis. 

15.  The  average  length  of  postoperative  life  of 
patients  with  lymphocytic  infiltration  and  hyaliniza- 
tion is  44  per  cent  greater  than  the  average  length 
of  postoperative  hfe  of  patients  in  this  series. 

16.  The  average  length  of  postoperative  life  of 
patients  with  fibrosis  and  hyalinization  is  71  per 
cent  greater  than  the  average  length  of  postoperative 
life  of  patients  in  this  series. 

From  these  generalizations  it  is  concluded:  (i) 
that  the  three  greatest  single  factors  in  increased 
postoperative  longevity  in  this  series  of  ninety-one 
cases  of  mammary  cancers  were  cellular  differentia- 
tion, hyalinization,  and  fibrosis;  (2)  that  lymph- 
ocytic infiltration  alone  does  not  seem  to  be  the 
main  factor;  and  (3)  that  while  hyalinization  and 
fibrosis  appear  to  play  individually  some  part  in 
increasing  longevity  in  cases  of  cancer  of  the  breast, 
the  two,  when  present  in  combination,  constitute 
the  greatest  known  defensive  factor  against  the 
invasion  of  tissues  by  cancer  cells. 
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TRACHEA  AND  LUNGS 

Kaempfer,  L.  G. :  A  Foreign  Body  in  the  Lungs 
Innocuous  for  Forty  Years.  Am.  J.  Surg.,  1922, 
XXX  vi,  8. 

Kaempfer's  case  was  that  of  a  widow,  aged  58 
years,  who  had  been  in  perfect  health  up  to  a  few 
months  before  her  death,  but  then  developed  a 
cough  and  later  symptoms  and  signs  which  led  to 
a  diagnosis  of  bronchitis.  Her  condition  became 
worse  and  three  weeks  before  death  a  diagnosis  of 
lung  abscess  in  the  lower  right  lobe  was  made.  An 
X-ray  plate  showed  an  opacity  in  the  lower  right 
chest  and  also  a  well-defined  shadow  about  3  in. 
long  and  with  parallel  edges  J4  in.  apart  in  a 
vertical  position  just  to  the  right  of  the  bodies  of 
the  vertebrae  and  merging  its  lower  margin  in  the 
less  dense  shadow  of  the  lower  chest.  This  shadow 
was  believed  to  be  that  of  a  foreign  body  which 
probably  was  the  cause  of  the  lung  abscess.  How- 
ever, it  was  very  difficult  to  reconcile  this  assump- 
tion with  the  fact  that  a  foreign  body  of  such  size 
could  not  have  been  inhaled  by  an  adult  uncon- 
sciously, that  such  a  foreign  body  would  first  lodge 
in  one  of  the  larger  bronchi  and  thus  lie  in  the 
direction  of  the  bronchus  rather  than  in  a  vertical 
position,  and  that  repeated  bronchoscopic  examina- 
tions had  not  revealed  it.  A  thoracotomy  was 
decided  upon,  but  the  patient  suddenly  went  into 
collapse  and  died. 

At  autopsy  a  large  empyema  cavity  containing 
several  hundred  cubic  centimeters  of  pus  was  foimd. 
Almost  the  entire  right  lower  lobe  was  gangrenous. 
In  a  cavity  entirely  separated  by  healthy  lung  tissue 
from  both  the  gangrenous  portion  of  the  lung  and 
the  empyema  cavity  and  apparently  completely 
walled  off  was  a  slate  pencil  about  3  in.  in  length 
and  ^  in.  in  width.  The  pencil  cavity  was  sep- 
arated from  the  mediastinum  by  lung  tissue. 

No  scars  were  found  in  the  oesophagus.  From  the 
appearance  of  the  scar  tissue  around  the  pencil  and 
the  fact  that  the  patient  could  not  remember  having 
aspirated  any  large  foreign  body,  the  author  con- 
cludes that  the  pencil  must  have  been  there  for 
a  very  long  time,  probably  since  childhood.  It 
apparently  had  no  etiological  bearing  on  the  lung 
abscess.  Ralph  B.  Bettman,  M.D. 

Hug,  O.:  Thoracoplasty  and  Scoliosis  (Thorako- 
plastik  und  Skoliose).    Stuttgart:    Enke,  1921. 

In  the  first  part  of  this  monograph  the  author 
discusses  the  development  and  the  present  views 
regarding  the  surgery  of  pulmonary  tuberculosis. 
After  a  short  historical  summary  of  the  development 
of  thoracic  surgery  he  discusses  the  usual  methods 
of  operation:  rib  resection,  pneumothorax,  pneu- 
molysis, pulmonary  plugging,  phrenicotomy,  and 
thoracoplasty.  The  operation  for  old  empyema 
fistulaj  is  also  considered  in  detail. 

The  second  part  of  the  work  deals  with  the 
phenomena  in  the  thorax  and  spinal  column  follow- 
ing operations  for  pulmonary  diseases.   In  this  con- 


nection the  severity  of  the  operation,  the  patient's 
age,  and  the  pliability  of  the  bones  are  of  importance. 
In  every  markedly  developed  case  of  pulmonary 
tuberculosis  the  concavity  of  the  arch  of  the  verte- 
bral column  is  toward  the  disease  focus  if  curvature 
of  the  spine  develops  at  all.  When  pneumothorax 
treatment  is  given  there  is  no  curvature  of  the  spine; 
in  fact,  this  treatment  may  overcome  a  deformity. 

If  a  unilateral  thoracic  operation  or  phrenicotomy 
is  done  on  a  patient  who  is  still  growing,  the  more 
rapid  and  stronger  growth  of  the  normal  side  is  a 
factor  in  the  developing  deformity.  In  every  case 
the  flattening  and  contraction  of  the  thorax  pre- 
cedes the  curvature  of  the  spine.  Efforts  must  there- 
fore be  directed  toward  preventing  thoracic  con- 
traction. In  extensive  rib  resections  the  muscular 
traction  of  the  normal  side  is  opposed  only  by  the 
cicatricial  complex  of  the  collapsed  and  shrinking 
lung.  This  traction  is  not  equal  and  the  lung  cannot 
be  placed  at  rest.  Of  all  the  patients  with  severe 
scoliosis  who  were  examined  subsequently  by  the 
author  not  one  was  clinically  well. 

Hug  examined  twenty-two  patients  who  had  been 
operated  upon  by  Sauerbruch  or  Schreiber.  The 
histories  of  these  cases  are  given  in  detail.  In  form- 
ing an  opinion  of  the  results  of  operation  the  follow- 
ing facts  must  be  taken  into  consideration:  the 
duration  of  the  disease  previous  to  the  operation, 
the  kind  of  treatment  given  up  to  the  time  of  the 
operation,  the  patient's  age  at  the  time  of  the  first 
operation,  the  nature  of  the  operation,  the  length 
of  time  that  has  elapsed  since  the  operation,  the 
postoperative  treatment,  the  orthopedic  measures 
and  pulmonary  findings  at  the  time  of  the  subse- 
quent examination,  the  patient's  ability  to  work, 
the  condition  of  the  thorax  and  respiratory  muscula- 
ture respectively,  the  direct  changes  in  the  thoracic 
wall,  and  the  displacement  of  the  shoulder  girdle. 
In  this  connection  the  author  gives  a  very  detailed 
and  interesting  exposition  of  the  development, 
morphology,  and  action  of  the  trunk  musculature. 

The  third  portion  of  the  monograph  treats  of  the 
biological  bases  of  scoliosis  in  general.  In  addition 
to  the  scoliosis  following  thoracoplasty,  which 
involves  chiefly  the  cervical  spine  and  the  adjacent 
upper  dorsal  segment,  the  rachitic  and  the  habit 
scoliosis  are  discussed.  The  site  of  the  former  is  the 
lumbar  portion  of  the  spine  and  the  adjacent  dorsal 
vertebrae.  Habit  scoliosis  is  characterized  prin- 
cipally by  dorsal  deflection.  Several  factors  com( 
into  consideration  in  regard  to  its  etiology,  viz., 
upright  locomotion  and  right-handedness,  and  later 
the  change  of  habits  beginning  with  school  life. 
Proper  training,  limitation  of  the  school  houo 
especially  in  the  beginning,  and  sufficient  boduy 
activity  during  the  whole  period  of  growth  consti- 
tute the  most  necessary  measures  for  its  prevention. 
Rachitic  scoliosis  is  to  be  prevented  by  preventing 
the  basic  disease.  Congenital  scoliosis  almost  always 
depends  upon  vertebral  and  costal  anomalies. 

This  very  readable  monograph,  to  which  an 
extensive    bibliography    is   appended,    will    be   of 
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interest  not  only  to  the  orthopedist  and  surgeon  but 
also  to  the  lung  specialist,  the  hygienist,  and  the 
pediatrician.  von  Tappeiner  (Z). 

MISCELLANEOUS 

Yamanoi,  S. :  Lipoma  of  the  Thymus  (Zur  Lehre  der 
Thymuslipome).  Zenlralbl.f.Ckir.,  1921,  xlviii,  785. 

This  is  the  second  case  in  the  literature  up  to  the 
present  time.  'Lange  reported  the  first  one.  Both 
were  discovered  at  autopsy.  The  author's  case  was 
as  follows: 

The  patient,  a  woman  aged  42  years,  died  of 
uraemia.  The  pathologic  diagnosis  was  secondary 
contracted  kidney,  excentric  hypertrophy  of  the 
heart,  general  arteriosclerosis,  chronic  oedema  of  the 
lungs,  and  congestion  of  the  abdominal  viscera. 
Just  beneath  the  jugular  incisura  of  the  sternum  was 
a  tumor  consisting  of  two  lobes  which  extended 
bilaterally  close  to  and  behind  the  pericardium. 
Its  surface  was  smooth  in  many  places,  but  in 
others  it  was  distinctly  and  coarsely  lobulated  and 
light  yellow.  Particularly  in  its  lower  parts  the 
tumor  showed  a  connective-tissue  covering,  and  here 
the  lobulated  structure  was  effaced.  The  right  lobe 
of  the  tumor  was  18  cm.  long,  g  cm.  broad,  and  2  to 
3  cm.  thick.  The  anterior  surface  of  the  left  upper 
and  lower  lobes  of  the  lung  was  slightly  adherent 
to  the  growth  by  fibrous  adhesions. 

Section  showed  the  tumor  to  be  distinctly  lobu- 
lated and  of  the  color,  transparency,  and  con- 
sistency of  fat  tissue.  On  microscopic  examination 
it  was  found  to  consist  almost  entirely  of  lobulated 
fatty  tissue  with  large,  round  fat  cells.  The  lobules 
were  separated  from  one  another  by  small  con- 
nective-tissue septa  containing  blood  vessels.  In 
the  middle  of  the  lobules  throughout  the  whole 
tumor  were  found  small  foci  rich  in  large  round 
to  polyhedral  cells  with  light  nuclei  poor  in  chro- 
matin,   some   of   which  were   arranged   irregularly 


and  others  forming  typical  Hassal  corpuscles.  Ad- 
jacent to  them  were  small  thymus  elements  re- 
sembling lymphocytes. 

To  determine  whether  this  was  a  case  of  further 
development  and  fatty  substitution  of  a  thymus 
which  was  originally  too  large  or  the  blastomatous 
downward  growth  of  the  fatty  tissue  of  an  originally 
normal  thymus,  the  author  conducted  investigations 
on  thirty-three  corpses  ranging  in  age  from  21  to  88 
years.  In  only  two  of  these  thirty-three  corpses, 
which  were  richly  supplied  with  fatty  deposits,  was 
he  able  to  find  cells  in  the  midst  of  fatty  tissue  in  the 
mediastinal  space  which,  even  with  great  uncer- 
tainty, could  be  considered  as  possible  thymus 
elements.  In  eleven  cases  he  found  microscopically 
small  lymphoid  foci  here  and  there  in  the  fatty 
tissue,  some  of  which  on  close  examination  proved  to 
be  small  lymph  nodes  and  others  small  inflammatory 
infiltrations  of  lymphocytes. 

This  almost  negative  finding  does  not  favor  the 
assumption  that  a  lipoma  of  the  thymus  arises  only 
when  the  thymus  was  originally  hypoplastic.  The 
very  great  rarity  of  these  lipomata  also  speaks 
against  this  theory.  We  must  therefore  assume  as 
more  probable  that  in  these  cases  of  lipoma  of  the 
thymus  the  fatty  tissue  begins  to  proliferate  in  an 
entirely  normal  thymus  from  causes  unknown  to 
us  and  is  then  drawn  down  into  the  deeper  parts 
of  the  mediastinum  with  the  remaining  thymus 
elements. 

Lange  called  attention  also  to  the  simultaneously 
existing  polysarcia  in  his  case  and  quoted  Virchow 
as  stating  that  polysarcia  bears  the  same  relation  to 
lipomata  as  elephantiasis  bears  to  fibromata.  In  the 
author's  case  the  p>olysarcia  was  less  pronounced 
but  it  was  stated  in  the  protocol  that  in  the 
body,  which  was  162  cm.  long  and  weighed  55  gm., 
a  layer  of  light  yellow  fatty  tissue  3  cm.  thick  was 
discovered  in  the  abdominal  skin. 

VON  LOBMAYES  (Z). 
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ABDOMINAL  WALL  AND  PERITONEUM 

La  Roque,  G.  P.:  The  Intra- Abdominal  Operation 
for  Femoral  Hernia.   Ann.  Surg.,  1922,  Ixxv,  no. 

The  author  makes  his  incision  through  the  skin, 
superficial  fascia,  and  aponeurosis  just  above  the 
internal  inguinal  ring.  The  fibers  of  the  internal 
oblique  and  transversalis  muscles  and  fascia  are 
separated  in  the  usual  muscle-splitting  fashion  to 
expose  the  peritoneum.  The  peritoneum  is  then 
picked  up  and  opened  in  the  usual  way.  After 
retraction  of  the  edges  of  the  wound  the  neck  of  the 
hernia  is  adequately  exposed  from  within  the  general 
peritoneal  cavity.  Adherent  omentum  and  bowel 
can  then  be  completely  and  easily  separated  and 
this  region  of  the  abdomen  thoroughly  explored. 

With  the  finger  or  a  pair  of  blunt  curved  forceps 
inserted  in  the  hernial  sac  from  above,  enucleation 


is  effected  with  the  aid  of  a  gauze-covered  finger 
externally  or  sharp  dissection  is  done,  the  femoral 
and  other  large  vessels  being  quite  safe  from  injury. 
.\fter  the  sac  is  freed  it  is  turned  inside  out  into  the 
peritoneal  cavity.  The  sac  and  redundant  peri- 
toneum in  the  region  are  pulled  well  upward, 
clamped  sufficiently  high  to  take  up  all  the  redun- 
dant peritoneum,  and  excised.  In  this  way  the  entire 
sac  and  from  i  to  2  in.  of  the  surrounding  proximal 
peritoneum  are  removed.  The  cut  edges  of  the 
peritoneum  are  then  sutured. 

The  author  has  found  it  advantageous  to  tack  the 
sutured  portion  to  the  position  of  the  internal 
inguinal  ring  and  to  the  edges  of  the  original 
incision  in  the  peritoneum.  This,  he  believes, 
effects  practically  a  transplantation  of  the  p)erito- 
neum  away  from  the  region  of  the  femoral  orifice 
and  brings  the  raw  surface  of  sutured  peritoneum 
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out  of  contact  with  the  bowel  and  omentum.  The 
split  muscles  are  then  loosely  sutured  and  in  a  hernia 
of  smaU  size  this  is  perhaps  all  that  is  necessary. 
When  the  hernia  is  large  the  under  surface  of  the 
aponeurosis  is  caught  with  sutures  placed  very 
loosely  as  if  to  close  the  inguinal  canal.  La  Roque 
cautions  against  tying  the  sutures  tightly.  The 
femoral  canal  or  orifice  he  leaves  open.  Of  twelve 
cases  of  femoral  hernia  treated  in  this  manner  none 
has  recurred.  The  first  one  was  operated  upon  over 
five  years  ago.  E.  C.  Robitshek,  M.D. 

GASTRO-INTESTINAL  TRACT 

Reynolds,  L.,  and  McClure,  C.  W.:  Motor  Phe- 
nomena Occurring  in  Normal  Stomachs,  in  the 
Presence  of  Peptic  Ulcer  and  Its  Pain,  As 
Observed  FluoroscoFically.  Arch.  Int.  Med., 
1922,  xxix,  I. 

The  authors  report  on  fluoroscopic  observations  of 
the  stomachs  of  normal  men  and  of  persons  with 
ulcer  of  the  stomach  or  duodenum.  The  purpose 
of  the  study  of  the  cases  of  ulcer  was  to  obtain 
detailed  information  regarding  gastric  motor  phe- 
nomena occurring  throughout  the  period  in  which 
the  stomach  was  emptying  itself  and  during  the 
occurrence  of  pain  due  to  the  presence  of  the  ulcer; 
also  to  establish  an  objective  method  for  determin- 
ing the  effect  of  therapeutic  measures.  The  normal 
persons  were  studied  to  obtain  further  data  as  to 
normal  motor  activity. 

All  subjects  were  fed  one  type  of  meal.  There 
were  five  normal  subjects  and  sixteen  patients  with 
peptic  ulcer.  Fluoroscopic  observations  on  the  nor- 
mal human  stomach  after  the  ingestion  of  finely 
divided  meat  mixed  with  barium  showed  that  it 
emptied  itself  in  a  regularly  progressive  manner. 
Peristaltic  waves  began  high  up  in  the  eastric  walls 
at  uniform  intervals  of  about  twenty  seconds  and 
gradually  deepened  their  progress  in  an  orderly 
manner  to  the  region  of  the  pyloric  sphincter.  As 
each  wave  approached  the  sphincter  the  latter 
opened,  allowing  the  ejection  of  chyme  into  the 
duodenum  for  a  period  of  about  ten  seconds.  The 
subject  being  in  the  reclining  position,  one  of  the 
normal  stomachs  emptied  itself  in  five  hours.  Three 
of  the  normal  stomachs  were  almost  empty  in  five 
hours.  Under  the  conditions  of  the  observations 
here  reported  a  very  small  residue  remained  along 
the  greater  curvature  of  these  stomachs  for  a  longer 
period.  The  stomach  of  the  fifth  subject  contained  a 
moderate  amount  of  residue  at  the  end  of  seven 
hours. 

Abnormal-  phenomena  observed  in  the  stomachs 
of  patients  with  duodenal  or  gastric  ulcer  were 
modifications  of  the  motor  activities  of  the  stom- 
achs of  normal  persons.  The  abnormalities  noted 
were:  (i)  an  exaggerated  type  of  normal  gastric 
peristalsis;  (2)  irregularity  in  the  time  of  occurrence, 
the  depth,  and  the  length  of  the  course  of  peristaltic 
waves;  (3)  partial  or  complete  intermittent  spasm 
of  the  pyloric  sphincter;  (4)  a  localized,  permanent, 


stationary  spasm  of  the  gastric  musculature  causing 
the  so-called  incisura;  (5)  gastric  antiperistalsis; 
(6)  delayed  emptying  time;  and  (7)  very  rapid 
emptying.  With  two  exceptions,  the  onset  of  pain 
was  accompanied  by  modifications  in  whatever 
type  of  motor  activities  the  stomach  had  mani- 
fested previously.  The  various  abnormal  motor 
phenomena  were  observed  in  the  stomachs  of  peptic 
ulcer  patients  who  did  not  develop  pain  during  the 
period  of  observation. 

This  discussion  shows  therefore  that  no  motor 
phenomena  are  peculiar  to  the  occurrence  of  the 
pain  of  peptic  ulcer;  that  at  present  no  accurate 
means  is  available  for  measuring  the  degree  of  spasm 
of  the  gastric  or  sphincteric  musculature;  and  that 
there  is  almost  no  support  for  the  distention  theory 
proposed  by  Hurst. 

In  view  of  these  facts  there  is  no  incontrovertible 
proof  that  the  pain  of  peptic  ulcer  is  the  result  of 
motor  disturbances  in  the  stomach  and  pyloric 
sphincter.  The  most  satisfactory  evidence  in  sup- 
port of  the  theory  that  such  motor  disturbances  are 
the  cause  of  the  pain  of  peptic  ulcer  is  that  the 
observations  showed  that  gastric  or  sphincteric 
motor  disturbances  are  almost  invariably  associated 
with  the  pain.  But  these  observations  do  not  furnish 
conclusive  proof  of  the  truth  of  this  theory,  and  for 
this  reason  it  must  be  admitted  that  the  causal 
relation  of  motor  phenomena  to  the  pain  of  peptic 
ulcer  remains  problematical. 

From  the  clinical  standpoint  the  most  important 
feature  of  the  work  here  presented  is  the  fact  that 
the  usual  disappearance  of  abnormal  motor  phe- 
nomena occurring  simultaneously  with  the  cessation 
of  pain  gives  an  objective  means  of  judging  the 
effects  of  therapeutic  measures. 

George  E.  Beilby,  M.D. 

De  Ouervain,  F. :  A  Consideration  of  the  Relative 
Merits  of  Resection  and  Gastro-Enterostomy 
in  the  Treatment  of  Gastric  and  Duodenal 
Ulcer.   Surg.jGynec.  b°  Obst.,  1922,  xxxiv,  i. 

The  author  studied  the  results  of  resection  and 
gastro-enterostomy  in  247  cases  of  gastric  and  duo- 
denal ulcers,  his  purpose  being  to  obtain  aid  in  the 
solving  of  diagnostic  problems,  the  determination  of 
the  general  indications  for  operation,  and  the  de- 
cision as  to  the  best  technique  in  a  given  case. 

Operation  is  indicated  when  stenosis  or  rep)eated 
bleeding  endangers  life  and  when  medical  treatment 
has  been  unsuccessful.  These  limitations  are  men- 
tioned because:  (i)  many  ulcers  heal  spontaneously 
or  with  medical  treatment,  (2)  in  some  cases,  even 
after  operation,  the  tendency  to  form  ulcers  remains, 
(3)  operation  does  not  always  effect  a  cure,  and  (4) 
operation  is  accompanied  by  a  certain  risk  and  by 
certain  sequelae,  such  as  jejunal  ulcer. 

Seventy  per  cent  of  the  patients  coming  to  the 
surgeon  have  had  gastric  disturbances  for  from  five 
to  thirty  years,  and  a  large  proportion  has  been 
given  systematic  non-surgical  treatment  without 
improvement. 
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The  r61e  of  hydrochloric  acid  in  the  diagnosis  has 
been  over-emphasized  as  the  number  of  cases  of 
ulcer  showing  normal  or  subnormal  acidity  far 
exceeds  the  number  with  hyperacidity.  Hyper- 
acidity was  present  in  two-fifths  of  the  cases  of 
gastric  ulcer  and  in  one-third  of  the  cases  of  duodenal 
ulcer.  When  other  findings  point  to  malignancy  the 
presence  of  hyperacidity  must  not  be  regarded  as  a 
sign  indicating  the  absence  of  carcinoma.  Lactic 
acid  was  not  discovered  in  any  case  of  ulcer  which 
was  found  to  be  benign  at  operation.  This  test, 
when  positive,  is  of  far  more  importance  than  the 
hydrochloric  acid  test.  Occult  blood  in  the  stools 
was  found  in  only  50  per  cent  of  the  cases  of  gastric 
ulcer  and  in  65  per  cent  of  the  cases  of  duodenal 
ulcer.  It  is  seldom  absent  in  cases  of  gastric  carci- 
noma. 

The  author  has  found  that  the  exact  localization 
of  gastric  ulcer  is  possible  by  roentgen  examination 
in  87  per  cent  of  cases  and  imp>ossible  in  13  per  cent. 
Of  100  cases  of  ulcer  of  the  lesser  curvature,  72 
showed  definite  niches.  There  was  a  six-hour 
retention  in  about  one-half  the  cases.  In  the  cases 
of  duodenal  ulcer,  localization  was  possible  in  54 
per  cent  and  definite  niches  were  seen  in  only  four. 

In  6  per  cent  of  the  cases  a  positive  differentiation 
between  benign  ulcers  and  carcinoma  could  not  be 
made  at  operation,  and  the  diagnosis  was  possible 
only  on  histologic  study.  Carcinomatous  degenera- 
tion in  an  originally  benign  ulcer  was  demonstrated 
in  1.4  per  cent  of  the  cases  and  multiple  ulcers  were 
present  in  9.3  per  cent. 

The  operative  mortality  of  gastro-enterostomy 
was  6.5  per  cent  and  that  of  resection  7.7  per  cent. 
The  most  frequent  cause  of  postoperative  deaths  is 
a  lung  complication  such  as  embolism,  pneumonia, 
or  gangrene.  The  danger  of  the  complications 
depends  more  upon  the  extent  of  the  operation  than 
upon  the  anaesthetic.  In  two  cases  with  vicious 
circle  which  were  operated  upon  favorable  results 
were  obtained.  Jejunal  ulcer  was  seen  in  eight  of 
the  author's  cases  and  twelve  times  in  cases  of 
primary  operation  elsewhere.  Since  the  adoption 
of  absorbable  suture  material  in  191 7,  only  one  case 
of  jejunal  ulcer  has  been  seen. 

In  a  study  of  late  results  it  was  found  that  90 
per  cent  of  recurrences,  jejunal  ulcers,  and  other 
disturbances  occur  in  the  first  four  years  after 
operation;  hence  statistics  based  upxjn  results 
reported  earlier  than  four  years  after  operation  are 
apt  to  be  too  favorable.  In  all  forms  of  gastric  ulcer 
simple  gastro-enterostomy  produces  somewhat  more 
than  80  per  cent  of  early  cures  or  improvement 
approximating  a  cure.  Observations  made  over 
longer  periods  show  about  75  per  cent  of  cures. 
Radical  operations  show  a  similiar  early  result  with 
about  80  per  cent  of  cures. 

The  sleeve  resection  is  very  satisfactory  and  has 
given  a  cure  in  go  per  cent  of  cases.  The  V'-shaped 
excision  is  unsatisfactory.  The  end-results  of  the 
Reichel-Polya  operation  are  yet  to  be  reported.  The 
X-ray  after  gastro-enterostomy  showed  complete 


disappearance  of  Haudek's  niche  in  six  cases  and  its 
partial  disappearance  in  two  cases. 

In  cases  of  duodenal  ulcer,  gastro-enterostomy 
with  or  without  the  von  Eiselsberg  exclusion  yields 
65  f>er  cent  of  cures.  Resection  yields  better  end- 
results  in  favorable  cases  of  gastric  or  duodenal  ulcer 
than  gastro-enterostomy.  Under  unfavorable  cir- 
cumstances greater  benefit  is  derived  from  a  well- 
performed  gastro-enterostomy. 

Clayton  F.  Andrews,  M.D. 

Eustemian,  G.  B.,  and  Senty,  E.  G.:  Benign  Tu- 
mors of  the  Stomach ;  Report  of  Twenty-Seven 
Cases.  Surg.,Gyncc.  JrObsl.,  1922,  xxxiv,  5. 

The  twenty-seven  cases  reported  were  observed 
in  the  Mayo  Clinic  between  1907  and  1921.  During 
this  period  2,168  malignant  tumors  of  the  stomach 
were  operated  on.  Of  all  neoplasms  coming  to 
operation  1.3  per  cent  were  benign.  Seventeen 
were  classified  clinically  as  primary  growths  be- 
cause they  were  found  to  be  the  chief  cause  of  the 
patients'  complaint.  The  tumors  included  myo- 
mata  of  various  tyf>es,  fibromata,  haemangiomata, 
dermoids,  polypi,  an  adenoma,  and  polyposis. 

The  sexes  were  about  evenly  represented.  The 
patients'  ages  ranged  from  8  to  67.  One-half  of  the 
patients  were  more  than  40  years  of  age.  In  thirteen 
cases  the  tumors  were  in  close  proximity  to  the 
pylorus.  In  five  they  were  on  the  posterior  wall,  in 
five  on  the  anterior  wall,  and  in  two,  distributed 
throughout  the  stomach.  In  one  case  the  oesophagus 
and  jejunum  were  involved.  The  tumors  varied  con- 
siderably in  size  and  shape.  The  majority  were  sessile. 

The  symptoms  and  gastric  analysis  offered  little 
aid  in  the  diagnosis.  Practically  all  the  smaller 
tumors  were  symptomless.  Seven  patients  had 
palpable  tumors.  The  average  weight  loss  was  25 
lbs.  Ten  patients  had  recurring  haemorrhage  and 
associated  Anaemia  and  weakness  due  chiefly  to 
ulceration  or  erosion  of  a  portion  of  the  tumor. 
Three  of  the  four  patients  with  angiomata  had 
severe  bleeding  and  anaemia.  Seven  patients  had 
obstruction,  including  one  with  a  fibroma  on  the 
posterior  wall  of  the  stomach  which  had  caused 
intussusception  of  the  wall  into  the  duodenum.  In 
several  cases  in  which  a  tumor  near  the  pylorus 
had  a  ball-valve  action  there  were  severe  painful 
seizures  simulating  gall-stone  colic.  Myomatous 
tumors  of  the  pylorus,  with  or  without  pyloric 
obstruction,  caused  a  syndrome  similar  to  that  of 
duodenal  ulcer.  The  larger  tumors  could  not  be 
distinguished  from  carcinoma  by  the  X-ray. 

The  evidence  in  cases  of  benign  tumors  of  the 
stomach  favors  the  diagnosis  of  gastric  cancer, 
but  a  palpable  mass,  food  retention,  and  six-hour 
barium  retention  are  less  frequent  than  in  car- 
cinoma. Often  patients  with  benign  gastric  tumors 
are  refused  operation  because  the  condition  is  re- 
garded as  malignant  and  inoperable.  The  true  na- 
ture of  the  lesion  is  discovered  only  when  they  in- 
sist on  operation.  The  surgical  end-results  are 
excellent.  O.  S.  Proctor,  M.D. 
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Masson,  J.  C:  Cancer  of  the  Stomach.    Canadian 
M.  Ass.  J.,  1921,  xi,  924. 

Thirty-eight  per  cent  of  the  deaths  from  malig- 
nant disease  are  due  to  cancer  of  the  stomach.  The 
first  attempt  at  surgical  removal  was  imdertaken 
by  Pean  in  1879.  If  operation  is  done  early  a  cure 
may  result  if  the  disease  is  limited  to  the  stomach, 
and  even  when  secondary  involvement  has  taken 
place  life  is  lengthened. 

From  the  point  of  view  of  complete  cure  it  is 
probable  that  cancer  of  the  stomach  is  surgically 
the  most  favorable  type  of  internal  cancer.  The 
author  believes  that  the  attitude  of  pessimism  and 
indiflFerence  is  due  to  the  high  operative  mortality 
and  the  short  Hfe  expectancy  after  radical  surgery  on 
patients  who  come  to  operation  too  late.  The 
education  of  the  profession  and  the  laity  with  regard 
to  the  necessity  of  early  operation  will  bring  a 
decided  decline  in  the  death  rate. 

Most  cases  are  curable  if  radical  treatment  is 
carried  out  when  the  symptoms  first  appear,  or 
when  the  patient  first  comes  imder  medical  obser- 
vation. The  only  exceptions  to  this  principle  are 
growths  close  to  the  cardia.  These,  however,  com- 
prise only  about  6  per  cent  of  gastric  neoplasms. 
The  most  the  siu-geon  can  expect  in  late  cases  is  to 
relieve  obstruction  and  prolong  life  for  a  few  months 
or  possibly  a  year  or  two. 

Of  1,912  patients  operated  on  for  carcinoma  of  the 
stomach  at  the  Mayo  Clinic  from  January  i,  1910, 
to  January  i,  1921,  1,500  (78.45  per  cent)  were  males 
and  412  (21.54  per  cent)  were  females.  The  average 
age  was  53.7  years. 

Social  environment,  occupation,  and  the  use  of 
tobacco  or  alcohol  do  not  have  a  decided  influence 
on  the  production  of  cancer  of  the  stomach.  A 
large  percentage  of  the  1,912  cases  of  cancer  were 
those  of  farmers  and  farmers'  wives.  Constant 
overeating,  probably  more  common  in  rural  com- 
munities than  in  cities,  especially  of  coarse,  hot,  or 
improper  foods,  may  cause  mechanical  irritation  or 
upset  the  chemistry  of  the  stomach.  Trauma  is 
undoubtedly  the  most  important  etiological  factor 
in  the  production  of  cancer  in  any  organ.  This  may 
be  mechanical,  chemical,  parasitic,  or  biochemical, 
and  is  especially  dangerous  if  continued  over  a  long 
period  of  time.  By  feeding  rats  with  parasitically 
infected  foods  Fibiger  was  able  to  produce  new 
growths  of  a  cancerous  nature.  External  trauma 
may  be  responsible  for  bringing  a  latent  process  into 
activity.  On  the  other  hand,  sarcomata  are  prob- 
ably often  caused  by  a  single  injury. 

Unsanitary  conditions  of  living  and  lack  of  per- 
sonal hygiene  no  doubt  exert  an  influence.  Rosenow 
has  shown  that  infections  of  the  mouth  and  throat 
are  responsible  for  a  large  number  of  gastric  ulcers. 
Masson  believes  that  in  a  large  j)ercentage  of  cases 
ulceration  is  the  forerunner  of  mahgnancy  in  the 
stomach  or  elsewhere.  Other  predisposing  causes 
are  tuberculous  ulceration,  syphilitic  ulceration,  and 
actinomycosis.  The  part  played  by  heredity  is  still 
in  doubt. 


The  symptomatology  of  gastric  cancer  is  very 
complex.  The  cases  may  be  divided  into  two  main 
groups:  (i)  those  with  a  long  history  of  gastric  dis- 
turbance, typical  or  atypical  of  gastric  ulcer,  with 
the  recent  development  of  malignancy,  and  (2) 
those  without  a  previous  history  suggestive  of  be- 
nign vdceration.  Definite  symptoms  upon  which  an 
early  diagnosis  of  cancer  of  the  stomach  can  be 
based  are  still  unknown.  By  early  cases  the  author 
means  those  considered  benign  clinically  and  in 
which  the  diagnosis  is  made  only  after  the  removal 
of  tissue.  Of  1,147  patients  operated  on  for  gastric 
ulcer  at  the  Mayo  Clinic  in  the  past  ten  years, 
malignant  changes  were  foimd  by  the  pathologist  in 
253  (18.07  per  cent). 

A  tumor  of  sufficient  size  to  be  palpated  must  be 
of  several  months'  duration,  but  many  of  these  are 
still  confined  to  the  stomach  and  many  five-year 
cures  are  obtained  by  operation.  Operation  saves 
also  an  even  larger  nvunber  of  patients  from  death 
by  starvation  due  to  gradually  increasing  obstruc- 
tion. Such  persons  enjoy  from  one  to  three  years 
of  comparatively  good  health  and  die  a  slow  death 
from  cachexia  without  much  pain. 

The  examination  of  a  patient  with  a  gastric  com- 
plaint is  not  complete  without  thorough  roentgeno- 
graphic  studies.  As  the  nvmiber  of  reliable  roent- 
genologists increases,  the  number  of  early  operations 
for  cancer  will  increase  and  there  will  be  a  corre- 
sponding decrease  in  the  mortality  statistics  of  this 
disease.  Modern  roentgenologists  are  able  to  dis- 
cover about  95  per  cent  of  gastric  tumors,  and 
are  of  great  aid  in  determining  their  operability. 
The  roentgenologist  must  frequently  decide  whether 
an  ulcer  is  in  the  stomach  or  duodenum.  This  is 
important  because  duodenal  ulcers  rarely  become 
malignant,  while  the  tendency  for  gastric  ulcers  to 
become  malignant  is  beyond  dispute. 

The  differential  diagnosis  of  malignancy  of  the 
stomach  presents  many  difficulties.  This  is  due  no 
doubt  to  the  fact  that  early  cancer  of  the  stomach 
in  itself  does  not  cause  symptoms  on  which  a  diag- 
nosis can  be  based.  The  author  believes  that  the 
only  cases  in  which  a  reasonably  early  diagnosis  can 
be  made  are  those  with  a  history  of  gastric  ulcer. 
The  only  patients  with  a  good  chance  for  cure 
are  those  on  whom  operation  is  performed  before 
this  change  is  noted  clinically  and  in  whom  malig- 
nancy is  found  in  only  a  limited  area  of  the  mucous 
membrane  at  the  edges  of  a  typical  peptic  ulcer. 
The  percentage  of  gastric  ulcers  that  become  malig- 
nant will  never  be  known. 

Gastric  cancers  are  of  four  types:  (i)  scirrhous, 
(2)  medullary,  (3)  ulcerating,  and  (4)  colloid. 

A  surgeon  is  not  consulted  in  most  cases  until 
digestive  disturbances  are  marked  and  very  often 
not  until  pain  is  severe,  obstruction  is  noted,  or  a 
tumor  can  be  palpated.  The  condition  is  associated 
with  more  or  less  marked  anaemia,  loss  of  strength 
and  weight,  nausea,  anorexia,  and  blood  changes. 
Haematemesis  or  melena  occurs  probably  in  one- 
third  of  the  cases. 
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The  gastric  contents,  especially  in  cases  of  obstruc- 
tion, show  abnormal  chemistry,  occult  blood,  and 
Oppler-Boas  bacilli.  In  early  cases  without  obstruc- 
tion free  hydrochloric  acid  is  frequently  found,  and 
in  some  cases  it  is  in  excess  of  the  normal. 

The  author  describes  the  examination  of  a  patient 
in  whom  the  disease  is  well  established.  If  the  pa- 
tient's condition  permits,  the  stomach  and  intestines 
should  be  empty  in  order  to  facilitate  palpation. 
Unnecessary  pressure  should  not  be  made  as  it  may 
start  haemorrhage  or  cause  perforation.  In  about 
two-thirds  of  the  cases  the  tumor  can  be  palpated, 
and  from  its  position  and  degree  of  mobility  valuable 
information  is  gained. 

Pain  varies  with  the  amount  of  ulceration  and  the 
type  of  tumor,  that  due  to  the  medullary  or  colloid 
type  of  growth  being  lighter.  In  advanced  cases 
fluid  may  be  present. 

The  author  lays  stress  on  the  fact  that  so  many 
family  physicians  delay  consultation  with  the  intern- 
ist until  a  tumor,  which  they  may  have  susjjedted, 
can  be  palpated.  Moreover,  many  internists  advise 
against  surgery  when  a  palpable  mass  is  found,  but 
later,  if  obstruction  develops,  advise  palliative  sur- 
gery. On  the  other  hand,  if  surgeons  neglected  their 
duty  to  their  patients  and  considered  only  the 
appearance  of  their  mortality  sheets,  they  would 
operate  on  fewer  patients  and  have  a  much  higher 
percentage  of  cures. 

Seventy  per  cent  of  all  cancers  of  the  stomach  arc 
in  the  pars  pylorica,  6  per  cent  in  the  pars  cardia, 
and  24  per  cent  in  the  pars  media.  The  closer  the 
growth  to  the  cardia  the  more  difficult  the  oi)eration. 
Obstruction,  deformity  of  the  stomach,  and  adhe- 
sions to  other  organs  are  all  late  sequela;.  Haemor- 
rhage occurs  in  25  to  a  per  cent  of  cases,  and 
perforation  in  4  per  cent.  Metastasis  occurs  early 
in  some  cases  and  relatively  late  in  others.  The 
amount  of  involvement  of  the  lymph. glands  and 
liver  is  frequently  out  of  all  proportion  to  the  size 
or  apparent  age  of  the  local  growth  in  the  stomach. 

In  all  early  and  questionable  cases  surgery  is 
indicated.  If  the  ha;moglobin  is  below  40,  a  pre- 
operative transfusion  of  500  to  700  c.cm.  of  blood 
should  be  given  and  also,  if  indicated,  regional  or 
combined  anaesthesia. 

In  conclusion  the  author  urges  that  surgical  diag- 
nosis be  made  early  in  all  suspected  cases  of  cancer 
of  the  stomach;  that  special  stress  be  laid  on  malig- 
nant changes  in  benign  ulcer;  that  surgeons  accept 
the  responsibility  and  perform  laparotomy  before 
the  patient's  condition  is  such  that  it  piermits  only 
palliative  surgery;  and  that  the  laity  be  educated 
to  the  fact  that  cancer  is  curable  in  many  cases  if  an 
early  radical  operation  is  performed. 

J.  E.  Struthers,  M.D. 

Walker,  I.  J.:  Jejunostomy.  Boston  M.  &" S.  J.,  1922, 
clxxxvi,  108. 

The  following  are  some  of  the  indications  for 
jejunostomy:  (i)  carcinoma  of  the  oesophagus;  (2) 
ulcer  of  the  cardiac  end  of  the  stomach  where  re- 


moval is  impossible;  (3)  obstruction  of  the  pyloric 
end  of  the  stomach  due  to  cancer  or  ulcer;  (4) 
bleeding  ulcer  of  the  stomach  or  duodenum;  (5)  the 
nausea  and  vomiting  of  pregnancy  when  the  uterus 
cannot  be  emptied  safely;  (6)  persistent  vomiting 
with  localized  peritonitis;  and  (7)  intestinal  obstruc- 
tion. 

Cases  are  given  to  illustrate  Conditions  2,5,6  and 
7.  The  Witzel-Mayo  method  of  jejunostomy  is  the 
method  of  choice.  Walker  has  been  using  a  self- 
retaining  catheter,  about  No.  18,  French,  in  size. 

Any  case  of  obstruction  in  which  the  vomiting 
comes  from  the  small  intestine  calls  for  opening  of 
the  bowel  at  the  jejunum  and  not  at  any  lower  point. 
Early  complete  obstruction  of  the  large  bowel  can 
be  relieved  by  colostomy  or  ileostomy.  In  toxic 
paralysis  of  the  bowel  due  to  general  peritonitis 
jejunostomy  is  more  or  less  futile. 

Jejunostomy  is  a  simple  surgical  procedure  by 
which  intestinal  gas  and  toxic  material  can  be 
evacuated  in  cases  of  obstruction  and  through  which 
nutriment,  drugs,  and  fluids  can  be  introduced. 

Carl  R.  Steinice,  M.D. 

L6rl,  A.,  and  Deschamps,  P.  N.:  Typhoid  Perfora- 
tion of  Meckel's  Diverticulum  (Perfuralion 
typhoidique  du  divert icule  de  Meckel).  Bull,  el 
nUm.  Sac.  nUd.  d.  hdp.  de  Par.,  1921,  xlv,  1554. 

The  case  reported  was  that  of  a  woman  22  years 
of  age.  Death  occurred  without  signs  of  perforation 
of  the  intestine  but  autopsy  revealed  peritonitis  due 
to  a  perforation  of  Meckel's  diverticulum.  Histo- 
logic examination  showed  typhoid  infection. 

The  authors  have  found  only  four  similar  cases 
in  the  literature.  They  explain  the  absence  of 
symptoms  of  peritonitis  by  the  fact  that,  because  of 
its  location,  the  diverticulum  was  covered  by  the 
mass  of  the  intestines  which  separated  the  lower 
pelvis  from  the  large  peritoneal  cavity  and  thus 
localized  the  infection. 

In  all  reported  cases  of  typhoid  perforation  of 
Meckel's  diverticulum  the  lesion  has  been  found  in 
the  ap>ex  of  the  diverticulum.  This  is  due  to  the 
fact  that  the  extremity  of  the  diverticulum  lacks  a 
muscular  coat,  the  mucosa  being  in  direct  contact 
with  the  serosa.  W.  A.  Brennan. 

Sheldon,  J.  G.,  and  Heller,  E.  P.:  Rectal  and 
Vesical  Incontinence  Relieved  by  Operation. 

Ann.  Surg.,  1922,  btxv,  89. 

The  case  reported  was  that  of  a  boy  12  years  of 
age  who  was  born  with  an  imperforate  anus  and  had 
no  control  of  the  bladder.  The  anus  was  operated 
upon  four  times:  two  operations  to  fix  the  anal 
opening  to  the  skin,  one  muscle-flap  operation,  and 
one  "puckering-string  operation,"  according  to  the 
statement  of  the  boy's  mother. 

In  November,  1919,  Sheldon  and  Heller  per- 
formed a  muscle-flap  operation.  A  strip  of  the 
gluteus  maximus  with  its  nerve  supply  (the  inferior 
gluteal  nerve)  was  freed  on  each  side  down  to  and 
including    the    periosteum    where    the    muscle    is 
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attached  to  the  femur  below  the  great  trochanter. 
Each  strip  was  then  tunnelled  arouad  the  rectum 
and  the  periosteal  ends  were  stitched  together 
p>osteriorly  after  they  were  crossed  anteriorly.  In 
this  manner  a  circle  of  muscle  was  formed  around 
the  rectum.  A  rubber  drain  was  inserted  for 
twenty-four  hours.  At  the  end  of  the  fourth  week 
the  patient  had  control  of  the  bowels  during  the  day 
and  gradually  the  control  became  involuntar>'. 
The  sphincter  contracts  independently  of  the 
remaining  portions  of  the  gluteus  maximus. 

A  second  operation  was  performed  June  17,  1921, 
to  correct  the  vesical  incontinence.  The  urachus 
was  found  to  be  patent  up  to  within  2  in.  of  the 
umbilicus,  and  both  hypogastric  arteries  were 
pervious  and  of  good  size.  These  three  structures 
were  divided  and  ligated  in  front  of  the  peritoneum 
at  a  level  with  the  upper  limit  of  the  fundus  of  the 
bladder,  the  bladder  was  pushed  well  down  into  its 
proper  position  in  the  pelvis,  and  a  circumcision 
was  performed.  On  the  second  day  the  patient  was 
able  to  retain  25  to  50  c.cm.  of  urine.  On  the  fifth 
postoperative  day  there  was  almost  complete  con- 
trol of  micturition  and  an  increase  in  the  retention 
capacity  of  the  bladder  to  300  c.cm.  Since  his  dis- 
charge from  the  hospital  on  the  eleventh  day  the 
patient  has  had  no  recurrence  of  the  enuresis.  The 
cause  of  the  urinary  incontinence  was  believed  to  be 
the  form  and  position  of  the  bladder.  The  operation 
is  shown  by  six  plates. 

In  view  of  the  operative  findings  and  the  result 
obtained  in  this  case,  the  authors  conclude  that  the 
position  and  shape  of  the  bladder  should  be  deter- 
mined in  all  cases  of  urinary  incontinence. 

Regarding  the  rectal  operation  they  state  that 
the  fibers  of  the  gluteus  maximus  should  not  be 
severed,  but  should  be  detached  with  the  periosteum 
at  the  site  of  insertion  on  the  femur;  the  muscle 
flap  should  be  ample,  at  least  an  inch  in  diameter, 
even  in  the  cases  of  children;  and,  if  possible,  the 
nerve  supply  of  the  muscle  flap  should  be  investi- 
gated and  retained  even  if  a  large  portion  of  the 
muscle  must  be  incorporated  in  the  flap. 

Carl  R.  Steinke,  M.D. 

Kaiser,  F.  J.:  A  Continent  Artificial  Anus.  A  New 
Method:  A  Femoral  Artificial  Anus  (Ueber 
kontinenten  Kunstafter.  Eine  neue  Methode:  Anus 
praeternaturalis  femoralis).  Beitr.  z.  klin.  Chir., 
1921,  cxxiv,  548. 

The  apphcation  of  pads  in  cases  of  artificial  anus 
has  not  undergone  any  improvement  worth  men- 
tioning, even  with  the  modern  advances  in  the 
methods;  wearers  of  these  pads  stiU  suffer  much  dis- 
comfort from  intestinal  contents  and  gases.  Kaiser 
therefore  attempted  to  form  an  artificial  anus  under 
muscular  control.  All  of  the  methods  already  in 
use  to  obtain  continence  at  the  intestinal  outlet 
were  based  on  four  principles:  (i)  the  plastic  con- 
struction of  a  closure  apparatus  of  living  tissue;  (2) 
the  bending  of  the  intestine  before  its  place  of  exit ; 
(3)  the  mechanical  narrowing  of  the  intestinal  pas- 


sage ;  and  (4)  the  formation  of  an  artificial  sphincter. 
Kaiser  devised  a  femoral  artificial  anus  which  he 
claims  is  a  decided  improvement.  This  is  made  as 
follows: 

The  abdominal  cavity  is  opened  in  the  left  hypo- 
gastrium  by  means  of  a  typical  muscle-splitting 
incision  and  it  is  then  decided  whether  or  not  the 
sigmoid  flexure  is  suited  to  the  proposed  op)eration, 
that  is,  whether  it  is  long  enough  and  free  from 
adhesions  and  whether  it  shows  any  other  changes 
such  as  carcinoma  metastases.  If  all  the  conditions 
are  favorable,  the  loop  is  divided  at  the  end  nearest 
the  anus  and  both  the  afferent  and  efferent  ends  are 
aseptically  closed.  The  mesosigmoid  is  then  divided, 
the  efferent  loop  is  lowered  into  the  abdominal  cav- 
ity, and  the  mobile  afferent  loop  of  the  sigmoid  is 
brought  under  the  skin  and  the  upp)er  part  of  the 
sartorius  muscle.  The  region  of  the  inguinal  furrow 
and  the  uppermost  part  of  the  sartorius  muscle  is 
then  exposed  by  the  formation  of  a  crescent -shaped 
flap,  the  fascia  of  the  sartorius  is  split,  and  the  sig- 
moid is  drawn  through  imder  the  muscle  and  brought 
out  in  the  outer  lower  part  of  the  reimited  suture. 
If  possible,  the  closed  segment  of  intestine  is  kept 
closed  for  a  few  days  to  favor  healing  of  the  wound, 
and  then  a  tube  is  introduced  and  the  intestinal  con- 
tents are  evacuated  with  care  not  to  contaminate 
the  wound. 

This  method  has  been  successful  in  practically  all 
of  the  author's  cases.  The  function  is  jjerfect  and 
begins  soon  after  the  operation.  The  procedure  has 
the  following  advantages  over  other  methods  (those 
of  Schmieden,  Maydl,  Payr):  (i)  simplicity;  (2)  the 
utilization  of  the  passive  tension  of  the  sartorius 
muscle  for  compression  of  the  intestinal  lumen  in 
addition  to  its  active  influence;  (3)  the  situation  of 
the  artificial  anus  in  front;  (4)  the  possibility  of 
applying  a  pad  which  will  hold  firmly  and  can  be 
raised  without  inconvenience;  (5)  the  early  develop- 
ment of  the  sensation  of  need  to  defaecate;  (6)  the 
possibility  of  combining  this  method,  if  desired,  with 
other  aids  in  obtaining  continence;  (7)  the  absence 
of  intestinal  prolapse;  and  (8)  permanent  patency 
of  the  artificial  anus.  Creite  (Z). 

Goldschmidt,  W. :  A  Substitute  for  the  Sphincter  in 
the  Formation  of  an  Artificial  Anus  (Sphink- 
terersatz  bei  .\nus  praeternaturalis).  Zentralbl.  f. 
Chir.,  1921,  xlviii,  961. 

Goldschmidt 's  method  of  forming  a  continent 
artificial  anus  is  as  foUows: 

After  a  colostomy  has  been  performed  in  the  usual 
manner  and  the  peritoneal  cavity  has  been  closed 
off,  muscle,  fascia,  and  skin  are  sutured  aroimd  the 
protruding  intestinal  end,  part  of  the  suture  includ- 
ing the  peritoneum.  In  the  region  of  the  afferent 
end,  that  is,  at  the  site  of  the  future  artificial  anus, 
two  incisions  6  to  8  cm.  in  length  are  made  on  each 
side  and  about  i>^  to  2  cm.  distant  from  the  intes- 
tine to  form  a  strip  of  skin  on  the  right  and  the  left 
sides.  From  these  strips  two  skin  tubes  are  formed 
to  enclose  the  future  anus,  and  through  thera  a  rub- 
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ber  drainage  tube  is  passed.  By  means  of  com- 
pression the  drainage  tube  is  made  to  serve  as  a 
sphincter. 

To  date,  the  procedure  has  been  used  only  in  cases 
of  inoperable  tumors  of  the  large  intestine.  Since 
the  patients  succumbed  to  their  disease  within  a 
few  months  after  the  operation,  the  period  of  obser- 
vation was  relatively  short  and  it  is  therefore  un- 
known how  long  the  sphincter  substitute  would 
have  continued  to  function  if  the  patients  had  lived. 

Dencks  (Z). 


LIVER,  GALL-BLADDER,  PANCREAS, 
AND  SPLEEN 

Graham,  E.  A.,  and  Peterman,  M.  G.:  Further 
Observations  on  the  Lymphatic  Ori^n  of 
Cholecystitis,  Choledochitis,  and  the  Asso- 
ciated Pancreatitis.    Arch.  Surg.,  1922,  iv,  23. 

Contact  infection  of  the  mucosa  of  the  gall-bladder 
by  bacteria  carried  down  in  the  bile  from  the  liver 
rarely  produces  deep  infections  of  the  wall.  More- 
over, cholecystitis  is  seldom  hematogenous  in 
origin.  On  the  basis  of  these  facts  it  is  difficult  to 
explain  the  association  of  appendicitis  and  other 
portal  infections  with  cholecystitis  because  there  is 
no  direct  path  from  the  appendix  to  the  gall-bladder 
by  way  of  the  blood  stream. 

However,  one  route  between  the  appendix  and 
gall-bladder  which  is  comparatively  direct  is  a 
"haematolymphatic"  route,  there  being  a  very 
intimate  lymphatic  connection  between  the  liver 
and  gall-bladder.  An  infection  of  the  liver  would 
tend  to  spread  to  the  gall-bladder  by  way  of  the 
lymphatics,  and  conversely  an  infection  of  the 
gall-bladder  would  tend  to  spread,  not  only  to  the 
liver,  but  also  along  the  common  duct  to  the 
pancreas.  In  this  respect  infections  in  this  region 
would  merely  follow  the  rule  of  infections  elsewhere 
in  the  body.  In  cases  of  cholecystitis  there  is  also 
an  associated  inflammation  in  the  liver.  When  this 
occurs  secondarily  to  cholecystitis  the  right  lobe  of 
the  liver  is  very  much  more  affected  than  the  left 
lobe,  and  the  most  marked  changes  are  in  the  right 
lobe  near  the  gall-bladder. 

The  authors  explain  the  frequent  association  of 
appendicitis  with  cholecystitis  on  the  basis  of  a 
primary  infection  of  the  liver  from  the  appendix  by 
way  of  the  portal  vein,  and  of  a  cholecystitis  result- 
ing secondarily  by  way  of  a  lymphatic  spread  from 
the  liver  to  the  gall-bladder.  They  state  that  they 
have  found  evidence  of  hepatitis  in  association  with 
appendicitis.  This  possibility  suggests  that,  perhaps 
frequently,  a  vicious  circle  between  the  gall-bladder 
and  liver  is  established  whereby  each  may  reinfect 
the  other,  and  it  forcibly  emphasizes  the  desirability 
of  cholecystectomy  rather  than  cholecystostomy 
because  by  this  means  the  vicious  circle  can  be 
broken  most  readily. 

The  paper  is  splendidly  and  instructively  illus- 
trated. Morris  H.  Kahn,  M.D. 


Friedman,  G.  A.:  Tender  Pressure  Points  with  So- 
Called  Symptomless  Gall-Stones.    J.  Am.  M. 

Ass.,  1922,  Ixxviii,  187. 

It  is  the  author's  opinion  that  many  cases  of 
cholecystitis  and  cholelithiasis  are  symptomless  or 
the  symptoms  are  directed  toward  other  pathologic 
conditions  than  gall-bladder  disease.  In  so-called 
symptomless  cases,  however,  there  are  certain  signs 
which  are  pathognomonic  of  disease  of  the  gall- 
bladder, viz.,  tender  pressure  pwints  along  the  right 
axillary,  scapular,  and  posterior  median  lines  at  the 
level  of  the  gall-bladder.  Patients  may  be  divided 
into  three  groups:  (i)  those  suffering  from  typical 
attacks  of  pain,  (2)  those  suffering  from  atypical 
attacks  of  pain,  (3)  those  who  are  free  from  pain 
but  have  symptoms  of  dyspepsia.  The  symptoms  of 
those  belonging  to  Group  i  are  usually  so  clear  that 
the  diagnosis  can  be  made  correctly  from  the  history 
alone.  At  times  there  is  no  abdominal  rigidity,  and 
the  liver  and  gall-bladder  may  not  be  palpable. 
Thus,  tenderness  on  pressure  may  be  completely 
absent  from  the  region. 

The  patients  in  Group  2  may  exhibit  all  the 
symptoms  of  chronic  peptic  ulcer,  but  the  pos- 
sibility of  gall-bladder  disease  may  be  vaguely 
suggested.  The  patients  in  Group  3  complain  only 
of  paroxysmal  vomiting,  sour  eructations,  flatulence, 
constipation,  loss  of  weight,  general  weakness,  etc.; 
Stiller's  habitus  may  be  present. 

Tender  pressure  points  are  most  always  found  in 
the  intercostal  spaces  at  the  level  of  the  gall-bladder 
in  the  continuation  of  the  right  axillary,  scapular, 
and  posterior  median  lines,  even  when  no  tender- 
ness is  present  in  the  gall-bladder  region  proper.  In 
dyspeptics  of  the  third  group  these  tender  points  are 
often  overlooked.  The  points  disappear  when  the 
gall-bladder  has  been  removed. 

In  searching  for  these  tender  points,  equal  force 
must  be  applied  on  either  side,  especially  in  the 
cases  of  neurotic  women.  Their  discovery  in  the 
dyspeptic  without  pain  will  lead  to  a  correct  diag- 
nosis of  gall-bladder  disease  existing  either  alone  or 
as  a  concomitant  condition  in  an  otherwise  clear 
case  of  gastric  ulcer  or  chronic  appendicitis. 

Since  gall-stones  are  rarely  aseptic,  the  infecting 
agent  has  a  tendency  to  settle  in  minute  areas  of 
the  intercostal  nerves.  The  inflammatory  condition 
in  these  nerves  is  not  severe  enough  to  cause  pain, 
but  reaction  occurs  on  pressure. 

The  eliciting  of  tender  spots  in  the  areas  men- 
tioned is  not  new  in  cases  of  gall-bladder  disease, 
but  they  are  hardly  ever  searched  for  in  cases  of 
dyspepsia  presenting  no  symptoms  referable  to 
the  gall-bladder.  William  J.  Pickett,  M.D. 

Behrend,  M. :  A  Case  of  Chronic  Jaundice  Cured  by 
a  Lateral  Anastomosis  of  the  Common  Bile 
Duct  with  the  Stomach.  Pennsylvania  M.  J., 
1922,  XXV,  268. 

Behrend  describes  a  novel  operation  for  the 
reHef  of  chronic  juandice,  viz.,  lateral  anastomosis 
of  the  common  bile  duct  with  the  stomach. 
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The  peritoneal  surface  of  the  two  structures  are 
first  united  with  linen  thread.  The  common  duct  is 
then  cut  across  its  long  axis  and  a  corresponding 
incision  is  made  in  the  stomach.  The  cut  ends  are 
united  as  in  any  other  anastomosis. 

In  the  case  reported  a  large  amount  of  bile  was 
vomited  during  the  first  twenty-four  hours  after 
the  operation,  proving  that  the  anastomosis  was 
successful.  Within  twenty-four  hours  there  was  a 
marked  decrease  in  the  jaundice,  and  in  forty-eight 
hours  it  had  almost  disappeared.  The  vomiting 
ceased  after  the  first  gastric  lavage  of  sodium  bicar- 
bonate solution.  The  patient  made  an  excellent 
recovery  and  although  at  times  she  experiences 
slight  indigestion,  she  is  usually  able  to  eat  any  kind 
of  food.  C.  CoRBiN  Yancey,  M.D. 

Mayo,  C.  H.:   Jaundice  from  Pancreatic  Disease, 

Minnesota  Med.,  1922,  v,  6. 

In  a  consideration  of  jaundice  due  to  pancreatic 
disease  it  is  necessary  to  eliminate  cases  of  haemo- 
lytic  icterus  and  those  in  which  obstruction  of  the 
common  duct  is  due  to  stone.  Ducts  empty  into  a 
viscus  by  an  indirect  route,  usually  by  passing 
obliquely  through  its  wall,  an  arrangement  that 
provides  for  valve-like  action  and  prevents  back- 
flow.  A  circular  muscle  usually  guards  the  exit. 
The  common  duct  in  its  course  grooves  the  head  of 
the  pancreas,  passes  obliquely  through  the  wall  of 
the  duodenmn,  and  just  before  entering  the  cavity 
of  the  bowel  is  joined  by  the  pancreatic  duct  of 
Wirsung. 

Jaundice  is  due  to  the  presence  of  bile  in  the  blood 
and  is  caused  by  any  condition  which  interferes  with 
the  delivery  of  bile  into  the  intestine.  That  absorp- 
tion occurs  by  the  lymphatics  has  been  proved 
experimentally  because  jaimdice  does  not  occur  if 
the  chyle  duct  is  ligated  before  the  common  duct. 

The  cause  of  javmdice  may  be  a  lesion  anywhere 
in  the  biliary  apparatus  or  in  the  pancreas,  the  under- 
lying factor  being  clinical,  infectious,  or  neoplastic. 
The  association  of  the  biliary  and  hepatic  ducts  is 
subject  to  certain  variations.  They  may  have 
separate  openings  into  the  duodenum,  the  duct  of 
Santorini  may  be  larger  than  the  duct  of  Wirsimg, 
or  the  two  pancreatic  ducts  may  fail  to  anastomose 
in  the  gland.  Is  it  possible  that  the  union  of  the 
biliary  and  pancreatic  ducts  renders  the  pancreas 
more  vulnerable  to  secondary  infection  following 
infection  in  the  gall-bladder  and  ducts?  The  func- 
tion of  the  liver  is  essential  to  life.  While  the  pres- 
ence of  bile  in  the  intestine  has  a  definite  physiologi- 
cal purpose,  its  obstruction  and  resulting  retention 
is  not  of  itself  a  cause  of  death,  though  its  absence 
may  be  a  cause  of  serious  discomfort. 

As  the  pancreas  partially  or  completely  surrounds 
the  biliary  duct,  any  change  in  the  gland  caused  by 
inflammation,  sclerosis,  or  new  growth  may  be  the 
cause  of  obstruction  and  jaundice.  The  frequent 
association  of  inflammation  in  the  pancreas  with 
infection  in  the  gall-bladder  makes  this  of  consid- 
erable practical  moment,  and  in  all  operations  on  the 


gall-bladder  and  ducts  the  size  of  the  lymph  glands 
and  the  duct  and  the  condition  of  the  pancreas 
should  be  recorded  for  future  reference  in  case  of 
recurrence  of  the  disease.  Insofar  as  digestion  is 
concerned,  the  pancreas  has  a  relatively  large  factor 
of  safety  because  exp>erimentally  a  large  part  of  the 
gland  may  be  destroyed  without  seriously  inter- 
fering with  digestive  processes.  Mayo  believes  that 
acute  inflammation  of  the  pancreas  should  be  con- 
sidered a  chemical  change  due  to  toxaemia  from  the 
alimentary  intake.  The  subacute  and  chronic  forms 
are  also  chemical  but  result  from  microbic  action. 
Operative  experience  further  indicates  that  most 
of  the  chronic  diseases  of  the  pancreas  and  a  few  of 
the  acute  diseases  are  secondary  to  infections  in  the 
gall-bladder  and  ducts.  In  a  small  group  of  cases 
of  acute  and  chronic  infections  the  lesion  is  primary 
in  the  pancreas. 

Disease  of  the  gall-bladder  is  the  result  of  chronic 
infection  of  its  tissues.  Mayo  believes  that  the 
infection  is  carried  to  the  gall-bladder  by  the  blood- 
stream and  results  in  septic  infarction  of  the  capil- 
laries. It  is  probable  that  infection  reaches  the 
pancreas  in  like  manner,  although  the  gland  may  be 
involved  secondarily  through  the  duct  association. 
The  pancreas  is  usually  the  cause  of  the  trouble 
when  the  gall-bladder  is  found  greatly  distended 
without  obstruction  in  the  cystic  duct.  The  usual 
types  of  pancreatitis  are: 

1.  Intralobular.  Involvement  of  the  outer  part 
of  the  lobules  produces  a  lumpy  irregular  enlarge- 
ment of  the  head  or  of  aU  the  gland,  and  only  in 
advanced  disease  affects  the  islands  of  Langerhans. 

2.  Interacinar.  A  diffuse  enlargement  of  the  gland 
occurs  and  frequently  involves  the  islands;  gly- 
cosuria is  often  present.  This  type  may  produce 
abscess  or  fat  necrosis. 

3.  Haemorrhagic.  This  type  occurs  as  an  acute 
abdominal  lesion  often  associated  with  acute  gall- 
bladder disease  and  jaundice  or  cysts  of  the  pan- 
creas. It  is  caused  by  bile  in  the  pancreatic  ducts 
which  in  some  way  starts  autodigestion  of  the  gland. 
Pancreatic  disease  may  be  the  cause  of  pain  or  colic 
ordinarily  attributed  to  the  gall-bladder  or  stomach. 
The  pain  is  usually  deep  in  the  right  or  left  upper 
abdomen  and  may  be  associated  with  an  intermittent 
diarrhoea.  Jaundice  may  occur  later  when  the  bile 
duct  is  obstructed  by  the  swollen  pancreas.  Can- 
cer of  the  head  of  the  pancreas  may  produce  these 
symptoms. 

The  symptoms  of  obstruction  to  the  bile  duct  due 
to  the  pancreas  are  jaundice,  pain,  indigestion,  loss 
of  weight  and  strength,  acholic  and  fatty  stools,  a 
large  distended  gall-bladder,  and  occasionally  a  deep 
tiunor.  Metastasis  may  be  recognized  by  the 
irregular  and  lumpy  surface  of  an  eiilarged  liver. 

External  drainage  of  the  gall-bladder  for  a  period 
of  several  weeks  may  be  justifiable  in  certain  in- 
flammatory conditions  of  the  p)ancreas.  The  syn- 
drome of  jaundice  and  a  greatly  distended  gall- 
bladder occurring  in  middle  or  old  age  is  usually  due 
to  malignant   disease  of  the  pancreas.     In  these 
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cases  symptomatic  relief  is  afforded  and  life  may  be 
prolonged  preferably  by  cholecystoduodenostomy 
or  cholecystogastrostomy  which  short-circuits  the 
delivery  of  bile. 

Jaundiced  patients  should  have  special  pre- 
operative preparation  consisting  of  blood  trans- 
fusions and  the  intravenous  administration  of 
calcium.  It  is  often  advisable  also  to  ref>eat  these 
measures  after  the  operation  in  order  to  lessen  the 
tendency  to  bleeding.  It  is  to  be  expected  that  the 
fistulous  opening  will  remain  patent  only  so  long  as 
the  bile-duct  obstruction  is  complete  and  persistent. 

V.  G.  Burden,  M.D. 

Hitzrot,  J.  M.:  The  Surgical  Treatment  of  Perni- 
cious Anaemia.   Ann.  Surg.,  1922,  Ixxv,  31. 

In  general,  two  types  of  anaemia  are  classified  as 
pernicious  ana;mia:  the  plastic  and  the  haemolytic. 
Five  types  of  haemolytic  anaemia  are  given. 

The  forms  of  treatment  of  interest  to  the  surgeon 
are  blood  transfusion,  the  eradication  of  foci  of 
infection,  and  splenectomy. 

The  quantity  of  blood  to  be  transfused  is  still  a 
question  for  discussion.  In  Hitzrot 's  experience, 
frequently  repeated  small  or  moderate  transfusions 
have  been  as  successful  as  larger  transfusions  and 
are  less  apt  to  cause  unpleasant  reactions  in  the 
donor  or  the  recipient. 

Focal  infections  should  be  eradicated,  but  only 
organisms  which  have  definite  hemolytic  properties 
can  be  considered  etiological  agencies.  In  none  of 
Hitzrot's  cases  was  any  organism  grown  from  the 
spleen,  and  in  only  one  case,  in  which  there  were  a 
few  suspicious  teeth,  were  any  foci  of  infection 
discovered. 

In  seven  cases  Hitzrot  performed  a  splenectomy 
for  pernicious  anaemia.  Three  of  the  patients  were 
benefited  for  periods  of  from  one  to  four  years,  and 
three  died  within  a  year  after  the  operation.  In  one 
case  the  operation  was  performed  too  recently  to 
warrant  a  conclusion  as  to  the  outcome. 

The  position  of  splenectomy  as  a  therapeutic 
measure  in  cases  showing  increased  blood  destruc- 
tion is  as  yet  unsettled.  If  the  spleen  is  felt,  its 
removal  is  indicated  definitely.  If  the  percentage  of 
cells  taking  the  vital  stain  is  abnormally  large, 
splenectomy  should  be  considered.  If  the  percent- 
age of  reticulated  cells  in  the  blood  is  less  than 
normal,  blood  transfusion  should  be  done.    If  this 


increases  the  number  of  the  reticulated  cells,  it 
increases  the  indication  for  splenectomy.  If  the 
cells  are  not  increased  by  this  means,  splenectomy 
will  not  help.  In  the  author's  experience  the 
reticulated  cells  are  of  more  significance  than  the 
platelets. 

Cases  which  show  improvement  following  a  trans- 
fusion and  do  not  return  to  the  previous  low  ebb 
seem  to  be  benefited  by  splenectomy.  Splenectomy 
is  contra-indicated  in  the  cases  of  elderly  persons 
and  those  with  spinal  cord  symptoms,  and  in  the 
plastic  cases. 

Hitzrot  urges  early  splenectomy  if  it  is  to  be  done 
at  all.  Carl  R.  Steinke,  M.D. 

Chalier,  A.,  and  Dunet,  C:  Splenectomy  Alone  or 
Combined  witli  Omentopexy  in  Banti's  Dis- 
ease— Four  Obserrationswith  the  End-Results 

(La  spl6nectomie  seule  ou  comhin6c  k  I'omentopexie 
dans  la  maladie  de  Banti — Quatre  observations 
avec  r^sultats  61oign£s).  Arch,  franco-beiges  de 
chir.,  192 1,  XXV,  112. 

The  interest  in  the  cases  of  Banti 's  syndrome  cited 
rests  in  the  apparent  cure  of  the  disease  at  the  time 
of  observation  several  years  after  the  of>eration. 
Attention  is  called  to  the  three  stages  in  the  clinical 
evolution  of  Banti 's  disease.  The  first  period,  which 
may  remain  for  many  years  practically  non-progres- 
sive, is  characterized  by  splenomegaly,  discomfort 
in  the  side,  pallor,  and  only  slight  functional  dis- 
turbances. The  second  stage  presents,  in  addition  to 
the  symptoms  mentioned,  a  marked  modification  of 
the  blood  picture.  There  is  a  diminution  of  the  red 
and  white  blood  cells,  particularly  in  the  polynu- 
clear  leucocytes.  In  addition,  the  liver  is  slightly 
hypertrophied  and  digestive  disturbances  and  uro- 
bilin uria  with  oliguria  are  present.  The  third  or 
terminal  stage  is  dominated  by  hepatic  enlargement 
with  progressive  ascites,  jaundice,  and  a  haemor- 
rhagic  diathesis. 

The  authors  believe  that  splenectomy  is  definitely 
indicated  and  is  sufficient  to  arrest  the  syndrome  in 
the  first  and  second  stages  of  Banti's  disease.  In  the 
third  p)eriod  with  ascites  an  omentopexy  should  be 
performed  in  addition  to  the  splenectomy.  The 
pathology  found  in  the  organs  removed  at  operation 
corroborates  the  accuracy  of  Banti's  statement  that 
the  splenic  lesion  is  primary. 

LaYAL  E.  Davis,  M.D. 


SURGERY  OF  THE  EXTREMITIES 


CONDITIONS  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Lewin,  P.:  Osteitis  Deformans  (Paget's  Disease), 
with  a  Report  of  Three  Cases.  J.  Bone  &*  JoitU 
Surg.,  1922,  iv,  45. 

The  author  presents  a  report  of  three  cases  of 
osteitis  deformans  with  a  review  of  the  disease 
from  the  time  of  Paget  in  1876  to  the  present  day. 


Osteitis  deformans  or  Paget 's  disease  is  a  syn- 
drome characterized  by  minor  subjective  symptoms 
but  important  objective  findings  of  deformities 
chiefly  in  the  skull  and  long  bones.  The  disease 
occurs  in  late  middle  life. 

In  literature  it  is  designated  by  various  terins 
such  as  senile  pseudo-rickets,  fibrous  osteomyelitis, 
localized  osteomalacia,  and  hypertrophic  osteo- 
sclerosis.   American  and  English  writers  refer  to  it 
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as  Paget's  disease  as  it  was  described  by  Sir  James 
Paget  in  1876,  who  was  unaware  that  it  had  been 
described  as  early  as  1697  by  Malpighi. 

In  the  literature  up  to  1901  sixty-one  cases  were 
reported.  In  1910  about  100  cases  were  found. 
The  literature  to  date  contains  about  251  case 
reports. 

The  average  age  of  onset  was  48>2  years.  Males 
seem  more  predisposed  to  the  disease  than  females. 
Heredity  played  a  part  in  about  7  per  cent  of  the 
cases  reported.  Race  offers  no  predisposition.  Many 
theories  have  been  advanced  as  to  exciting  causes. 
The  most  important  are  as  follows: 

1.  Syphilis.  Paget  did  not  regard  syphilis  as 
an  etiological  factor.  He  beheved  a  chronic  in- 
flammatory process  was  the  cause.  Wassermann 
tests  today  are  usually  negative,  and  anti-syphihs 
treatment  is  of  no  avail 

2.  Chronic  infection.  This  theory  had  its  ad- 
vocates but  Da  Costa,  Funk,  and  others  attempted 
to  make  a  vaccine  and  failed. 

3.  Neurotrophic  disturbances.  Various  writers 
have  advanced  evidence  to  support  this  theory. 
The  author  believes  that  disturbances  of  the 
nervous  system  may  be  the  underlying  cause  of  a 
disturbance  in  metabolism. 

4.  Endocrine  disturbances.  No  conclusive  evi- 
dence has  been  offered  to  establish  a  relationship 
between  Paget's  disease  and  the  endocrine  system. 

5.  Metabolic  disturbances.  Metabolism  studies 
have  revealed  a  retention  of  calcium,  magnesium, 
and  phosphorus,  and  a  pronounced  loss  of  sulphur. 
These  findings  have  been  interpreted  as  indicating 
a  stimulated  osseous  or  osteoid  formation  associated 
with  the  absorption  of  a  highly  sulphurized  organic 
matrix. 

The  pathologic  changes  are  chiefly  in  the  bones 
and  may  be  generalized  or  local.  The  deformities 
most  commonly  found  are  outward  and  forward 
bending  of  the  tibia,  and  next  most  frequently,  sim- 
ilar bending  of  the  femur.  The  joints  are  very 
seldom  involved.  Deformity  is  frequently  noted  in 
the  lower  extremity.  The  involvement  is  usually 
symmetrical,  although  cases  have  been  reported  in 
which  the  disease  was  limited  to  one-half  of  the 
skeleton. 

In  some  cases  the  skull  is  involved.  The  entire 
thickness  is  composed  of  finely  porous  bone  with  a 
thin  inner  and  outer  plate  of  harder  bone.  The 
diploe  is  lost.  Microscopically  the  porous  substance 
consists  of  a  network  of  thin  bony  processes.  The 
haversian  canals  are  confluent  as  a  result  of  absorp- 
tion forming  Howship's  lacunae.  Scattered  areas  of 
newly  formed  bony  tissues  are  evident.  The  new 
osteoid  substance  remains  uncalcified  or  is  re- 
absorbed. The  result  of  this  regeneration  and  ab- 
sorption is  total  destruction  of  all  symmetry  in  the 
internal  architecture  of  the  bones.  In  long  bones 
the  normal  relation  of  compact  and  cancellous 
structure  is  destroyed.  The  outer  wall  of  hard 
bone  consists  of  thin,  irregular  plates  lying  directly 
under  the  periosteum. 


The  author  states  that  Paget's  disease  appears  to 
be  a  combination  of  osteoporosis  followed  by  osteo- 
sclerosis; that  the  condition  begins  as  an  osteo- 
malacia with  softening  due  to  the  abnormal  relation- 
ship between  various  chemical  substances  in  the 
bone.  Osteosclerosis  then  supervenes  and  the  cortex 
of  the  bone  assumes  a  hard,  ivory  textiu-e. 

The  onset  of  the  disease  is  slow.  V'ague  "rheu- 
matic" pains  are  described  by  the  patient.  A 
gradual  weakness  of  the  lower  extremities  develops. 
Tenderness  is  revealed  by  palpation  of  the  long 
bones.  A  gradual  decrease  in  height  may  be  noticed 
by  the  patient.  Bowing  of  the  extremities  is  then 
seen.  The  first  symptom  may  be  an  increase  in  the 
size  of  the  skull.  The  head  usually  becomes  flexed 
on  the  sternum.  A  diamond-shaped  deformity  of 
the  abdomen  can  be  observed. 

The  X-ray  reveals  a  rarefying  osteitis  with  a  thick 
cortex  due  to  subperiosteal  and  new  medulla  r>'  bone 
formation.  This  thickening  occurs  on  the  convex 
surface.  Bony  striations  may  extend  into  the  soft 
tissues.    Areas  of  rarefaction  develop. 

The  diagnosis  is  not  difficult  after  deformity  has 
occurred.  Differentiation  must  be  made  from 
syphilis,  osteomalacia,  rickets,  bone  tumors,  acro- 
megaly, and  diffuse  hyperostosis  of  the  cranial 
bones. 

The  prognosis  is  good  as  to  life,  but  poor  as  to 
cure.  Death  usually  occurs  from  intercurrent  in- 
fection or  malignancy. 

At  present  curative  treatment  is  impossible. 
Corrective  treatment  is  inadvisable.  Medication  is 
of  questionable  value.  The  best  hope  today  seems 
to  be  in  phosphorus. 

The  author  reports  three  cases.  He  concludes  his 
article  by  describing  the  unusual  aspects  of  one 
case  which  manifested  marked  deformity  of  the 
right  lower  leg,  scleroderma,  and  fracture  of  the  left 
forearm  which  showed  non-union  after  twenty 
years.  John  MncHEix,  M.D. 

Nuzzi,  O.:  Surgical  Tuberculosis  (Tubercolosi 
chirurgica).  Rassegna  internaz.  de  din.  e  terap.,  1921 , 
ii,  440. 

In  the  different  stages  of  its  development  surgical 
tuberculosis  requires  different  methods  of  treatment. 
Operation  must  be  performed  neither  too  early  nor 
too  late.  When  the  process  is  localized  the  body 
should  be  given  an  opportunity  to  mobilize  its 
defenses,  but  in  some  cases  the  removal  of  the 
bacterial  focus  is  necessary  to  prevent  the  further 
spread  of  the  condition.  The  patient's  age  has  a 
decided  influence  upon  the  evolution  of  the  infection 
and  should  be  taken  into  account  by  the  surgeon  in 
choosing  the  method  of  treatment.  It  should  not  be 
forgotten  that  the  natural  tendency  in  cases  of 
surgical  tuberculosis  is  toward  recovery. 

The  purpose  of  orthopedic  treatment  is,  first,  to 
prevent  malposition  and  ankyloses,  and  second,  to 
correct  vicious  positions.  The  more  economical 
o{>erations  are  always  to  be  preferred. 

W.  A.  BSENNAM. 
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Israel,  A.:  Neuropathic  Ossifications  in  Centrally 
Paralyzed  Extremities  (Ueber  neuropathische 
Verknoecherungen  in  zentral  gelaehmten  Gliedern). 
Arch.f.  klin.  Chir.,  192 1,  cxviii,  507. 

Israel  reports  three  cases  of  transverse  paralysis 
of  the  spinal  cord  (one  gunshot  injury,  a  fracture  of 
the  vertebra,  and  a  spinal  cord  tumor)  in  which  he 
found  periosteal,  peri-articular,  muscular,  and  epi- 
neural  ossificatiQn.  He  cites  also  cases  from  the 
literature.  Similar  cases  suggesting  myositis  ossi- 
ficans following  cerebral  paralysis  of  one  extremity 
have  been  reported. 

The  ossification  is  limited  to  the  paralyzed  areas. 
The  parts  in  which  nerve  function  is  intact  are  not 
involved.  The  condition  differs  from  progressive 
myositis  ossificans  in  that  only  the  paralyzed  areas 
in  the  limbs  are  involved.  The  development  of  the 
new  formation  often  follows  rapidly  several  months 
or  weeks  after  the  injury. 

The  author  compares  the  changes  described  with 
the  peri-articular  ossification  in  the  arthropathies 
following  tabes  and  syringomyelia.  His  observa- 
tions refute  the  theory  that  myositis  ossificans  is 
always  the  result  of  tabes  and  caused  by  excessive 
mechanical  exertion  of  the  muscles  due  to  ataxia,  as 
all  of  his  patients  were  paralyzed  and  therefore  were 
unable  to  move. 

In  regard  to  the  histogenesis  of  these  ossifications 
Israel  states  that  he  observed  here  and  there  distinct 
transitions  of  the  connective  tissue  into  bone  due  to 
swelling  of  its  cells  and  homogeneous  change  of  the 
interstitial  substance  into  true  bone.  Therefore 
he  agrees  with  those  who  assume  a  metaplasia  of 
the  proliferated  connective  tissue  cells  in  the  de- 
velopment of  myositis  ossificans.  Possibly  the  con- 
nective tissue  cells  in  the  paralyzed  area  undergo 
extensive  differentiation.  In  Israel's  opinion  the 
findings  reported  in  this  article  demonstrate  that 
there  is  a  typical  tissue  reaction  in  the  paralyzed 
limb.  voN  REDwrrz  (Z). 

Bianchetti,  G.  F.:  A  Clinical  and  Anatomopath- 
ologic  Contribution  to  the  Study  of  Chronic 
Traumatic  Hy^oma  (Contributo  cUnico  ed 
anatomo-patologico  alio  studio  dell'  igroma  cronico 
traumatico).  Policlin.,  Rome,  1921,  xxviii,  sez. 
chir.,  485. 

Bianchetti  gives  the  complete  history  of  two  cases 
of  chronic  hajmorrhagic  bursitis  and  discusses  the 
etiology,  symptoms,  and  pathology. 

The  first  case  was  that  of  a  farmer,  aged  58  years. 
The  tumefaction  in  the  left  gluteal  region  had  been 
present  for  more  than  three  years.  It  caused  only  a 
sensation  of  weight  after  work  and  the  formation  of 
numerous  varices  but  did  not  interfere  with  walking. 
At  operation  a  tumor  the  size  of  an  adult's  head  was 
removed.  The  condition  was  diagnosed  correctly 
before  operation  as  a  chronic  ischiatic  bursitis  prob- 
ably of  haemorrhagic  nature. 

The  second  case  was  that  of  a  farmer,  aged  54 
years,  who  had  been  operated  upon  for  bilateral 
inguinal  hernia  seven  years  previously.    About  two 


years  later  a  painful  tumefaction  developed  in  the 
left  inguinocrural  region  and  the  pain  became  more 
severe,  especially  during  work.  At  operation  a  tumor 
the  size  of  a  hen's  egg  was  removed  from  beneath  the 
inner  margin  of  the  inguinal  portion  of  the  iliopsoas 
muscle. 

According  to  Koenig,  ischiatic  bursitis  is  produced 
by  strain  upon  the  nates  in  hard  manual  labor.  The 
serous  bursa  from  which  the  lesion  originates  is 
usually  the  bursa  situated  beneath  the  gluteus  maxi- 
mus  and  between  this  and  the  ischiatic  tuberosity 
and  the  muscles  inserted  in  it.  Although  such  a 
situation  is  exposed  to  injury,  cases  of  ischiatic 
bursitis  are  not  numerous  in  the  literature.  In 
Bianchetti's  second  case  the  situation  of  the  tumor 
corresponded  to  that  of  the  bursa  described  by 
anatomists  as  a  bursa  of  the  psoas  muscle;  there  may 
be  two  bursa:  here,  one  between  the  muscle  and  the 
small  trochanter  and  the  other  between  the  muscle 
and  the  anterior  ligament  of  the  capsule.  In  the 
case  mentioned  the  hygroma  developed  at  the  ex- 
pense of  the  upper  bursa. 

In  the  first  of  the  two  cases  described  the  con- 
dition might  have  been  due  to  trauma.  In  the  second 
this  etiological  factor  could  be  ruled  out  and  the 
only  explanation  for  the  condition  is  that  following 
the  previous  hernia  operation  a  thread  of  silk  mi- 
grated deeply  and  caused  a  chronic  inflammatory 
process  in  the  perivascular  tissue  which  ultimately 
spread  to  the  contiguous  bursa. 

The  author  describes  the  three  types  of  chronic 
bursitis:  the  serous,  the  proliferating,  and  the  haemor- 
rhagic. Both  of  his  cases  were  of  the  hemorrhagic 
type.  The  histologic  examination  shows  that  in  the 
majority  of  cases  the  primary  lesion  of  the  bursa  is 
a  hsemorrhagic  pachybursitis.  As  in  similar  con- 
ditions of  the  vagina  and  testicle,  the  haemorrhage  is 
due  to  the  fragility  of  the  capillaries  of  the  granula- 
tion tissue. 

The  differential  diagnosis  of  a  hygroma  is  some- 
times extremely  difllicult  as  in  the  second  of  the 
author's  cases.  The  hygroma,  however,  always 
develops  very  slowly  and  does  not  disturb  the  gen- 
eral health;  it  is  only  very  late,  in  the  ulcerative 
period,  that  its  growth  becomes  irregular.  After 
ulceration  its  growth  ceases.  A  neoplasm,  on  the 
other  hand,  increases  in  size  more  constantly  and 
rapidly  and  the  patient's  general  appearance  sug- 
gests neoplastic  cachexia. 

The  author  directs  attention  to  the  fact  that  the 
site  of  the  tumor  in  his  second  case  was  unusual  for 
a   haemorrhagic  hygroma.  W.  A.  Brennan. 

Salaghi,    M.:     Sprengel's   Deformity,    Congenital 
Elevated  Scapula,  Due  to  Costal  Malformation 

(Contribute  alio  studio  della  deformiti  di  Sprengel 
con  un  caso  di  scapola  alta  congenita  da  malforma- 
zione  costale).  Policlin.,  Rome,  1921,  xxviii,  sez. 
chir.,  521. 

Salaghi's  case  was  that  of  a  girl  8  years  of  age. 
The  ribs  showed  malformations,  especially  on  the 
right  side,  and  in  the  spine  there  was  a  slight  cunei- 
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form  crushing  of  the  body  of  the  fifth  dorsal  vertebra 
and  approximation  of  the  bodies  of  the  fourth,  fifth, 
and  sixth  dorsal  vertebrae.  Opposed  to  the  primary 
spinal  deviation  toward  the  left,  which  extended 
from  the  fourth  to  the  seventh  dorsal  vertebra, 
there  were  two  corresponding  compensatory  curves 
toward  the  right.  An  embedding  of  the  spinous 
processes  due  to  the  primary  convex  curve  toward 
the  left  gave  rise  to  lordosis  of  the  segment.  The 
scoliosis  was  somewhat  different  from  the  acquired 
type  in  which  the  lateral  deviation  is  usually  not  as- 
sociated with  such  a  notable  degree  of  reclination. 
Otherwise  the  condition  resembled  the  acquired  type 
in  which  there  is  cuneiform  crushing  of  the  verte- 
brae and  discs.  There  was  nothing  to  indicate  a  true 
malformation  of  the  vertebrae,  the  deviation  being 
due  rather  to  the  continuous  action  of  pressure  and 
traction.  The  author  considered  the  costal  mal- 
formations as  primary  and  the  spinal  deviation  as 
secondary.  The  right  scapula  was  irregular  as 
regards  the  spinal  margin  and  showed  a  very  wide 
supero-internal  angle.  Although  elevated  and 
slightly  rotated  with  regard  to  the  inferior  angle,  it 
could  be  lowered  without  difficulty  as  it  was  not  held 
high  by  any  fibrous  cord  binding  it  to  the  spine. 
There  was  slight  left  lateral  flexion  of  the  head  due 
probably  to  increased  muscular  tension.  This  ten- 
sion appeared  clearly  to  be  related  to  the  right  cer- 
vicodorsal  compensatory  curve  and  was  the  principal 
cause  of  the  scapular  elevation. 

A  surgical  operation  is  not  indicated  in  this  case. 
The  author  intends  to  treat  it  by  his  method  of 
manual  reposition  of  the  spine  with  which  he  has 
had  many  successful  results  in  cases  of  adolescent 
scoliosis.  W.  A.  Brennan. 

FRACTURES  AND  DISLOCATIONS 

Tinker,  M.  B.:  Wound  Excision  and  Early  Recon- 
struction in  the  Treatment  of  Compound 
Fractures.   Ann.  Surg.,  1922,  Ixxv,  38. 

The  author  carried  out  experiments  on  wound  ex- 
cision and  attempted  to  solve  the  following  problems : 

1.  The  possibility  of  disinfecting  an  extensively 
infected  wound,  especially  an  external  wound,  and 
thus  prevent  contamination  of  the  clean  excised 
area  during  excision. 

2.  The  relative  value  of  various  antiseptics  in 
killing  bacteria  and  in  penetrating  lacerated  and 
contused  tissue. 

3.  The  possibility  of  staining  lacerated  tissue  so 
that  it  can  be  distinguished  more  clearly  from  the 
uninjured  tissue. 

With  regard  to  the  first  problem  it  was  found  that 
Harrington's  solution  was  superior  to  all  others, 
and  that  formaldehyde  solution  and  pure  carbolic 
acid  were  of  considerable  value.  Potassium  per- 
manganate could  not  be  relied  upon  in  spite  of  its 
strong  oxidizing  value.  Dichloramine-T  was  also 
unsatisfactory. 

With  regard  to  the  second  problem,  frozen  sec- 
tions of  excised  tissue  showed  that  the  antiseptic 


penetrated  deeply  enough  to  care  for  practically  all 
of  the  bacteria  if  the  infection  had  not  been  in  con- 
tact with  the  tissues  too  long  to  give  it  an  op- 
portunity to  spread  by  the  lymphatic  or  blood 
channels. 

With  regard  to  the  third  problem  it  was  foimd  that 
strong  solutions  of  acriflavine,  methylene  blue,  and 
a  hot  saturated  solution  of  permanganate  of  p>o- 
tassium  stained  the  tissues  sufficiently  to  aid  in  the 
dissection  of  the  injured  area,  but  the  perman- 
ganate solution  was  the  most  satisfactory. 

The  author  urges  the  use  of  local  anaesthesia  in 
preference  to  general  anaesthesia  for  wound  excision 
and  reconstruction  surgery  because  it  greatly  re- 
duces the  risks,  it  saves  anaesthetic  drugs  and  the 
services  of  the  special  anaesthetist,  and  may  be  used 
in  all  cases  in  which  the  operative  procedure  is 
longer  than  one  or  possibly  two  hours. 

Immediate  or  early  skin  grafting  is  advised  be- 
cause it  saves  a  great  deal  of  time  in  healing. 
Under  local  anaesthesia  small  deep  grafts  }4  in. 
square  or  smaller  are  employed. 

A  pedicled  flap  of  skin  should  be  used  when  nerve 
trunks,  tendons,  or  joints  are  exposed  and  when  skin 
grafts  do  not  offer  sufficient  protection.  If  possible, 
it  should  be  turned  from  the  immediate  vicinity. 

Suppuration  of  the  tendon  sheaths  associated 
with  compound  fractures  of  the  hand  or  forearm 
results  in  serious  disability,  while  thorough  wound 
excision  or  early  effective  disinfection  often  gives 
surprisingly  good  results.  A  tendon  should  be  ex- 
posed either  by  an  incision  along  the  side  or  trans- 
versely in  the  line  of  the  normal  skin  folds.  Silk 
sutures  give  better  results  than  catgut  sutures. 
Physiotherapy  should  be  begun  after  one  or  two. 
or  at  the  latest  three,  weeks.  Tendon-lengthening 
by  various  methods  did  not  give  as  good  results  as 
direct  suture  even  where  it  was  necessary  to  hyper- 
flex  the  involved  joints  in  order  to  obtain  apposition 
of  the  ends.  In  cases  of  adherent  tendons,  free  fat 
transplants  surrounding  the  separated  tendons 
frequently  give  excellent  results. 

Peripheral  nerve  injuries  are  common  in  con- 
nection with  compound  fractures.  Experience  has 
shown  that  immediate  nerve  suture  gives  the  best 
results,  even  in  cases  in  which  the  wound  becomes 
infected.  Delayed  nerve  suture,  neurolysis,  and 
auto-transplants  give  fair  results. 

Carrel-Dakin  treatment  has  proved  to  be  of 
great  value  in  clearing  up  infected  compound  frac- 
tures. Therefore  in  wound  excision  the  sacrifice 
of  bone  should  be  restricted  to  the  minimum. 
Exposed  bone  should  be  covered  with  a  skin  flap 
as  soon  as  possible.  Rudolph  S.  Reich,  M.D. 

Burian,  F.:  The  Treatment  of  Fracture  of  the 
Clavicle  by  Continuous  Traction  (Traitement 
par  traction  continue  de  la  fracture  de  la  davicule). 
Presse  mid.,  Par.,  1922,  xxx,  17. 

The  treatment  of  fracture  of  the  clavicle  is  diffi- 
cult because  of  the  difficulty  of  effecting  immobiliza- 
tion.   Couteaud  allows  the  arm  to  hang  vertically 
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Fig.  I.     a,  figure-of-8  bandage;  6,  belt;  c,  band. 
Fig.  2.     a,  figure-of-8  bandage;  b,  belt;  c,  band;  d,  rub- 
ber tube. 


from  the  bed,  a  position  which  brings  the  clavicular 
fragments  into  contact,  but  the  patient  is  very  apt 
not  to  remain  quiet  long  enough  to  permit  consoli- 
dation of  the  fracture.  Since  the  war,  Burian  has 
been  convinced  of  the  advantages  of  the  ambulatory 
method  of  treating  such  fractures.  To  obtain  con- 
tinuous traction  he  uses  Petit's  figure-of-eight  band- 
age. 

With  the  patient  seated  on  a  stool  the  fracture  is 
reduced  under  anaesthesia  and  maintained  by  two 
assistants,  one  of  whom,  standing  in  front  of  the 
patient,  keeps  the  arms  in  lateral  extension  and 
pushes  them  backward  while  the  other  supports  the 
patient's  back  with  his  hands  against  the  shoulders. 
The  figure-of-eight  bandage  is  then  applied  so  that 
it  crosses  between  the  scapula^  and  the  turns  cover 
the  upper  and  anterior  parts  of  the  shoulders. 
About  six  turns  are  necessary.  Muslin  14  cm.  wide 
is  used.  A  muslin  bandage  is  also  applied  at 
the  waist  and  held  in  place  by  strips  passed 
between  the  thighs.  A  thick  rubber  drainage  tube 
is  then  passed  under  the  two  bandages  in  the  median 
line  of  the  back,  stretched,  and  tied  (See  figure). 

The  necessary  degree  of  tension  of  the  rubber  is 
easily  found.  When  the  arms  are  slowly  replaced 
in  adduction  the  patient  should  experience  only  a 
firm  elastic  traction  which  pulls  the  shoulders  back- 
ward. At  the  end  of  two  hours  the  position  of  the 
shoulders  is  examined  and  the  traction  corrected  if 
necessary.  If  cyanosis  of  the  arm  is  noted  the  trac- 
tion is  decreased  or  the  bandage  loosened.  At  night 
the  patient  should  lie  with  a  support  under  his  back. 

The  reduction  can  be  verified  at  any  time  as  the 
area  of  fracture  remains  uncovered  by  the  bandage. 
Consolidation  should  be  effected  within  three  or 
four  weeks.  At  the  end  of  that  time  the  bandages 
may  be  removed  and  massage  may  be  used. 

W.  A.  Brennan. 


Patel,  M.,  and  Badin,  A.:  A  Study  of  Inward  Luxa- 
tions of  the  Elbow,  Complete  and  Incomplete 

(fitude  sur  les  luxations  du  coude  en  dedans;  luxa- 
tions pures  et  incompletes).  Arch,  franco-beiges  de 
chir.,  1921,  XXV,  62,  153. 

The  authors  begin  their  comprehensive  discussion 
of  inward  luxation  of  the  elbow  with  a  survey  of  the 
literature.  Complete  luxation  of  the  elbow  which 
is  unassociated  with  fracture  of  the  humerus  or  the 
bones  of  the  forearm  is  rare.  Inward  luxation  may 
be  classed  as  incomplete  since  it  is  nearly  always 
associated  with  a  fracture.  Only  about  sixty  cases 
were  collected  from  the  literature  and  all  of  them 
antedated  the  use  of  the  X-ray. 

The  authors  report  three  cases  of  inward  luxation 
with  the  complete  roentgenological  findings.  In 
every  instance  the  inward  luxation  was  associated 
with  a  posterior  luxation;  that  is,  the  posterior 
luxation  was  transformed  into  an  inward  luxation 
secondarily.  These  clinical  findings  corroborate  the 
views  of  Denuce  and  Pingaud.  In  experiments  on 
cadavers  to  confirm  them  it  was  found  that  the  only 
procedure  capable  of  effecting  an  inward  luxation 
without  fracture  entailed  a  primary  posterior  luxa- 
tion. The  authors  discuss  the  mechanism  of  the 
luxation  theoretically. 

The  forearm  is  usually  held  in  more  or  less  marked 
flexion  with  some  degree  of  pronation.  The  deform- 
ity is  found  on  the  inner  side  of  the  elbow  and  causes 
an  increase  of  several  millimeters  in  the  transverse 
diameter.  Palpation  reveals  that  the  three  px)ints  of 
the  dorsal  surface  of  the  elbow  form  an  irregular  tri- 
angle with  the  external  side  longer  than  the  internal. 
The  head  of  the  radius  cannot  be  felt. 

If  the  condition  is  recognized  and  treated  early, 
the  prognosis  is  generally  favorable. 

The  treatment  of  recent  inward  luxation  consists 
in  transforming  it  into  a  posterior-inward  luxation 
by  carrying  the  forearm  into  extension  and  then 
reducing  the  posterior-inward  luxation  by  rotation 
and  traction  upon  the  forearm.  In  old  luxations  no 
interference  is  attempted  if  the  existing  function  is 
compatible  with  active  movement.  When  function 
is  defective  the  presence  of  complete  ankylosis 
dominates  the  indications  for  treatment. 

Loyal  E.  Davis,  M.D. 

Lambotte,  A.:  The  Operative  Treatment  of  Con- 
genital Luxation  of  the  Hip  (Sur  le  traitement 
op^ratoire  de  la  luxation  cong^nitale  de  la  hanche). 
Arch,  franco-beiges  dc  chir.,  1921,  xxv,  244. 

In  Lambotte's  opinion  the  operative  reduction 
of  congenital  luxation  of  the  hip  should  not  be 
abandoned  entirely.  He  has  operated  success- 
fully on  numerous  patients  between  15  and  47 
years  of  age.  The  oldest  had  a  very  decided  bilateral 
luxation . 

The  use  of  Doyen's  or  Lorenz'  apparatus  for  re- 
ducing the  head  of  the  femur  is  traumatizing. 
Lambotte  therefore  employs  a  special  lever  tractor 
and  guides  the  femoral  head  into  the  acetabulum 
with  a  large  spatula  which  is  used  like  a  shoehorn. 
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An  angular  antero-extemal  incision  is  made  from 
the  iliac  spine  to  the  base  of  the  great  trochanter  and 
then  down  toward  the  thigh.  The  muscles  are 
separated  and  the  thick  capsule  over  the  femoral 
head  and  neck  is  incised.  The  spatula  is  then  passed 
into  the  acetabulum,  the  ligamentous  attachments 
are  widely  incised,  and  the  acetabulvun  is  hollowed 
out  with  Doyen  tubular  instrmnents  unless  it  is 
very  large,  when  curettes  the  size  of  the  femoral  head, 
sharp  on  one  side  and  blunt  on  the  other,  are  used. 
The  femoral  head  is  then  trimmed  and  corrected 
as  necessary  and  the  reduction  effected  with  the  aid 
of  the  lever  and  spatula.  The  traction  necessary 
varies  from  80  to  100  kgm.  Neither  preparatory 
continuous  traction  nor  tenotomy  has  ever  been 
necessary.  The  operation  is  as  easy  in  the  adult  as 
in  the  child,  and  re-luxation  after  operation  is  very 
rare. 

The  technique  is  that  which  Lorenz  formerly  de- 
scribed, the  only  modification  being  the  use  of  the 
tractor  and  reducing  lever.  In  1909  Lambotte 
showed  before  the  Belgian  Surgical  Society  a  woman 
26  years  of  age  who  was  cured  of  congenital  luxa- 
tion of  the  hip  by  the  method  described. 

W.  A.  Brznnan. 

Ashhurst,  A.  P.  C,  and  Bromer,  R.  S.:  The  Clas- 
sification and  Mechanism  of  Fractures  of  the 
Leg  Bones  Involving  the  Ankle,  Based  on  a 
Study  of  Three  Hundred  Gases  from  the  Epis- 
copal Hospital.  Arch.  Surg.,  1922,  iv,  51. 

In  spite  of  aU  the  classical  writings  of  Pott, 
Dupuytren,  and  others,  there  is  no  entirely  satis- 
factory classification  of  ankle  fractures.  Pott  de- 
scribed a  fracture  which  does  not  exist  and  Dupuy- 
tren commended  him  for  his  acute  observation.  A 
transverse  fracture  of  the  fibula  3  in.  from  the  lower 
end,  as  described  by  Pott,  is  not  fotmd  in  any  series 
of  roentgenograms  or  postmortem  specimens. 
Quenu  states  that  the  French  mean  by  "  Dupuy- 
tren's  fracture"  exactly  what  the  English  mean  by 
"Pott's  fracture."  It  is  probable  that  this  fracture 
is  the  common  one  first  described  accurately  by 
Maisonneuve. 

After  a  detailed  description  of  the  normal  ankle 
joint  the  authors  proceed  to  a  discussion  of  the 
mechanism  of  fractures  involving  this  joint  and  a 
classification  based  on  300  cases.  In  the  production 
of  fractures  of  the  ankle,  rotation  of  the  foot  aroimd 
the  long  axis  of  the  leg  plays  an  important  part. 
Inward  rotation  is  almost  inseparable  from  a  move- 
ment of  adduction  and  the  foot  is  quite  mobile  in 
this  direction.  In  outward  rotation,  however,  the 
foot  acts  as  a  rigid  lever.  In  relation  to  the  tibia 
this  is  a  lever  of  the  first  class  with  the  fulcrum  at  the 
anterior  border  of  the  fibula,  the  power  arm  being 
the  anterior  four-fifths,  and  the  weight  arm  the 
posterior  one-fifth,  of  the  distance  from  the  posterior 
border  of  the  ankle  to  the  toes.  With  relation  to  the 
fibula,  however,  it  is  a  lever  of  the  second  class  with 
the  fulcrum  at  the  posterior  border  of  the  inner 
malleolus  and  the  power  arm  the  entire  distance  from 


the  posterior  ankle  border  to  the  toes.  The  longer 
power  arm  exerts  more  force  against  the  external 
malleolus  than  the  shorter  power  arm  exerts  against 
the  internal  malleolus.  The  lower  end  of  the  fib- 
ula is  thus  fractvured  by  a  force  which  pries  the 
malleoli  apart.  Of  aU  fractures  at  the  ankle  this 
oblique  one  of  the  lower  end  of  the  fibula  is  the  most 
frequent  (25  per  cent).  If  the  rotation  goes  far 
enough,  the  tip  of  the  internal  malleolus  is  broken 
off.  In  the  authors'  series  of  300  cases  this  type  of 
rotation  fracture,  including  aU  its  complications  and 
variations,  occurred  100  times.  In  four  cases  the 
force  against  the  internal  malleolus  was  great 
enough  to  fracture  the  entire  lower  end  of  the  tibia. 

Forced  abduction  produces  in  most  cases  an  iso- 
lated fracture  of  the  internal  malleolus.  In  the 
authors'  series  6.5  per  cent  were  of  this  type.  If  the 
tibiofibular  ligaments  hold,  the  fibula  may  be  caused 
to  break  through  its  malleolus  by  the  direct  force  of 
the  abduction  but  never  above  these  ligaments  by 
bending.  A  bending  fracture  occurs  only  when  the 
tibiofibular  ligaments  have  ruptured ;  one  end  of  the 
bone  must  be  free  and  the  other  end  fixed.  In 
thirty  cases  of  fractvu-e  of  the  surgical  neck  of  the 
fibula  the  lesion  showed  the  characteristics  of  frac- 
ture by  bending  in  twenty-eight,  and  if  it  was  not 
accompanied  by  rupture  of  the  tibiofibular  liga- 
ments there  was  a  history  of  direct  violence  or 
clinical  evidence  of  severe  sprain  of  these  ligaments. 

Not  infrequently  the  posterior  marginal  fragment 
of  the  tibia  is  a  distinct  clinical  entity.  It  was  de- 
scribed by  Cooper  in  1820  but  in  191 5  Cotton  de- 
scribed it  as  a  "new  type  of  ankle  fracture"  and  by 
some  writers  it  is  referred  to  as  "Cotton's  fracture." 
The  fragment  varies  from  a  small  portion  of  the 
posterior  lip  to  a  large  piece  extending  10  cm.  up 
the  shaft,  and  there  may  be  posterior  displacement 
of  the  foot.  The  mechanism  which  produces  it  is  a 
crushing  force  from  below  upward.  This  type  of 
fracture  occurred  in  fifty-eight  of  the  300  cases 
reviewed. 

Forced  adduction  may  cause  splitting  of  the  inner 
part  of  the  tibial  shaft  but  the  more  common  lesion 
is  a  tearing  off  of  the  external  malleolus  followed  by 
a  crushing  fracture  of  the  inner  malleolus. 

The  three  abnormal  movements  of  external  ro- 
tation, abduction,  and  adduction  are  responsible  for 
about  95  per  cent  of  ankle  fractures.  It  is  impossible 
to  classify  these  fractures  anatomically  because  the 
variations  in  many  instances  are  due  only  to  vari- 
ation in  the  force  which  produces  them.  The 
authors  therefore  offer  the  following  classification 
based  on  the  mechanism  of  the  fracture : 

Per  cent 
A.    Fractures  by  external  rotation. 

1.  First  degree:  lower  end  of  fibula  only 

(oblique)  26 

2.  Second  degree:  same,  plus  rupture  of  the 

internal  lateral  ligament  or  fracture  of 
the  internal  malleolus  33 

3.  Third  degree:  same,  plus  fracture  of  the 

lower  end  of  the  tibia  1.7 

Total    60 . 7 
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B.  Fracture  by  abduction.  Per  cent 

1.  First  degree:  internal  malleolus  only  6.6 

2.  Second  degree :  same,  plus  fracture  of  the 

lower  end  of  the  fibula  (transverse)  13  7 

a.  Below  the  inferior  tibiofibular  joint 

b.  Above  the  inferior  tibiofibular  joint 
(Pott's  fracture,   "  Dupuytren  t>pe") 

3.  Third  degree:  fracture  of  the  whole  lower 

end  of  the  tibia  o .  66 

Total     21. 

C.  Fractures  by  adduction. 

1.  First  degree:  external  malleolus  only  9 

2.  Second  degree :  same,  plus  the  internal  mal- 

leolus or  the  inner  part   of  the  tibial 
shaft  3 . 6 

3.  Third  degree:  same,  plus  the  whole  lower 

end  of  the  tibia  0.66 

Total    13.3 

D.  Fractures  by  compression  in  the  long  axis  of 

the  leg  2.7 

E.  Fractures  by  direct  violence  i .  7 

On  the  basis  of  a  roentgen-ray  study  of  the  ankle 
joint  Bromer  warns  that  in  making  a  diagnosis  of 
fracture  of  the  posterior  lip  of  the  tibial  articular 
surface  one  should  remember  that  a  supernumerary 
bone,  the  os  trigonum,  is  sometimes  present  at  this 
point.  With  regard  to  the  diagnosis  of  tibiofibular 
diastasis  by  the  roentgen  ray  the  authors  state 
that  if  the  space  between  the  lateral  margin  of  the 
fibula  and  the  lateral  border  of  the  anterior  tibial 
tubercle  exceeds  more  than  two-thirds  of  the  width 
of  the  fibula,  it  is  most  probable  that  there  is  dias- 
tasis of  the  first  degree.  Emphasis  is  placed  on 
standardized  accurate  technique  in  roentgenography. 
Gross  lesions  are  easily  recognized  by  almost  any 
method,  but  to  attain  the  finer  points  in  diagnosis 
an  exact  method  of  technique  is  necessary. 

William  A.  Clark,  M.D. 

Wakeley,  C.  P,  G.:  Malunited  Abduction  Fracture 
of    the   Ankle   Joint   Treated    by   Operation. 

Arch.  Radiol.  &  Electrotherapy,  1921,  xxvi,  229. 

Lane  and  others  have  recently  recommended 
operation  as  the  best  form  of  treatment  for  certain 
abduction  fractures  of  the  ankle  joint. 

A  malunited  abduction  fracture  of  the  distal 
end  of  the  tibia  and  fibula  was  operated  u{>on  by  the 
author  five  months  after  the  injury.  A  transverse 
osteotomy  of  the  fibula  was  performed  through  the 
line  of  fracture.  A  wedge-shaped  piece  of  bone  was 
removed  through  a  curved  incision  exposing  the 
tibial  malunion,  and  the  foot  adducted.  To  retain 
the  two  portions  in  position  a  plate  was  fixed  on  the 
inner  side  of  the  tibia.  The  periosteum  was  care- 
fully sutured  over  the  plate,  the  wound  closed,  and 
the  limb  put  up  in  plaster.  After  two  weeks, 
massage  and  passive  movements  were  begun.  After 
six  weeks  the  patient  was  able  to  walk  without 
a  cane  and  skiagrams  showed  good  anatomical 
alinement. 

Two  and  one-half  years  later  the  ankle  movements 
were  found  to  be  full  and  free,  and  there  was  no 
sign  of  fiat-foot  or  osteo-arthritis. 

Daniel  H.  Levinthal,  M.D. 


SURGERY  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Starr,    C.    L.:     Army    Experiences   with   Tendon 
Transference.   J.  Bone  &•  Joint  Surg.,  1922,  iv,  3. 

In  the  recent  war  the  attention  of  surgeons 
was  directed  to  injuries  of  the  extremities  and  the 
possibility  of  restoring  function  by  muscle  trans- 
ference. The  problem  presented  was  the  redis- 
tribution of  the  active  muscles  to  obtain  bal- 
ance and  the  restoration  of  the  function  of  intact 
muscles. 

Adherence  to  certain  principles  is  necessary. 
These  the  author  presents  on  the  basis  of  a  personal 
experience  of  several  hundred  cases : 

1.  As  far  as  possible,  muscles  used  to  replace 
damaged  muscles  should  have  a  similar  action  to  the 
muscles  they  replace. 

2.  If  a  portion  of  a  tendon  is  to  be  transferred  it 
must  have  the  same  action  as  the  muscle  it  is  to 
replace.  Half  of  the  tendon  of  the  extensor  carpi 
radialis  longior  may  be  transferred  to  the  long 
extensor  of  the  thumb  with  good  results.  A  hope- 
less result  follows  the  transfer  of  half  of  the  flexor 
carpi  radialis  to  the  extensor  of  the  thumb. 

3.  The  line  of  pull  should  be  as  straight  as  pos- 
sible so  that  there  may  be  no  mechanical  dis- 
advantage. 

4.  Fixation  of  the  transferred  muscle  must  be 
eflfected  under  tension.  This  will  take  up  the 
slack. 

5.  All  deformities  due  to  tissue  contraction  must 
be  overcome  before  tendon  transference  is  at- 
tempted. 

6.  The  sheath  of  a  muscle  to  be  replaced  may  be 
used  to  receive  the  transferred  tendon,  but  for 
the  most  part,  transferred  tendons  should  run  in 
fatty  subcutaneous  tissue. 

7.  Tendons  transferred  in  the  lower  extremity 
should  be  inserted  into  bone  or  p)eriosteum.  In 
the  upper  extremity,  attachment  of  tendon  to  ten- 
don is  adequate. 

8.  The  recipient  tendon  should  be  split  and  the 
transferred  tendon  stripped  of  its  sheath  and  some- 
what macerated.  The  transferred  tendon  should 
then  be  threaded  through  the  slit  in  the  recipient 
tendon,  sutured  in  two  places,  and  buried  or  turned 
back  and  stitched  in  itself.  Linen  is  the  most  satis- 
factory suture  material. 

9.  The  limb  must  be  immobilized  for  three  weeks. 
Then  a  removable  splint  should  be  substituted. 
This  is  removed  for  training. 

The  training  should  be  directed  by  an  expert 
who  has  a  thorough  know-ledge  of  anatomy  and  who 
has  seen  the  operation.  The  best  results  have  been 
obtained  in  the  musculospiral  nerve,  probably 
because  this  nerve  is  for  the  most  part  a  purely 
motor  nerve  and  because  the  power  necessary  to 
overcome  the  disability  is  only  that  necessary  to 
overcome  gravity.  The  object  of  the  operation  is  to 
restore  the  extensor  function  of  the  thumb,  wrist, 
and  fingers.    The  technique  is  as  follows: 
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The  arm  is  prepared  in  the  usual  manner.  A 
^-in.  incision  is  made  on  the  palmar  surface  of  the 
forearm,  between  the  flexor  carpi  radialis  and 
palmaris  longus  tendons,  ending  at  the  wrist.  The 
exposed  tendons  are  freed  from  their  sheaths  to  the 
middle  of  the  forearm  and  divided  at  their  insertion. 
The  skin  edges  are  clipped  together.  A  7-in.  incision 
is  then  made  on  the  dorsal  surface  of  the  forearm 
following  a  line  from  the  external  condyle  of  the 
humerus  to  the  styloid  of  the  radius.  The  lower 
end  of  the  incision  is  slightly  hooked  to  expose 
the  thumb  extensors.  All  bleeding  must  be  con- 
trolled. If  this  incision  is  properly  placed,  it  overlies 
the  septum  between  the  radial  extensors  of  the  wrist 
and  the  extensor  communis  digitorum.  Blunt 
dissection  will  separate  these  muscles  so  as  to  expose 
the  radius  at  the  upper  end  of  the  incision.  The 
insertion  of  the  pronator  radii  teres  into  the  outer 
surface  of  the  radius  is  thus  exposed.  This  tendon 
and  the  periosteum  are  freed  from  the  radius  with  a 
periosteal  elevator. 

The  extensores  carpi  radialis  longior  and  brevior 
are  slit  and  the  freed  end  of  the  pronator  teres  is 
threaded  through  from  the  deep  surface  and  its 
periosteal  end  sutured  to  the  aponeurotic  surface 
of  these  muscles.  The  tag  ends  are  buried  with  a 
Lembert  suture.  The  tendons  of  the  common  ex- 
tensor to  the  fingers  are  freed  from  their  sheath 
above  the  annular  ligament  and  the  separate  sheath 
of  the  extensor  minimi  digiti  is  opened  to  expose 
all  four  tendons.  The  three  extensors  of  the  thumb 
are  exposed  at  the  lower  end  of  the  radius.  The 
long  extensor  of  the  thumb  is  hfted  from  its  bed  and 
brought  alongside  the  extensor  ossis  metacarpi  and 
the  primary  extensor  of  the  thumb.  The  flexors  are 
then  brought  through  a  tunnel  made  through  the 
subcutaneous  tissue  between  the  upper  end  of  the 
palmar  incision  and  the  lower  end  of  the  dorsal 
incision.  The  three  exposed  thumb  extensors  are 
split  and  the  palmaris  longus,  freed  of  its  sheath  and 
all  areolar  tissue,  is  threaded  through  all  three  and 
stitched  to  each  with  sufficient  tension  to  keep 
the  thumb  extended. 

The  four  common  extensors  are  similarly  slit 
and  the  prepared  flexor  carpi  radialis  is  threaded 
through.  The  end  of  the  transferred  tendon  may 
be  buried  in  the  extensor  minimi  digiti  or  turned 
back  on  itself  and  stitched  to  each  tendon  and  then 
to  itself.  The  fingers  and  wrist  must  be  kept  in 
hyperextension  during  this  procedure.  The  fascia 
is  not  sutured,  but  an  attempt  is  made  to  cover 
the  exposed  surfaces  of  the  tendons  with  fat  by 
bringing  the  skin  edges  together  with  a  subcuta- 
neous suture.  A  plaster-of- Paris  splint  is  put  on 
for  three  weeks. 

Tendon  transference  was  done  for  various 
disabilities  in  about  300  cases.  In  fifty- two  cases 
re-examined  after  a  period  of  from  three  months  to 
two  and  three-fourths  years  the  results  were  found 
to  be  excellent  in  twenty-nine  cases,  good  in  fifteen, 
fair  in  seven,  and  poor  in  one. 

John  MrrcHELL,  M.D. 


Kalitna,  T.:  Pathologico- Anatomical  Examina- 
tion of  Ankylosed  Joints  Mobilized  by  Opera- 
tion (Pathologisch-anatomische  Untersuchungen 
an  operativ  mobilisierten  ankylotischen  Gelenken). 
Beitr.  z.  klin.  Chir.,  1921,  cxxiv,  143. 

The  author  made  pathologico-anatomical  exami- 
nations of  eighteen  specimens  from  operations  per- 
formed by  Payr  for  the  mobilization  of  joints.  With 
the  exception  of  one  case  of  multiple  arthritis  de- 
formans the  ankyloses  were  due  to  war  injuries, 
suppuration  by  extension,  or  metastatic  gonorrhoeal 
or  other  infections.  The  material  included  fourteen 
knee  joints,  three  hip  joints,  and  one  elbow  joint. 
The  time  that  had  elapsed  between  the  disease 
which  caused  the  ankylosis  and  the  mobilizing 
operation  varied  from  eight  months  to  fourteen 
years. 

MacroscopicaUy  the  ankylosed  joint  and  its  vi- 
cinity showed  more  or  less  cicatrization.  In  most 
cases  the  ankylosis  was  so  firm  that  either  no  move- 
ment or  only  slight  elastic  passive  movement  was 
possible.  The  connection  between  the  surfaces  of 
the  joint  was  cartilage,  cartilaginous  bone,  or  true 
bone.  The  parts  of  the  cartilaginous  surfaces  not 
directly  involved  were  less  altered,  but  the  cartil- 
aginous tissue  within  the  area  of  ankylosis  showed 
very  great  alteration  in  the  form  of  so-caUed  "asbes- 
tos" cartilage,  i.e.,  the  cartilaginous  layer  uniting 
the  opposing  surfaces,  which  in  the  operation  were 
torn  apart,  displayed  an  uneven,  jagged  surface  of 
whitish,  somewhat  translucent  appearance.  In 
two  cases  there  was  a  marked  production  of  osteo- 
phytes inside  and  near  the  cartilaginous  connective 
tissue  wall  which  bounded  the  asbestos-like  anky- 
losed surfaces  posteriorly.  Inflammatory  processes 
were  never  found  in  the  bone  tissue  of  the  extremities 
of  the  joint.  While  the  ligamentous  apparatus 
showed  the  least  alterations  macroscopically,  the 
capsular  ligament  and  the  peri-articular  tissues  were 
markedly  changed.  The  capsule  was  solid  and  firm; 
in  some  parts  it  was  i>^  cm  thick  and  streaked  with 
adipose  tissue. 

The  microscopic  examination  of  the  preparations, 
most  of  which  were  formalin-hardened  specimens, 
was  made  chiefly  on  the  cartilaginous  parts  of  the 
joint  ends.  Regardless  of  the  etiology  of  the  various 
ankyloses  the  picture  was  uniform.  The  strongest 
organization  and  substitution  processes  were  formed 
within  the  region  of  the  ankylosis  itself,  while  the 
surfaces  not  involved  in  the  ankylosis  showed  altera- 
tions only  in  spots. 

The  substitution  of  cartilaginous  tissue,  which  in 
general  was  greatly  degenerated,  proceeds  from  the 
articular  surface  by  granulation  tissue  rich  in  cells 
and  from  the  bone  marrow.  According  to  the 
variety  of  the  substitution  of  the  cartilage,  the  anky- 
losis was  fibrous,  fibro-osseous,  or  purely  osseous. 
The  production  of  osteophytes,  so  far  as  it  consisted 
of  purely  marginal  osteophytes,  is  traced  back  to 
periosteal  formation.  The  author  attributes  the 
periosteal  inflammatory  process  to  the  primary  trau- 
ma or  to  periosteal  splintering  due  to  the  inflamma- 
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tion.  Intra -articular  new  bone  formation,  of  which 
the  end-result  is  osseous  ankylosis,  results  from  bone 
formation  by  bone  marrow  elements  which  have 
penetrated  the  cartilage. 

In  two  cases  the  intra-articular  production  of 
osteophytes  was  traced  back  to  the  fact  that  the 
osteophyte  was  primarily  a  free  traumatic  loose 
body  of  the  joint.  In  the  inner  ligamentous  appara- 
tus of  the  knee  joint  the  alteration  was  least,  with 
the  exception  of  thickening  of  the  fibrils  and  hyalin 
or  adipose  degeneration.  The  capsular  portions, 
however,  showed  microscopic  changes  of  most  di- 
verse forms:  fibrous  and  cicatricial  transforma- 
tions, hyalin,  adipose,  and  gelatinous  degeneration, 
thickening  of  the  vessels,  and  thrombosis. 

The  author  is  of  the  opinion  that  these  investiga- 
tions sustain  Payr's  radical  position  regarding  the 
mobilization  of  ankylosed  joints.  Houeik  (Z). 

Van  Neck,  M.:  Supracondylar  Femoral  Osteotomy 
in  Extensive  Infantile  Paralysis  (L'osl^otomie 
fdmorale  sus-condylienne  dans  les  paralysies  infan- 
tiles  6tendues).  Arch,  franco-beiges  de  chir.,  1921, 
XXV,  247. 

Some  persons  affected  with  infantile  paralysis  can 
keep  their  equilibrium  and  even  walk  without  the 
aid  of  apparatus.  Others  are  unable  to  use  the  limb. 
The  difference  is  due  to  the  fact  that  in  the  first 
type  of  case  the  center  of  gravity  can  be  made  to 
fall  in  front  of  the  knee  by  inclining  the  thorax, 
while  in  the  second  this  is  impossible  because  of  in- 
volvement of  the  lumbar  and  buttock  muscles. 

The  surgical  problem  in  such  cases  is  to  make  the 
center  of  gravity  fall  in  front  of  the  axis  of  the  knee 
when  the  body  is  not  bent  forward.  Lorenz  was  the 
first  to  devise  an  operation  to  throw  the  axis  of  the 
knee  backward.  By  a  supracondylar  femoral  osteot- 
omy he  placed  the  leg  in  genu  recurvatum.  This 
was  done  by  Van  Neck  in  four  cases  after  necessary 
tenotomies  and  correction  of  the  foot.  Two  of  the 
patients  are  now  able  to  walk  without  any  apparatus, 
one  walks  well  with  the  aid  of  a  cane,  and  one  is 
able  to  walk  with  an  orthopedic  shoe. 

W.  A.  Brennan. 

Fieri,  G. :  Tibio-Astrajjalar  Disarticulation  with  an 
Anterior  Hypocinematic  Strip  (Disartirolazione 
tibio-astragalica  a  lembo  anteriore  ipocinematica). 
Chir.  d.  organi  d.  movimtnto,  1921,  v,  550. 

Disarticulation  of  the  foot  is  not  often  done 
because  frequently  the  tibio-astragalar  articulation 
is  invaded  or  because,  when  the  soft  parts  are 
not  in  good  condition,  the  surgeon  prefers  supra- 
malleolar amputation  which  favors  the  formation  of 
the  classical  posterior,  internal,  or  postero-internal 
cinematic  strips. 

Disarticulation  of  the  foot  is  preferable  to  supra- 
malleolar amputation  because  it  gives  a  longer 
stump  which  does  not  require  the  use  of  complicated 
orthopedic  apparatus  and  the  weight  of  the  body  is 
better  supported  by  the  cinematic  soft-part  covering 
of  the  stump.    This  operation  is  possible  and  will 


give  good  results  even  when  only  the  soft  parts  on 
the  dorsum  of  the  foot  are  preserved  as  in  such  cases 
the  stump  may  be  covered  with  a  single  anterior 
strip  or  a  smaller  anterior  strip  and  two  postero- 
lateral strips.  Cases  of  extensive  freezing,  ischaemic 
gangrene,  or  subtotal  traumatic  destruction  of  the 
foot,  which  heretofore  have  been  considered  by^the 
majority  of  surgeons  as  typical  cases  for  supra- 
malleolar amputation,  are  quite  suitable  for  dis- 
articulation. 

When  there  is  an  indication  for  disarticulation  of 
the  foot  and  it  is  feasible  to  cut  a  posterior  strip 
(the  strip  of  choice),  it  is  advisable  to  make  the 
disarticulation  with  the  Syme  incision  and  to  create 
a  cinematic  hood  for  the  stump  by  means  of  a  tibio- 
fibular tendinous  loop,  suturing  the  Achilles  tendon 
either  alone  or  with  the  other  flexor  tendons  to  the 
antagonistic  tendons.  The  steps  of  the  technique 
are:  (i)  a  dorsal  incision  circumscribing  a  long 
cutaneous  strip  which  usually  does  not  extend 
beyond  Lisfranc's  tarsometatarsal  interline;  (2) 
dissection  of  this  strip  for  about  2  cm.  from  the 
underlying  soft  parts,  incision  of  the  soft  parts  to 
the  bone,  and  elevation  of  the  strip  with  the  dorsal 
tendons  to  expose  the  articulation;  (3)  tibio-astrag- 
alar disarticulation;  (4)  sectioning  of  the  deep 
posterior  tendons  as  low  as  possible,  disinsertion  of 
the  Achilles  tendon,  and  ligation  of  the  vessels; 
(5)  malleolar  section;  (6)  adaptation  of  the  anterior 
strip  over  the  articular  surfaces  and  suturing  of  the 
anterior  to  the  posterior  tendons;  (7)  suture  of  the 
skin  and  plastic  repair. 

Good  results  were  obtained  by  the  author  in 
three  cases.  W.  A.  Brennan. 

Schultze,  F.:  The  Various  Forms  of  Flat-Foot  and 
Their  Treatment  (Die  Eintcilung  des  Plattfusses 
in  seine  einzelnen  Formen  und  derea  Behandlung). 
Zlschr.f.  orlhop.  Chir.,  192 1,  xlii,  15. 

On  a  pathologico-anatomical  basis  the  author 
classifies  flat-foot  into  the  following  varieties: 

1.  The  muscular  form.  The  tension  of  the  arch 
becomes  relaxed  and  the  foot  becomes  flattened  be- 
cause of  the  greater  action  of  the  posterior  group  of 
muscles  as  compared  with  the  anterior  group.  This 
condition  is  curable  at  first,  but  later,  after  con- 
traction and  stretching  of  the  ligaments,  becomes 
permanent. 

2.  The  ligamentous  form,  an  advanced  stage  of 
the  muscular  form. 

3.  The  osseous  form  with  bending  of  the  longitud- 
inal axis  of  the  foot,  a  form  developing  from  the 
ligamentous  form.  The  entire  foot  is  flat,  the  talus 
and  calcaneus  are  rotated  around  the  longitudinal 
axis,  the  anterior  portion  of  the  foot  is  in  abduction, 
pronation  and  supination  are  suspended,  and  the 
patient  has  a  stamping  gait. 

The  muscular  form  must  be  treated  by  system- 
atically exercising  the  muscles,  flexing  the  sole  with 
the  toes,  particularly  the  great  toe,  and  during  the 
intervals  holding  the  foot  in  supination.  The  second 
and  third  forms  are  to  be  treated  by  compression 


GENERAL  SURGERY— SURGERY  OF  THE   SPINAL   COLUMN  AND   CORD    387 


and  reduction.  The  anterior  part  of  the  foot  must 
be  placed  at  the  correct  angle  with  the  posterior 
part.  The  author  describes  the  technique.  The 
position  of  the  toes  must  be  corrected  in  plaster  of 
Paris.   A  foot-plate  should  never  be  used. 

Grashey  (Z). 

Mayer,  L. :  The  Treatment  of  Paralytic  Flat  Feet. 

/.  Bone  &  Joint  Surg.,  1922,  iv,  39. 

The  author  classifies  paralytic  flat  feet  on  the 
basis  of  the  muscles  weakened  and  the  extent  of 
the  paralysis  as  follows: 

Type  i.  This  group  comprises  cases  of  isolated 
paralysis  of  the  tibial  anticus.  Inversion  is  impos- 
sible when  the  foot  is  dorsiflexed,  but  possible  when 
it  is  below  a  right  angle.  To  be  sure  that  complete 
paralysis  has  occurred  it  is  necessary  to  immobilize 
the  foot  in  calcaneovarus,  thus  bringing  the  origin 
and  insertion  as  near  together  as  possible.  If  the 
Achilles  tendon  is  shortened,  it  should  be  divided. 
Immobilization  should  be  maintained  for  six  weeks. 
If  by  this  time  there  is  no  return  of  function,  com- 
plete paralysis  may  be  assumed.  If  there  is  the  least 
sign  of  function  the  immobilization  should  be  con- 
tinued but  exercise  and  massage  should  be  given. 
Plaster  should  be  used  for  the  first  six  weeks  and 
then  a  brace. 

Type  2.  This  group  includes  those  of  the  first 
type  in  which  the  anterior  tibial  is  completely 
paralyzed  and  those  in  which  there  is  partial 
paralysis  of  the  anterior  tibial  with  some  weak- 
ness of  other  inverting  muscles.  Operation  is  ne- 
cessary. 

The  author's  study  of  muscle  balance  has  shown 
that  the  tibiahs  anticus  acts  as  a  strong  inverter 
when  the  foot  is  below  an  angle  of  90  degrees.  On 
further  dorsiflexion  it  acquires  a  slight  abducting 
power.  When  the  action  of  the  AchiUes  and  anterior 
tibial  were  combined,  marked  inversion  of  the 
dorsiflexion  resulted. 

The  rule  followed  by  Mayer  is  that  the  inverters 
should  slightly  outbalance  the  everters. 


Tendon  transplantation  is  resorted  to  in  the 
second  type  of  cases.  In  those  which  are  mild  the 
extensor  proprius  hallucis  is  used,  and  in  those 
more  severe,  the  peroneus  longus. 

The  insertion  of  the  paralyzed  anterior  tibial 
tendon  is  exposed,  and  then  the  upper  end  of  the 
tibial  sheath.  A  threaded  probe  is  passed  down 
through  the  sheath  until  it  emerges  at  the  insertion 
of  the  tendon.  The  tendon  to  be  transplanted  is 
then  exposed  and  drawn  downward  through  the 
sheath  of  the  anterior  tibial  by  means  of  the  guide 
suture.  Since  adhesions  will  occur  when  the  tendon 
crosses  the  anterior  intermuscular  septum,  a  fascial 
plastic  is  employed  when  the  peroneus  longus  is 
transplanted.  In  this  plastic  operation  a  trapdoor 
flap  is  cut  in  the  fascia  of  each  muscular  compart- 
ment, the  fascia  is  everted,  the  two  fascial  edges 
are  united  by  means  of  a  Lembert  sutiu-e,  and  the 
transplanted  tendon  is  attached  to  the  bone  at  the 
insertion  of  the  tibialis  anticus.  Within  sixteen  days 
there  is  physiological  fixation  of  the  tendon  and 
active  exercise  may  be  begun. 

Type  3.  This  group  includes  cases  in  which  there 
is  complete  paralysis  of  all  inverters  except  the 
Achilles.  The  treatment  still  remains  unsatisfac- 
tory. In  one  case  the  author  transplanted  the  ex- 
tensor longus  digitorum  to  the  inner  side  of  the  foot. 
The  result  was  gratifying.  In  four  cases  the  extensor 
proprius  hallucis  was  transferred  in  addition  to  the 
peroneus  longus.  These  results  were  not  so  satis- 
factory. 

Type  4.  In  cases  belonging  to  this  group  there  is 
complete  paralysis  of  all  inverters  including  the 
Achilles  tendon.  The  type  is  rare.  Of  the  meth- 
ods of  treatment  the  author  prefers  bone  stabili- 
zation. 

The  after-treatment  of  all  cases  demands  the  use 
of  suitable  appliances  until  the  weakened  muscles 
have  regained  their  maximum  strength.  Post- 
operative muscle  training  must  be  employed.  A 
night  splint  of  plaster  or  celluloid  should  be  applied. 

John  Mitchell,  M.D. 


SURGERY  OF  THE   SPINAL   COLUMN  AND   CORD 


Jacobaeus,  H.  G. :  On  Insufflation  of  Air  into  the 
Spinal  Canal  for  Diagnostic  Purposes  in  Cases 
of  Tumors  in  the  Spinal  Cord.  Acta  mcd. 
Scand.,  192 j,  Iv,  555. 

Insufflation  of  air  into  the  spinal  canal  to  replace 
the  fluid  removed  in  cases  of  tuberculous  meningitis 
was  first  used  in  1909  but  was  without  benefit. 

Jacobaeus  fiist  insufflated  air  for  diagnostic  pur- 
poses in  a  case  of  spinal  cord  tumor  in  July,  1919. 
He  has  since  used  the  procedure  in  three  other  cases 
with  positive  results  and  in  a  few  with  negative  re- 
sults. There  was  no  difficulty  in  showing  the  air 
column,  but  it  was  very  difficult  to  obtain  an  easily 
visible  upper  limit.  After  the  withdrawal  of  20  to 
30  c.  cm.  of  cerebrospinal  fluid,  a  corresponding 
quantity  of  air  or  oxygen-gas  was  injected  with  an 


ordinary  20-c.  cm.  Record  syringe.  In  the  cases  in 
which  a  tumor  was  found  the  pain  was  very  slight. 
In  those  in  which  no  tumor  was  found  a  severe  head- 
ache persisted  for  several  days. 

The  first  case  was  that  of  a  man  43  years  of  age 
from  whom  an  extradural  neuroma  opposite  the 
eighth  dorsal  vertebra  was  removed.  Three  months 
after  the  operation  his  general  condition  was 
slightly  improved  but  the  spasticity  and  limitation 
of  motion  in  the  legs  remained  unchanged. 

The  second  case  was  that  of  a  man  53  years  of  age 
from  whom  an  intradural  neuroma  opposite  the 
ninth  thoracic  vertebra  was  removed.  Two  months 
later  he  was  discharge  from  the  hospital  much  im- 
proved from  the  standf>oint  of  mobility  but  the 
sensory  disturbances  were  only  slightly  improved. 
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The  third  case  was  that  of  a  man  40  years  of  age 
from  whom  a  fibrosarcoma  of  the  dura  mater  involv- 
ing the  arches  at  the  fourth  and  fifth  dorsal  vertebrae 
was  partially  removed.  The  patient  was  discharged 
from  the  hospital  about  ten  weeks  later  not  much 
improved.  Six  months  later  he  was  considerably 
improved  and  could  walk  quite  a  long  distance  with- 
out becoming  tired. 

In  Cases  2  and  3  the  upper  limit  of  the  air  column 
corresponded  well  to  the  lower  limit  of  the  tumor  as 
found  at  operation.  In  the  third  case  the  air  column 
stopped  somewhat  below  the  lower  limit  of  the 
tumor.  It  is  not  known  whether  this  was  due  to 
adhesions  or  a  too-small  quantity  of  insufflated  air. 
The  results  already  obtained,  however,  indicate 
that  this  method  may  be  of  definite  value  in  the 
topical  diagnosis  of  spinal  tumors.  While  errors  may 
be  made  when,  for  some  unknown  reason,  the  air 
does  not  extend  quite  up  to  the  tumor,  distinctness 
of  the  air  column  indicates  the  absence  of  a  spinal 
cord  tumor.  Carl  R.  Steinke,  M.D. 

Thorbum,  W. :  The  Diagnosis  and  Treatment  of 
Intrathecal  Tumors  of  the  Spinal  Cord.  Brit. 
M.  J.,  1922,  i,  49. 

In  a  very  interesting  article  the  author  lays  stress 
upon  the  fact  that  in  the  treatment  of  intrathecal 
tumors  of  the  spinal  cord  we  have  one  of  the  most 
reliable  developments  of  the  surgery  of  the  nervous 
system.  He  reports  two  cases  in  detail,  one  typical, 
the  other  less  typical.  In  the  differential  diagnosis 
the  following  conditions  must  be  considered: 

1.  Conditions  arising  as  the  result  of  haemorrhage 
These  are  generally  associated  with  a  history  of 
injury. 

2.  Tuberculous  disease  of  the  spine.  This  may  be 
differentiated  by  radiological  studies.  Attention  is 
drawn  here  to  the  fact  that  local  tenderness  revealed 
by  tapping  the  spinal  processes  and  even  local 
kyphosis  may  be  present  in  cases  of  intrathecal 
growths. 

3.  Malignant  growths  in  the  vertebrae  themselves. 
These,  however,  are  usually  secondary  and  the  find- 
ing of  a  primary  growth  elsewhere  leads  to  the  cor- 
rect diagnosis. 

4.  Syphilis.  This  may  be  excluded  by  the  usual 
methods. 

5.  Growths,  tuberculous  masses,  and  cysts. 

In  cases  of  intrathecal  tumors  of  the  spinal  cord 
pain  as  an  early  symptom  is  of  imf)ortance.  This 
may,  or  may  not,  be  associated  with  paraesthesia 
with  a  certain  degree  of  anaesthesia.  The  pain  may 
be  explained  by  the  clinician  as  rheumatic  or  of 
visceral  origin,  but  more  careful  study  leads  to  the 
correct  diagnosis. 

The  diagnosis  having  been  made,  it  is  important 
to  localize  and  remove  the  growth.  Localization 
demands:  (i)  careful  examination  to  ascertain 
the  highest  level  of  sensory  or  motor  phenomena; 
(2)  a  knowledge  of  the  distribution  of  the  spinal 
segments;  (3)  recognition  of  the  relation  of  these 
segments  to  the  spinal  processes;  and  (4)  correct 


enumeration  of  the  spinal  processes  themselves.  A 
great  majority  of  intrathecal  tumors  lie  below  the 
brachial  and  above  the  lumbar  enlargement  and  can 
be  easily  shelled  out. 

Pathologic  reports  of  growths  removed  vary 
greatly,  though  probably  they  all  arise  from  the 
dura,  pia,  or  arachnoid. 

From  the  less  typical  case  history  the  author  draws 
attention  to:  (i)  the  importance  of  exploring  doubt- 
ful cases  of  transverse  lesions  of  the  cord;  (2)  the 
fact  that  exploration  does  no  harm  even  if  the  diag- 
nosis is  incorrect;  (3)  the  possibility  of  arresting 
many  cases  of  transverse  myelitis  by  incision  and 
drainage  of  the  dura  mater  if,  as  he  hqlds.  such  mye- 
litis is  often  due  to  infection  spreading  along  the 
nerves  and  then  necessarily  crossing  the  meninges 
and  intradural  space  before  the  cord  itself  is 
attacked. 

In  Thorburn's  opinion  the  infections  are  usually 
derived  from  the  urinary  organs.  This  theory  agrees 
with  the  tendency  of  transverse  myelitis  to  attack 
levels  connected  with  the  kidneys  and  also  with  the 
fully  recognized  tendency  of  the  kidney  to  collect 
and  harbor  organisms  of  all  types. 

M.  R.  Flynn,  M.D. 

Cyriax,  E.  P.:  Partial  Spondylolisthesis  or  Minor 
Displacement  Forward  of  the  Fifth  Lumbar 
Vertebra.  .\fcd.  Press,  1922,  n.s.  cxiii,  10. 

Partial  spondylolisthesis  (slight  forward  displace- 
ment of  the  fifth  lumbar  vertebra)  is  very  common. 
It  usually  comes  on  slowly,  taking  months  or  even 
years.  Of  the  thirty-four  cases  cited  by  the  author 
thirty-two  were  those  of  females  and  twenty-five 
of  the  latter  had  not  had  children.  There  was  a 
history  of  anaemia  in  twenty,  of  rickets  in  six,  of 
infantile  paralysis  in  two,  and  of  some  other  para- 
lytic affection  in  childhood  in  three.  In  three  cases 
the  condition  was  of  traumatic  origin.  In  fourteen 
there  was  concomitant  lordosis,  and  in  five  cases, 
scoliosis. 

The  symptoms  depend  upon  the  degree  of  com- 
pensation for  the  changes.  Persistent  backache 
develops  in  the  area  of  displacement  and  is  markedly 
increased  when  pressure  is  applied  over  the  fifth 
lumbar  vertebra  in  a  direction  which  increases  the 
deformity.  Usually  there  is  an  abnormal  depression 
just  above  the  top  of  the  sacrum.  Other  postural 
changes  may  be  present.  Nervous  changes  may 
develop  because  of  the  pressure  on  the  sympathetic 
nerves  in  the  lumbar  region  at  this  point,  but  the 
author  has  never  observed  symptoms  pointing  to 
pressure  on  the  spinal  nerves. 

The  treatment  is  the  same  as  for  displacements 
elsewhere,  namely,  reposition  with  after-treatment 
by  mechanotherapeutics  to  strengthen  the  affected 
articulations.  The  longest  treatment  given  by  the 
author  consisted  of  twenty  manipulations  for  re- 
position, and  the  shortest  of  two.  In  no  case  did  the 
deformity  recur.  Gynecological  and  rectal  con- 
ditions must  also  be  taken  into  consideration. 

F.  W.  Carruthers,  M.D. 
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Bachlechner,  K.:  Operative  Ankylosis  of  the  Spine 
in  Tuberculous  Spondylitis  (Zur  operativen 
Versteifung  der  Wirbelsaeule  bei  tuberkuloeser 
Spondylitis).    Beitr.  z.  klin.  Chir.,  1921,  cxxiv,  655. 

In  answering  the  question  whether,  in  tuberculosis 
of  the  spine,  ankylosis  should  be  effected  by  bone 
bridging,  the  cases  of  importance  are  those  in  which 
the  end-result  of  the  bone  implantation  can  be  seen 
at  autopsy.  Up  to  the  present  time  two  cases  have 
been  reported  by  Meyer  from  the  Biesalski  Clinic 
and  one  case  has  been  reported  by  Goerres  in  w^hich 
examination  showed  an  absolutely  firm  bony  union 
between  the  inlay  and  the  spinous  processes. 

The  author  reports  the  case  of  a  patient  who  died 
eight  weeks  after  the  operation.  At  autopsy  the 
pait  of  the  implant  not  covered  with  periosteum 
was  found  to  be  fused  with  the  spinous  processes, 
but  its  periosteal  side  was  not  fused  even  at  its  free 
border  though  it  was  impossible  to  loosen  the  implant 
from  the  spinous  processes. 

Bachlechner  states  that  in  certain  movements  of 
the  spine,  flexion  forward  and  backward,  the  im- 
plant becomes  very  firmly  united  with  the  vertebrae, 
but  a  rotary  flexion  at  the  lower  portion  may  easily 
cause  its  fracture.  It  is  evident,  therefore,  that 
rotary  movements  must  be  prevented. 

VORSCHXIETZ  (Z). 

Gobbi,  L. :  A  Case  of  Lumbosacral  Bone  Tumor  (Un 

case  di  tumore  dello  scheletro  lombosacrale) .  Arch, 
ital.  di  chir.,  1921,  iv,  519. 

The  patient  whose  case  is  reported  was  a  girl  who 
came  to  the  hospital  with  a  diagnosis  of  Pott's 
disease  of  the  fourth,  and  sacralization  of  the  fifth, 
lumbar  vertebra.  About  a  year  previously  she 
had  fallen  on  the  sacral  region.  Some  months  later 
pain  was  experienced  in  the  right  malleolar  region 
and  knee  and  finally  became  localized  and  intensified 
in  the  lumbosacral  region  where  a  large  fluctuant 
lump  could  be  felt.  Haemorrhagic  fluid  was  with- 
drawn several  times  by  exploratory  puncture.  As 
puncture  was  insufficient  to  relieve  the  tension,  an 
incision  was  made  over  the  tumor.  A  large  quantity 
of  grumous,  bloody  fluid  escaped.  Deep  exploration 
of  the  focus  revealed  involvement  of  the  sacro-iliac 
articulation.  Following  this  operation  the  patient's 
condition  improved  and  she  left  the  hospital.  At 
a  subsequent  examination  her  general  condition  was 
found  the  same  as  before  but  locally  a  neoformed 
tissue  beneath  the  skin  and  evidently  of  deep  origin 
was  discovered.  This  constantly  increased  in  size. 
Sections  were  removed  for  histologic  examination. 
The  patient  ultimately  died  of  bronchitis  and 
nephritis. 

In  this  case,  despite  the  almost  total  destruction 
of  the  sacrum,  there  were  practically  none  of  the 
vertebral  osseous  symptoms  usually  associated  with 
spinal  tumors.  The  radicular  symptoms  were  almost 
entirely  sensory  disturbances  until  very  late  when 
there  were  bilateral  sciatic  pains  and  nearly  com- 
plete anaesthesia  of  the  soles  of  the  feet.  Medullary 
symptoms  were  almost  entirely  lacking. 


The  principal  objective  signs  were  anaemia,  pro- 
gressive emaciation,  and  cachexia.  Finally  there 
was  reason  to  suspect  an  intestinal  metastasis  of  the 
neoplasm  in  the  form  of  a  hard,  palpable  nodule  in 
the  hepatic  flexure  of  the  colon.  There  were  then 
painful  attacks  of  colic  accompanied  by  diarrhoea. 

As  there  was  no  autopsy,  histologic  examination 
was  limited  to  biopsy.  The  neoplastic  tissue  showed 
fibrosarcoma  with  cartilaginous  islets  in  various 
stages  of  development.  Two  types  of  connective 
tissue  cells  were  demonstrable:  fusiform  cells  of  con- 
nective tissue  and  cartilage  cells.  Hence  the  struc- 
ture was  that  of  a  fusocellular  chondrosarcoma. 

The  author  gives  a  number  of  histologic  illustra- 
tions and  reviews  the  history  of  this  type  of  neoplasm. 

W.  A.  BRENNAN. 

Lupo,  M.:  Vicious  Sacralization  of  the  Fifth  Lum- 
bar Vertebra,  with  Special  Regard  to  Its 
Morphology  in  Infancy  (Contributo  alia  cono- 
scenza  del  vizio  di  assimilazione  sacrale  del  5° 
metamero  lombare,  con  speciale  riguardo  alia  sua 
morfologia  nell'  infanzia).  Chir.  d.  organi  di  tnovi- 
mento,  1921,  v,  503. 

Lupo  complains  that  in  France  there  is  a  tendency 
to  ignore  the  work  previously  done  by  Italian  in- 
vestigators with  regard  to  the  anomalies  of  the 
lumbar  vertebrae,  especially  the  work  done  by  Putti, 
Serra,  Bertolotti,  Rossi,  and  Coleschi.  Although 
in  1910  and  191 2  Adams  and  Goldthwait  in  America 
resected  the  right  transverse  process  in  a  case  of 
sacralization  of  the  fifth  lumbar  vertebra  with 
sacro-Uiac  pain,  it  was  Bertolotti  who,  in  191 7, 
first  described  a  clinical  syndrome  of  vicious  re- 
gional difl^erentiation  and  classified  ischiatic,  lumbar, 
sciatic,  ureteral,  and  other  typical  pains  according 
to  their  origin. 

The  relationship  of  clinical  symptoms  and  skeletal 
anomalies  has  shown  that  from  the  second  decade 
of  life  sacralization  of  the  fifth  lumbar  vertebra 
may  set  up  a  painful  syndrome  of  a  character  which 
varies  with  the  morphology  of  the  anomaly.  It  is 
incorrect  to  speak  of  a  painful  syndrome  in  regard 
to  the  phenomenon  in  infancy,  as  it  is  well  known 
that  the  subjective  and  objective  syndrome  is  not 
established  until  the  complete  development  of  the 
bone.  In  Lupo's  opinion,  however,  it  would  be  of 
interest  to  make  a  careful  search  for  any  such  mal- 
formations during  the  period  of  early  extra-uterine 
development  in  order  to  confirm  the  beginning  of 
the  clinical  syndrome  and  discover  what  conditions 
result  from  or  are  associated  with  regional  hetero- 
morphism. 

The  author  reports  eleven  clinical  cases  of  sacra- 
lization of  the  fifth  lumbar  vertebra  in  children 
under  16  years  of  age  who  had  scoliosis,  coxa  vara, 
or  some  other  deformity  in  addition.  From 
these  cases  he  draws  the  following  conclusions: 

1.  Sacralization  of  the  fifth  lumbar  vertebra  is 
not  more  rare  in  infancy  than  in  adult  life. 

2.  The  defect  is  more  frequently  bilateral  than 
unilateral. 
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3.  In  the  first  and  second  decades  it  is  very  seldom 
accompanied  by  pain  or  nervous  disturbances. 

4.  It  is  frequently  associated  with  congenital 
deformities  of  the  lower  limbs  and  pelvis,  such  as 
congenital  hip  dislocation,  coxa  valga,  coxa  vara, 
etc. 

Lupo  believes  that  in  sacralization  there  is  a  true 
and  profound  change  in  the  morphology  of  the 
vertebra.  From  the  vertebral  body  to  the  arches 
and  the  transverse  processes  all  the  elements  have 
undergone  a  retrogressive  transformation  so  that 
in  cases  of  advanced  sacralization  the  lumbar  char- 
acter of  the  fifth  vertebra  no  longer  persists. 

The  records  of  the  Radiologic  Institute  at  Turin 
(no  cases)  show  that  in  72  per  cent  the  anomaly  was 
bilateral  and  in  28  per  cent  unilateral.  In  the  earlier 
reports  published  unilaterality  was  almost  con- 
stant. The  preponderance  of  bilaterality  has 
become  evident  only  with  more  recent  roent- 
genological research. 

As  far  as  is  known  the  degree  of  sacralization 
found  in  infancy  indicates  the  degree  of  the  fully 
developed  anomaly. 

The  hypothesis  that  sacralization  is  due  to  a  faulty 
foetal  position  or  amniotic  compression  is  not  sup- 
ported by  the  facts.  We  must  admit,  however,  that 
some  other  cause  acts  in  the  embryonic  period  to 
modify  the  osteogenetic  activity.  Lupo  believes 
that  sacralization  of  the  fifth  lumbar  vertebra  is  in 
all  probability  a  phenomenon  of  a  regressive  type 
as  its  presence  is  normal  in  certain  anthropomorphic 
apes.  Coxa  valga,  which  is  almost  always  associated 
with  sacralization,  may  also  be  considered  a  phenom- 
enon of  atavism.  Thus  the  problem  appears  to 
resolve  itself  into  the  question  of  the  causes  of 
atavistic  regression.  That  such  regression  is  con- 
nected with  a  pathologic  cause  is  today  admitted 
almost  universally  but  thus  cause  has  not  yet  been 
determined.  W.  A.  Brennan. 

Peabody,  C.  W. :  Secondary  Foci  of  Tuberculosis 
in  the  Spine  in  Pott's  Disease.  Ann.  Surg.,  1922, 
Ixxv,  95. 

Within  a  period  of  six  months  there  came  under 
the  author's  observation  in  one  clinic  four  cases  of 
secondary  foci  in  Pott's  disease.    As  this  frequent 


incidence  is  at  variance  with  the  prevailing  opinion, 
an  exhaustive  search  and  analysis  of  the  records  of 
the  X-ray  department  of  the  Massachusetts  Gen- 
eral Hospital  was  made.  Both  out-patient  and  ward 
cases  from  1913  to  date  were  investigated.  The 
number  of  cases  finally  and  definitely  diagnosed  as 
Pott's  disease  amounted  to  315.  In  this  series  there 
were  thirteen  cases  with  secondary  foci  in  the 
spine. 

The  author  divides  the  series  into  two  groups. 
For  the  cases  of  Group  i,  those  treated  between 
1 913  and  IQ18,  detailed  reports  of  the  X-ray  find- 
ings were  lacking,  only  a  summary  being  given. 
For  Group  2,  those  treated  since  1918,  the  records 
are  complete.  Group  i  included  200  cases,  four 
(2  per  cent)  with  secondary  foci.  Group  2  included 
112  cases,  nine  (8.2  per  cent)  with  secondary  foci. 
The  total  of  Groups  i  and  2  equals  312  cases  with 
thirteen  (4.1  per  cent)  with  secondary  foci. 

In  Peabody's  opinion  the  incidence  of  secondary 
foci  in  the  second  group  is  nearer  the  real  incidence 
than  that  in  the  total  number  of  cases  and  the 
highest  rate  given  may  be  below  the  real  incidence. 
His  reasons  are: 

1.  In  almost  all  the  cases  the  discovery  of  the 
secondary  foci  was  accidental. 

2.  In  a  large  number  of  the  cases  the  plates  in- 
cluded only  a  limited  area  of  the  spine. 

3.  In  the  majority  of  the  cases  one  focus  was 
more  advanced  than  the  other  and  gave  clinical 
evidence  of  its  presence.  It  is  generally  the  custom 
to  X-ray  only  the  part  which  is  clinically  involved. 
Hence,  unless  the  clinician  demands  an  extensive 
examination,  only  a  closely  adjacent  lesion  will  be 
discovered.  Therefore  a  routine  search  for  further 
lesions  would  probably  show  a  higher  incidence  of 
secondary  foci. 

Peabody  sp>eculates  as  to  the  manner  in  which  the 
process  spreads — whether  the  lesions  are  separate 
hematogenous  infections  from  a  common  distant 
source,  whether  the  second  lesion  is  caused  by 
organisms  thrown  into  the  blood  stream  by  the  first 
lesion,  and  whether  the  new  focus  is  a  direct  metas- 
tasis through  the  lymphatics.  He  believes  there 
is  evidence  in  favor  of  the  third  theory. 

John  W.  Powers,  M.D. 


SURGERY  OF  THE   NERVOUS   SYSTEM 


Heile,  B. :  A  Review  of  Our  Nerve  Operations  with 
FoUow-Up  Examinations  (Rueckblick  auf  unsere 
Nervenoperationen  mit  Nachuntersuchungen).Bfi/r. 
s.  klin.  Chir.,  1921,  cxxiv,  639. 

According  to  Stoflfel,  the  exact  apposition  of  indi- 
vidual nerve  strands  is  generally  impossible  and 
if  the  apposition  is  only  approximate  it  is  without 
any  very  great  value.  This  is  shown  by  microscopic 
pictures  which  accompany  the  article;  they  demon- 
strate also  the  importance  of  the  sympathetic  fibers 
in  the  peripheral  nerves,  and  prove  that  the  inter- 
ruption of  peripheral  nerves  by  indirect  inflamma- 


tory processes  arising  in  remote  wounds  is  more 
frequent  than  has  been  believed  heretofore. 

The  author  has  entirely  abandoned  internal  neu- 
rolysis as  it  yields  a  very  small  percentage  of  cures 
(12  per  cent).  As  far  as  possible  the  sutured  nerve 
must  be  placed  in  healthy  surroundings.  Isolation 
by  means  of  calf  arteries  protects  the  nerve  for  a 
certain  time  only,  and  wrapping  in  fascia  gives 
utterly  bad  results.  Rubber  drains  give  the  best 
protection  to  the  site  of  suture  as  they  have  been 
found  still  unat  tacked  by  granulations  after  five 
years. 
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The  author's  technique  is  now  much  more  simple 
than  at  the  beginning  of  the  war.  Instead  of  small 
incisions,  specific  adaptation,  internal  neurolysis, 
and  atypical  partial  resection,  he  now  prefers  large 
incisions,  careful  handling  of  the  nerves,  and  a 
simple  transverse  resection.  The  end-results,  how- 
ever, are  not  much  better.  Of  300  cases  operated 
on,  eighty-seven  reported  in  191 7  immediately  after 
the  operation  were  subsequently  re-examined.  In  a 
fourth  of  these  cases  there  had  been  no  improvement 
after  thirty  months,  in  three-fourths  there  was  im- 
provement, and  in  one-fourth  of  the  latter  a  com- 
plete cure.  Of  the  cases  of  diastasis  only  one  was 
cured,  a  case  in  which  a  defect  of  the  sciatic  nerve 
at  the  level  of  the  gluteal  fold,  8  cm.  long,  was  en- 
tirely healed  within  two  years  after  the  gap  had 
been  bridged  with  siUc  threads.  Therefore  the  au- 
thor has  become  convinced  of  the  value  of  tendon 
transplantation  in  such  cases. 

The  most  favorable  results  from  operation  were 
shown  by  the  radial  nerve,  the  worst  by  the  plexus. 
In  mixed  nerves  the  restoration  of  the  motor  strands 
always  took  place  earlier  than  that  of  the  sensory. 
It  was  often  impossible  to  overcome  the  irritation 
of  sensory  nerves,  attributed  by  the  author  to 
neuritis,  even  by  section  of  the  nerve.  Hence  in  one 
case  of  sciatica  he  resected  the  fifth  lumbar  and  the 
first  three  sacral  roots,  and  in  another  case,  the  second 
and  third  sacral  roots.  The  resvdts  were  very  satis- 
factory. Kempf  (Z). 

Lahey,  F.  H.,  and  Clute,  H.  M.:  Spinal  Accessory 
Paralysis  Follov^ing  Neck  Dissection.  Boston 
M.  &  S.  J.,  1922,  clxxxvi,  I. 

Letters  were  sent  to  132  patients  who  had  had  a 
dissection  of  the  neck  for  tuberculous  lymph  nodes 


at  the  Boston  City  Hospital.  Of  forty-six  who 
replied,  twelve  had  paralysis  of  the  spinal  accessory 
nerves.  The  loss  of  function  was  most  marked 
by  inability  to  abduct  the  arm  beyond  a  right 
angle  with  any  degree  of  power  or  to  elevate  the 
shoulders. 

The  relations  of  the  spinal  accessory  nerve  and 
the  formation  of  the  subtrapezius  plexus  are  shown 
in  three  dissection  plates.  Photographs  of  seven 
patients  are  given. 

In  the  authors'  opinion  the  spinal  accessory 
nerve  is  probably  quite  susceptible  to  the  effects  of 
trauma  and  its  regenerative  capacity  following 
trauma  is  limited,  particularly  when  the  regenera- 
tion must  occur  while  the  nerve  is  still  located  in  a 
field  that  is  to  be  the  site  of  considerable  scar 
tissue. 

For  the  identification  of  the  nerve  a  battery  with 
electrodes  should  be  used;  the  nerve  should  never 
be  pinched. 

In  conclusion  the  authors  state  that  in  undertak- 
ing neck  operations  for  lesions  not  necessarily  fatal 
the  loss  of  function  secondary  to  spinal  accessory 
paralysis  must  always  be  considered  of  serious 
consequence.  This  complication  is  not  always 
avoidable  because  it  is  sometimes  practically  im- 
possible to  preserve  the  nerve  and  remove  the 
disease  foci,  and  because  interruption  in  con- 
ductivity may  follow  even  when  the  nerve  has  been 
preserved. 

To  undertake  neck  dissections  of  the  type  under 
discussion  the  surgeon  should  familiarize  himself 
thoroughly  with  the  course  and  relation  of  the  spinal 
accessory  nerve  and  the  second,  third,  fourth,  and 
fifth  cervical  nerves,  and  should  take  great  care  to 
preserve  them.  Carl  R.  Steinke,  M.D. 


MISCELLANEOUS 


CLINICAL  ENTITIES  —  GENERAL  PHYSIO- 
LOGICAL CONDITIONS 

Renaud,  A.:  A  Case  of  Primary  Multiple  Carci- 
nomata  (Un  cas  de  carcinomes  multiples  prim- 
aires).   Rev.  med.  de  la  Suisse  Rom.,  1921,  xli,  773. 

The  author  reports  the  case  of  a  patient  77  years 
of  age  who  had  a  lesion  in  the  skin  over  the  left 
frontoparietal  area  which  was  clinically  diagnosed 
as  a  rodent  ulcer.  Over  the  right  temp>oral  region 
was  a  vegetative  growth.  The  ulcerated  lesion  had 
developed  gradually  during  a  period  of  five  or  six 
years  while  the  other  lesion  had  appeared  in  three 
or  four  months,  directly  following  the  application  of 
bichoride  of  mercury  paste  to  an  area  of  senile 
keratosis.  Histologically  the  rodent  ulcer  showed  a 
typical  squamous-celled  carcinoma  with  epithelial 
pearls,  while  the  vegetative  lesion  showed  a  basal- 
ceUed  carcinoma. 

The  fundamental  histologic  and  clinical  differ- 
ences in  these  two  lesions  occurring  in  the  same 
individual  present  a  rare  picture  which  cannot  be 


explained  satisfactorily  by  any  of  the  known  theories 
regarding  the  development  of  carcinoma. 

Loyal  E.  Davis,  M.D. 

Kuij jer,  J.  H. :  The  Surgical  Treatment  of  Tumors 

(Die    operative    Behandlung    der    Geschwuelste) . 
Nederl.  Tijdschr.  v.Geneesk.,  1921,  Ixv,  2466. 

The  question  whether  a  cancer  should  be  treated 
by  op)eration  or  by  radiotherapy  must  be  answered 
on  the  basis  of  its  variety  and  location.  Carcin- 
omata  of  the  skin,  lips,  vidva,  or  penis  can  be  cured 
by  operation  or  by  radiotherapy.  For  carcinoma  of 
the  eyelid,  ala  nasi,  or  eyebrow,  radiotherapy  is  to 
be  preferred  to  op>eration.  Inoperable  tumors  are 
best  treated  by  radiotherapy.  Metastatic  lymph 
glands  should  be  removed  surgically.  Rapidly 
growing  carcinomata  of  the  skin  and  mucous  mem- 
brane should  be  treated  by  enucleation  followed  by 
radiotherapy. 

Carcinoma  of  the  tongue,  the  stomach,  and  the 
intestine  demand  radical  removal.  In  cases  of  car- 
cinoma of  the  rectum,  gall-bladder,  pancreas,  uterus, 


392 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


and  breast,  removal  and  radiotherapy  are  indicated. 
Carcinoma  of  the  breast  with  necrosing  and  infil- 
trating growth  should  be  treated  by  enucleation 
followed  by  radiotherapy;  if  there  are  multiple  neo- 
plasms, radiotherapy  exclusively  is  indicated.  Sar- 
comata are  in  general  more  difficult  to  of>erate  upon 
than  carcinomata  and  hence  are  treated  preferably 
with  the  X-rays  and  radium ;  the  same  may  be  said 
of  lymphogranulomata.  The  prognosis  of  melano- 
sarcoma  is  unf^rvorable  in  all  cases.   Duncker  (Z). 

Robinson,  C.  A. :  Notes  on  Twenty  Cases  of  Ulcer  of 
the  Leg  Treated  by  Electrical  Methods.    Arch. 

Radiol.  6*  Electrotherapy,  1922,  xxvi,  253. 

The  ulcers  in  the  cases  reviewed  were  what  would 
be  called  varicose  ulcers  without  the  presence  of 
varicose  veins.  In  many  of  the  cases  scarring  had 
deprived  the  ulcer  of  a  proper  vascular  supply.  The 
first  indication  in  such  cases  are  measures  to  increase 
the  blood  flow  through  the  tissues  by  relieving  the 
stasis  and  rendering  the  scar  tissue  more  vascular. 
In  the  cases  reported  the  direct  current  was  used, 
the  cathode  being  applied  to  the  ulcer.  By  its  action 
in  rendering  the  secretion  more  fluid,  the  crusts  and 
scabs  are  removed  and  a  free  discharge  of  pus  is 
induced;  probably  also  the  capillaries  are  dilated 
or  contracted,  diapedcsis  is  modified,  the  amoeboid 
movements  of  leucocytes  are  hastened,  and  phago- 
cytosis is  increased. 

In  applying  the  current  the  legs  were  placed  in 
Schnee  cells  connected  with  a  direct  current  supply, 
the  leg  with  the  ulcer  being  placed  in  the  cell  at- 
tached to  the  negative  pole.  A  current  of  30 
milliamperes  was  employed  for  thirty  minutes.  A 
large  part  of  the  current  passes  through  the  ulcer 
because  of  its  lessened  resistance,  but  a  sufficient 
amount  traverses  the  skin  to  cause  a  general  hyper- 
a?mia. 

Of  the  twenty  cases,  four  were  definitely  cured 
within  two  to  eight  weeks.  Five  are  healing  rapidly 
or  were  doing  so  when  they  were  transferred  to  other 
institutions.  In  four  cases  the  treatment  failed. 
In  the  remainder  the  results  were  inconclusive  as 
some  had  been  under  treatment  only  a  few  days, 
one  developed  an  epithelioma  necessitating  am- 
putation, and  one  patient  was  syphilitic.  If  only 
cures  and  failures  are  considered,  50  per  cent  were 
cured.  All  the  cases  were  chronic  and  had  been 
under  other  treatment  for  years. 

O.  S.  Proctor,  M.D. 

BLOOD 

Bull,  P.:  What  Can  More  than  6,000  Postmortem 
Examinations  Teach  Us  About  Emboli  and 
Embolic  Gangrene  of  the  Extremities?  Acta 
chirurg.  Scand.,  1922,  liv,  315. 

Embolus  may  come  from:  (i)  a  more  or  less 
central  spot  in  the  arterial  system,  especially  the 
aorta,  (2)  the  left  side  of  the  heart,  (3)  the  pulmo- 
nary veins,  (4)  the  right  side  of  the  heart,  and  (5)  the 
systemic  veins.   The  two  last  possibilities,  however. 


presuppose  a  patent  foramen  ovale  through  which 
the  embolus  may  pass  from  the  right  atrium  into  the 
left  and  then  into  the  general  circulation,  the  so- 
called  paradoxical  embolism. 

Bull  demonstrated  embolism  of  the  extremities 
fifteen  times.  As  regards  the  localization  of  the 
emboli  and  gangrene  these  fifteen  cases  may  be 
grouped  as  follows: 

With     Without 
Artery  Cases    gangrene  gangrene   Doubtful 

Aorta 2  I  I 

Common  and  external 

iliac 6  1  4  t 

External  iliac  and 

femoral i  i 

Hypogastric  and  deep 

femoral i    .  i 

Superficial  femoral. . .  2  11 

Femoral  (?) i  i 

Popliteal I  I 

SuDcla\-ian  and 

axillary i  i 

The  lower  extremities  were  attacked  in  fourteen 
cases,  the  upper  extremities  in  only  one. 

In  thirteen  of  the  fifteen  cases  the  formation  of 
thrombi  in  one  or  more  of  the  cardiac  cavities  was 
demonstrated.  In  the  two  remaining  cases  the  pri- 
mary thrombosis  was  formed  presumably  in  the 
aorta. 

Among  6,140  sections,  thrombosis  of  the  aorta 
and  heart  was  found  in  243  cases,  about  4  per  cent 
of  the  total  number. 

Thrombic  deposits  on  the  valves  were  demonstra- 
ted in  seventy-three  of  6,140  postmortem  examina- 
tions, and  almost  exclusively  in  the  left  side  of  the 
heart  and  associated  with  acute  endocarditis. 

In  all  the  cases,  embolism  in  one  or  more  organs 
could  be  shown.  In  fourteen  there  were  thirty  emboli 
in  other  organs  in  addition  to  the  embolus  in  the 
artery  of  the  extremity.  These  were  distributed  as 
follows:  lungs,  nine;  kidneys,  nine;  spleen,  seven; 
brain,  four;  intestines,  one. 

From  this  it  appears  that  in  cases  of  embolism  in 
the  extremities  attention  should  be  directed  toward 
embolism  in  other  organs,  esf>ecially  the  lungs  where 
they  are  present  because  thrombotic  formations 
appear  at  the  same  time  in  both  halves  of  the  heart. 

Morris  H.  Kahn,  M.D. 

BLOOD  AND  LYMPH  VESSELS 

Neff,  J.  M.:  Blood-Vessel  Suture.    Surg.,  Gynec.  b" 
Obst.,  192 1,  xxxiii,  657. 

The  indications  for  blood  vessel  surgery  are: 

1.  A  break  in  the  continuity  of  a  blood  vessel  due  to 
an  external  cause  such  as  a  gunshot  or  stab  wound, 
or  to  an  internal  cause  such  as  a  fracture,  dislocation, 
or  traction  exerted  in  an  attempt  to  reduce  a  dis- 
location or  straighten  a  limb  that  has  been  in  the 
flexed  position  for  a  prolonged  period  of  time. 

2.  Resection  of  a  vessel  in  a  surgical  operation 
such  as  the  removal  of  a  growth  involving  an  artery 
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Guy  sutures  cut 


Fig.  A .  The  clamps  are  in  place  on  the  vessel  and  the  adventitia  is  being  drawn 
over  the  end  of  the  vessel  and  about  to  be  cut  ofif  by  the  scissors. 

Fig.  B.  The  three  guy  rope  sutures  equidistant  from  each  other  are  in  place, 
having  been  passed  through  all  coats  of  the  vessel.    Guy  ropes  i,  2  and  3. 

Fig.  C.  Guy  ropes  i,  2,  and  3  are  tied,  traction  is  being  made  on  them,  and  the 
circular  circumference  of  the  artery  is  converted  into  a  triangle. 

Fig.  D.  The  continuous  silk  suture  has  been  begun  at  2,  and  is  uniting  the  edges, 
passing  through  all  the  coats. 

Fig.  £.  Traction  is  now  being  made  on  Guy  ropes  i  and  3,  twisting  the  vessel 
through  one-third  of  its  circumference.  The  same  continuous  suture,  B,  is  shown  pass- 
ing through  all  coats  of  the  vessel. 

Fig.  F .  The  continuous  suture,  5,  has  passed  Guy  rope  3,  traction  is  being 
made  on  2  and  3,  after  3  has  been  passed  beneath  the  vessel.  Traction  on  2  and  3  now 
twists  the  vessel  through  another  one-third  of  its  circumference,  but  in  the  opposite 
direction. 

Fig.  G.   The  continuous  suture  around  the  vessel  is  now  complete 

Fig.  H.  The  guy  ropes  and  continuous  sutures  have  been  cut  and  the  end-to-end 
anastomosis  is  complete. 
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or  vein  or  both  or  the  accidental  injury  of  a  vessel 
during  the  course  of  an  operation,  as  in  the  removal 
of  enlarged  glands  or  new  growths  from  the  neck, 
axilla,  or  groin.  The  femoral  artery  and  vein  have 
frequently  been  injured  during  hernia  operations, 
either  by  passing  the  needle  through  them  or 
through  the  deep  epigastric  artery  at  its  origin. 

3.  Arteriovenous  anastomosis  in  cases  of  embolism 
and  thrombosis  of  the  lower  extremities,  Reynaud's 
disease,  senile  -gangrene,  etc. 

Success  in  vascular  suture  demands  absolute 
asepsis,  the  absence  of  tension  between  the  united 
segments  of  the  artery  or  vein,  and  the  avoidance 
of  injury  to  the  intima.  The  exposed  ends  of  the 
vessels  must  be  kept  moist  with  warm  normal  salt 
solution  throughout  the  operation  and  care  must  be 
taken  to  prevent  the  adventitia  from  coming  be- 
tween the  injured  ends  of  the  vessel. 

The  contra-indications  to  operation  upon  a  blood 
vessel  are:  (i)  sepsis,  (2)  any  considerable  degree  of 
tension  between  the  ends  of  the  vessel,  (3)  a  poor 
general  condition  of  the  patient  rendering  him  un- 
able to  stand  the  rather  prolonged  operation  of 
vessel  suture,  (4)  irreparable  injury  of  the  vessel, 
(s)  inaccessibility  of  the  injury  making  suture  im- 
possible, and  (6)  a  marked  degree  of  arteriosclerosis. 

The  author  describes  in  detail  the  method  of 
Carrel  which  he  considers  the  best  of  all.  This 
method  is  shown  in  the  accompanying  figures. 

Frederick  Christopher,  M.D. 

SURGICAL  DIAGNOSIS,  PATHOLOGY, 
AND  THERAPEUTICS 

Schmieden,  V.,  and  Peiper,  H.:  Experiences  with 
the  Fischer-Bruening  Operative  Reduction  of 
the  Adrenal  Glands  in  the  Treatment  of  Con- 
vulsions (Unsere  Erfahrungen  mil  der  operativen 
Nebennierenreduktion  nach  Fischer-Bruening  zur 
Behandlung  von  Kraempfen).  Arch.  /.  klin.  Chir., 
192 1,  cxviii,  845. 

The  authors  discuss  the  theory  of  Fischer,  accord- 
ing to  which  the  common  and  most  important 
symptom  of  the  etiologically  different  diseases  to 
which  the  term  "epilepsy"  is  applied  is  an  increased 
predisposition  to  convulsions.  The  convulsive 
mechanism  can  be  incited  to  action  through  various 
points  of  attack.  One  point  is  the  brain,  and  another^ 
the  adrenal  cortex.  Both  are  connected  by  the 
sympathetic  nerves. 

On  the  basis  of  these  facts,  Bruening  claims  to 
have  favorably  influenced  not  only  the  genuine  but 
also  traumatic  epilepsy  by  reduction  of  the  adrenal 
tissue  or  the  extirpation  of  one  adrenal  gland.  In 
traumatic  epilepsy  this  operation  is  indicated  only 
after  failure  of  the  cerebral  operation. 


In  the  Frankfort  clinic  seven  cases  of  epilepsy 
due  to  various  causes  (the  genuine  form,  epilepsy 
due  to  foetal  encephalitis  or  cerebral  infantile 
paralysis)  and  in  patients  of  various  ages  (from  6  to 
23  years)  and  of  both  sexes  were  treated  by  trans- 
peritoneal extirpation  of  the  left  adrenal  gland.  In 
the  case  due  to  cerebral  infantile  paralysis,  that  of  a 
boy  14  years  of  age,  a  superficial  cerebral  cyst  with 
thick  connective  tissue  walls,  cicatricial  changes  of 
the  brain  substance,  and  chronic  oedema  of  the 
cerebral  meninges  was  emptied  in  another  clinic 
nine  months  before  the  extirpation  of  the  adrenal 
gland.  After  these  operations  the  authors  observed 
a  more  or  less  distinct  lessening  or  disappearance  of 
the  convulsions.  This  continued  for  five  days  to  five 
weeks,  but  the  old  condition  then  returned.  In  two 
cases,  including  the  case  with  the  cerebral  and 
adrenal  operation,  the  convulsions  became  more 
severe  in  spite  of  the  continuous  administration  of 
luminal.  Nevertheless,  the  authors  do  not  wish  to 
draw  from  their  failures  conclusions  against  the 
operation  or  against  Fischer's  theory  as  they 
believe  that  a  compensatory  hypertrophy  of  the 
remaining  adrenal  gland  is  possible.  The  extirpated 
adrenals,  however,  showed  normal  weight  and  no 
changes  in  the  finer  structure  of  the  cortex  which 
would  suggest  a  disturbance  of  function. 

The  postoperative  changes  of  other  organs, 
particularly  of  the  endocrine  glands,  and  the  effects 
uix)n  the  female  sexual  glands  are  also  discussed. 
The  authors  observed  once  a  transient  amenorrhoea 
after  the  operation  in  a  case  in  which  previously 
menstruation  had  been  regular,  and  in  another  case 
a  return  of  the  menses  after  their  absence  for  eight 
years.  In  a  sexually  precocious  16-year-old  epileptic 
there  was  a  distinct  diminution  of  the  libido,  but 
this  lasted  for  only  a  few  weeks.  The  effect  of 
practical  importance  exerted  by  extirpation  of  the 
adrenal  gland  upon  the  pancreas  was  a  decrease  in 
the  blood  sugar  to  half.  Marked  differences  in  the 
blood  pressure  before  and  after  the  operation  were 
not  observed. 

The  blood  picture  showed  a  postoperative  change 
in  the  sense  of  a  percentage  variation  in  the  leu- 
cocytes (for  example,  an  increase  of  the  polymorpho- 
nuclear neutrophiles  from  9,000  to  40,000,  and  a 
decrease  of  the  lymphocytes  from  37  to  10  per  cent). 
With  regard  to  disturbances  during  the  operation, 
the  authors  noted  twice  a  brief  arrest  of  breathing. 

In  conclusion  a  case  is  cited  in  which  Seiffert 
extirpated  the  left  adrenal  gland  which  was  cystically 
distended  and  as  large  as  a  hen's  egg.  Five  months 
after  the  operation  the  patient  was  free  from  sub- 
jective symptoms  during  the  intervals  between 
attacks  and  the  attacks  themselves  had  become  less 
frequent  and  less  severe.  Kempf  (Z). 
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EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Cannon,  W.  B.:  Studies  in  Experimental  Trau- 
matic Shock.  IV.  Evidence  of  a  Toxic  Factor 
in  Wound  Shock.  Arch.  Surg.,  1922,  iv,  i. 

Wound  shock  is  characterized  by  a  low  venous 
pressure,  a  rapid  thready  pulse,  a  decrease  in  the 
blood  volume,  a  normal  or  increased  erythrocyte 
count  and  haemoglobin  percentage  in  the  peripheral 
blood,  a  leucocytosis,  an  increase  in  the  blood  nitro- 
gen, a  decrease  in  the  blood  alkali,  a  lowered 
metabolism,  a  subnormal  temperature,  a  cold  ski*i 
which  is  moist  with  sweat,  a  pallid,  grayish,  or 
slightly  cyanotic  appearance,  thirst,  rapid  respira- 
tion, and  often  by  vomiting,  restlessness,  and  anxiety 
changing  to  mental  dullness  and  lessened  sensitivity. 

The  injection  into  the  anaesthetized  animal  of 
extremely  minute  amounts  of  histamin,  a  substance 
derived  from  the  amino-acid  histidin  by  the  removal 
of  carbon  dioxide,  causes  changes  resembling  those 
of  shock,  the  blood  leaving  the  arteries  and  veins 
and  being  concentrated  in  capillary  areas.  The 
action  of  histamin  typifies  the  action  of  the  toxic 
substances  derived  from  protein  material — products 
of  partial  digestion,  of  bacterial  action,  and  of  tissue 
extraction. 

Secondary  shock  is  a  traumatic  toxaemia,  and 
not  of  the  nature  of  a  nervous  effect.  It  is  charac- 
teristically observed  in  association  with  extensive 
damage  of  muscles  or  multiple  wounds  scattered 
over  the  body.  Whatever  favors  absorption  at  the 
region  of  injur>'  is  favorable  to  the  development  of 
shock,  and  whatever  delays  or  checks  absorption 
from  the  injured  region  delays  the  development  of 
shock.  Suppression  of  the  injured  region,  if  not  too 
long  delayed,  causes  the  disappearance  of  shock. 

The  present  conception  seems  to  be  that  not  only 
the  shock  following  burns,  but  also  the  delayed  shock 
following  severe  trauma  is  properly  placed  in  the 
same  category  with  other  forms  of  general  depres- 
sion of  bodily  function  and  defective  circulation  due 
to  the  setting  free  of  toxic  material  in  the  body. 

Morris  H.  Kahn,  M.D. 

Crile,  G.  W. :  Studies  in  Exhaustion :  III.  Emotion. 

Arch.  Surg.,  1922,  iv,  130. 

Intense  emotion,  especially  fear,  is  one  of  the  most 
injurious  of  human  experiences.  The  fear  of  hunted 
animals  is  similar  in  its  effect. 

Experiments  were  carried  on  with  rabbits  which 
for  varying  periods  of  time  were  threatened  by 
muzzled  dogs.  In  some  instances  the  frightened 
animals  were  killed  at  once;  in  others,  varying 
periods  of  time  were  allowed  to  elapse  before  they 
were  killed  in  order  that  the  later  effects  of  the 
emotion  might  be  studied;  in  still  other  cases  the 
animals  were  subjected  to  daily  periods  of  fright 
for  several  successive  days. 

Differential  Purkinje  cell  counts  were  made  from 
the  rabbits  in  each  of  these  groups,  and  tests  were 
made  of  the  effect  of  fright  on  the  adrenal  output, 


the  hydrogen-ion  concentration  of  the  blood,  and 
the  bagal  metabolism. 

Extreme  emotion  caused  demonstrable  histologic 
lesions  in  the  central  nervous  system,  the  liver,  and 
the  adrenals.  The  brain  cells  showed  increased 
activity  manifested  by  hyperchromatism  followed 
by  a  progressive  chromatolysis.  In  cats,  fear 
caused  glycosuria,  albumin  and  casts  in  the  urine, 
a  decrease  in  the  metabolism  (after  the  period  of 
fear),  changes  in  the  iodine  content  of  the  thyroid, 
and  increased  hydrogen-ion  concentration  of  the 
blood. 

Clinically,  extreme  emotion  raises  the  body 
temperature,  increases  the  respiratory  and  pulse 
rate  and,  if  sufficiently  intense  and  prolonged, 
produces  complete  prostration  which  may  prove 
fatal. 

This  research  has  shown  that  emotion  drives 
the  organism  with  extreme  intensity;  that,  like 
trauma  or  exertion,  it  may  drive  it  within  the  limits 
of  normal  response  or  so  overwhelmingly  as  to 
suspend  the  normal  functions  and  reduce  the 
individual  to  a  state  of  complete  cold  prostration. 
In  other  words,  emotion  may  cause  exhaustion;  it 
may  cause  shock. 

The  paper  is  splendidly  and  instructively  illus- 
trated. MoRBis  H.  Kahn,  M.D. 

Lee,  F.  C:  The  Establishment  of  Collateral  Cir- 
culation Following  Ligation  of  the  Thoracic 
Duct.   Bull.  Johns  Hopkins  Hosp.,  1922,  xxxiii,  21. 

After  reviewing  the  literature  on  the  experimental 
ligation  of  the  thoracic  duct,  the  author  describes 
an  intrathoracic  method  for  the  complete  ligation 
of  the  duct  in  the  cat.  Apparently  the  integrity  of 
the  thoracic  duct  is  not  essential  to  the  life  of  the 
animal. 

In  some  cases  in  which  the  ligation  was  absolute, 
collateral  lymph  circulation  was  established  to  the 
right  thoracic  duct,  while  in  other  cases  which 
showed  complete  ligation,  lymphaticovenous  con- 
nections were  found  between  the  thoracic  duct  and 
the  azygos  vein. 

These  findings,  which  have  a  bearing  also  on  fat 
absorption  as  well  as  on  the  clinical  aspect  of  in- 
juries to  the  thoracic  duct,  may  be  explained  partly 
but  not  entirely  by  the  embryology  of  the  lymphatic 
system.  Samuel  Kahn,  M.D. 

Baetzner,  W. :  Experimental  Free  Transplantation 
of  Periosteum  (Ueber  experimentelle  freie  Periost- 
verpflanzung).   Arch.f.  klin.  Chir.,  1921,  cxNnii,  504. 

In  experiments  on  dogs  an  attempt  was  made  to 
determine  whether  small  fragments  of  periosteum 
completely  separated  from  bones  and  periosteum 
and  transplanted  into  the  soft  parts  are  capable  of 
forming  bone.  Periosteum  removed  from  the  ante- 
rior crest  of  the  tibia  was  buried  in  a  muscle  belly. 
The  earliest  removal  occurred  after  four  weeks  and 
the  latest  after  six  months. 

In  the  first  series  of  experiments  in  which  fifty- 
seven  transplantations  were  done  no  bone  was  foimd 
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in  a  single  case.  In  a  large  majority  of  the  cases, 
and  especially  in  the  cases  of  later  removal,  the 
periosteum  had  been  entirely  absorbed  and  the 
area  of  implantation  was  indicated  only  by  very 
slight  retraction  or  a  fine  whitish  scar  in  the  mus- 
culature. 

The  second  series  of  experiments  on  young  dogs 
consisted  of  sixteen  transplantations.  In  six  cases 
complete  absorption  occurred  again.  In  the  others, 
larger  flattened  inlays  were  found  in  the  musculature. 
In  only  one  case  was  there  a  pea-sLzed  piece  of  bone 
and  in  this  instance  the  histologic  structure  of  the 
bone  suggested  that  it  had  been  transplanted  with 
the  periosteum. 

In  view  of  the  findings  in  both  of  these  series  of 
experiments  it  seems  evident  that  free  transplants  of 
small  pieces  of  periosteum  cannot  form  permanent 
bone  in  adult  or  adolescent  dogs,       Valentin  (Z). 

Bryant,  J. :  Visceral  Adhesions  and  Bands:  Normal 
Incidence.   Am.  J.  M.  Sc,  1922,  dxiii,  75. 

The  material  on  which  this  paper  is  based  was 
obtained  before  the  world  war  in  the  collection  of 
the  data  of  a  much  more  comprehensive  investi- 
gation regarding  the  etiology  and  treatment  of 
chronic  intestinal  pathology.  It  consisted  of  a 
scries  of  over  one  thousand  observations  in  297 
consecutive  autopsies  on  bodies  of  all  ages  and  both 
sexes,  the  only  cases  excluded  being  those  few 
recently  operated  upon  and  those  exhibiting  recent 
frank  peritonitis.  The  adhesions  or  bands  present 
showed  a  most  interesting  uniformity  as  regards 
percentage  frequency  in  both  sexes,  not  only  in  the 
fcctus  but  also  in  the  bodies  of  older  persons.  The 
order  of  frequency  of  the  seven  most  common  ad- 
hesions is  shown  in  a  table  as  follows: 

ADHESIONS  OR  BANDS  t.^'***.    n*"*"^ 

Per  cent    Per  cent 

Gall-bladder  to  the  duodenum  and  the 

transverse  colon 2$. 6  24.8 

Gall  bladder  to  the  transverse  colon 17.2  9.4 

Gall-bladder  to  the  duodenum IS-S  i7-9 

Appendix  to  the  peritoneum 15.0  5.9 

Omentum  to  the  ascending  and  the  trans- 
verse colon ii.i  12.0 

Ascending  colon  to  the  transverse  colon . .  10.6  5.9 

Duodenum  to  the  peritoneum 6.7  10.3 

A  consideration  of  the  adhesions  from  the  stand- 
point of  the  individual  organs  involved  at  varying 
ages  and  in  both  sexes  is  reserved  for  a  later  publica- 
tion. 

As  a  result  of  the  study  of  these  cases  Bryant 
arrives  at  the  following  conclusions: 

1.  The  frequency  of  adhesions  or  bands  in  the 
foetus  of  both  sexes  has  been  greatly  underestimated. 
Of  a  group  of  thirty-four  foetuses  of  both  sexes  only 
5.9  per  cent  were  free  from  demonstrable  adhesions 
or  bands.  All  of  the  eighteen  male  foetuses  showed 
such  variations  from  the  normal. 

2.  The  adhesions  present  in  the  foetus  are  less 
varied  in  number  and  of  a  definitely  less  complex 
type  than  those  found  in  later  life. 


3.  The  age  of  40  is  critical  in  both  sexes.  Up 
to  this  age  there  is  practically  no  increase  in  fre- 
quency above  the  foetal  rate  of  involvement  for  the 
different  viscera.  Beyond  the  age  of  40  there  is  a 
sudden  increase  of  about  50  per  cent  in  both  sexes, 
the  increase  being  somewhat  more  marked  in  the 
female  than  in  the  male. 

4.  The  two  adhesions  or  bands  found  most  often 
in  both  sexes  at  all  ages  are,  in  the  order  of  their 
frequency:  (1)  gall-bladder  to  the  duodenum  and 
the  transverse  colon;  (2)  gall-bladder  to  the  trans- 
verse colon.  It  would  app>ear  therefore  that  these 
adhesions  or  bands  are  of  congenital  or  develop- 
mental origin. 

5.  The  regions  or  quadrants  of  the  abdomen 
most  frequently  involved  by  adhesions  or  bands  in 
both  sexes  are,  in  the  order  of  frequency  of  invol- 
vement, as  follows:  the  right  upper  quadrant,  the 
right  lower  quadrant,  the  left  upper  quadrant, 
and  the  left  lower  quadrant. 

E.  C.  RoBrrsHEK,  M.D. 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Edeiken,  L. :  An  Unsuspected  Dermoid  Cyst  Diag- 
nosed by  Roentgen  Examination.  .-1  m.  /.  Roent- 
genol., 1922,  n.  s.  ix,  15. 

This  is  the  report  of  a  case  in  which  a  dermoid 
cyst  was  discovered  in  the  course  of  a  roentgen 
examination  for  ureteral  stone.  A  number  of 
undeveloped  teeth  embedded  in  a  matrix  of  bone 
were  seen  in  the  roentgenogram.  The  diagnosis 
was  confirmed  by  of)eration. 

AooLPH  HAKTtmc,  M.D. 

Keith,  D.  Y„  and  Keith,  J.  P.:  Three  Cases  of  Sar- 
coma Treated  by  Radiation.  Am.  J.  Roentgenol., 
1922,  n.s.  ix,  31. 

Two  of  the  three  cases  reported  in  detail  were  cases 
of  melanosarcoma  which  had  been  operated  upon 
repeatedly.  Following  roentgen  therapy  the  con- 
dition in  both  cleared  up  and  the  patients  have 
remained  well  and  free  from  recurrence  to  date,  one 
for  five  years  and  the  other  for  two.  In  order  to 
obtain  lethal  doses  within  the  tumor,  more  than 
erythema  doses  of  filtered  rays  were  given  by  the 
crossfire  method.  After  all  evidences  of  the  growth 
had  disappeared  prophylactic  doses  were  given  at 
intervals. 

The  third  case  was  diagnosed  as  sarcoma  and 
regarded  as  inoperable.  The  growth,  which  was 
about  the  size  of  an  orange,  was  situated  in  the  upper 
part  of  the  mammary  gland  and  extended  outward 
into  the  pectoral  muscle.  There  was  marked  en- 
largement of  the  axillary  glands.  After  repeated 
doses  of  roentgen  rays  producing  a  severe  skin  re- 
action the  growth  receded  and  about  ten  months 
after  the  beginning  of  the  treatment  the  patient  was 
completely  free  from  enlargement  in  the  pectoral 
muscle.  At  the  time  this  article  was  written  a 
symptomatic  cure  had  persisted  for  one  year, 

Adolph  Hartung,  M.D, 


GENERAL  SURGERY— MISCELLANEOUS 


397 


Van  Zwaluwenburg,  J.  G.:  The  X-Ray  Diagnosis 
of  Accessory  Sinusitis.  Am.  J.  Roentgenol.,  1922, 
n.  s.  ix,  I. 

In  order  to  clear  up  some  of  the  confusion  relative 
to  the  value  of  the  roentgen  examination  in  inflam- 
mation of  the  nasal  accessory  sinuses,  the  author 
reviews  the  subject  in  general,  endeavors  to  extend 
the  application  of  the  method  by  urging  the  adoption 
of  a  simpler  but  more  comprehensive  technique, 
and  gives  a  detailed  description  of  the  findings  on 
which  he  bases  his  interpretation.  With  regard  to 
the  technique  he  states  that  for  accurate  judgment 
the  structures  of  the  nose  and  all  the  sinuses  must 
be  demonstrated  at  a  single  routine  examination, 
the  symmetrical  parts  must  be  compared,  and, 
since  the  confusing  shadows  of  the  structures  of 
the  base  of  the  skuU  and  the  cervical  spine  cannot 
be  obviated  by  any  one  position  or  projection, 
there  must  be  sufiicient  differentiation  of  these 
structures  to  permit  the  recognition  and  separate 
evaluation  of  their  shadows. 

The  author  believes  these  requirements  are  met 
by  stereoscopic  expK)sures  in  a  sagittal  projection 
with  the  forehead  in  contact  with  the  plate  changer 
and  the  direction  of  the  shift  cephalad.  Special 
stress  is  laid  upon  the  use  of  a  very  fine  focus  tube 
as  everything  depends  upon  the  fineness  of  detail 
in  the  posterior  p>ortion  of  the  field. 

Satisfactory  plates  should  show  clearly  and  in 
good  stereoscopic  vision  the  lateral  processes  of 
the  atlas  and  axis  and  the  tip  of  the  odontoid  proc- 
ess. The  latter  should  lie  in  the  midline  and 
should  not  reach  above  the  lower  third  of  the  septum 
of  the  nose.  It  is  necessary  to  recognize  clearly 
the  structures  of  the  upper  nasal  passages  as  weU. 
In  interpretation,  greater  dependence  is  to  be 
placed  upon  the  changes  in  the  bony  structures 
than  on  the  hazy  opacities  caused  by  the  exudates 
and  the  soft-tissue  changes. 

Considerable  space  is  given  to  a  consideration  of 
the  pathology  of  sinus  infection  in  order  to  cor- 
relate the  roentgen  findings  with  such  changes. 
Special  emphasis  is  laid  upon  structural  changes 
within  the  nose  for  upon  these  the  tendency  to 
chronicity  is  largely  dependent.  The  roentgen 
interpretation  must  include  a  close  study  of  those 
structures.  Bone  changes  in  the  bony  septa  and 
walls  of  the  sinuses  are  osteoplastic  or  osteoporotic, 
depending  upon  whether  the  condition  is  frankly 
purulent  or  tends  to  the  hypertrophic  type  or  so- 
called  "polypoid  disease." 

A  frequent  observation  and  one  that  appears  to 
the  author  to  be  of  first  importance  is  the  relatively 
small  size  of  the  chronically  diseased  sinus.  This 
feature  is  always  well  marked  in  the  juvenile  cases, 
and  when  it  is  found  in  the  adult  a  history  of  long- 
standing disease  dating  back  to  childhood  may 
be  elicited  almost  invariably.  It  is  clearly  the 
result  of  the  inhibitory  influence  of  the  inflam- 
matory process  on  the  normal  growth  and  develop- 
ment of  the  pneumatic  structures.  The  result  is 
frequently  a  high  degree  of  asymmetry. 


Regarding  the  findings  in  acute  purulent  sinusitis 
the  author  states  that  the  only  changes  that  can  be 
anticipated  in  the  roentgenographic  picture  repre- 
sent the  shadows  of  the  oedema  and  exudates  in  the 
sinuses  replacing  the  air  usually  foimd  there.  In 
exceptional  cases  the  diffuse  shadow  of  what  is 
apparently  the  exudate  of  an  acute  infection  is 
conspicuous  and  unmistakable.  A  negative  diag- 
nosis, however,  is  extremely  hazardous.  Sometimes 
the  upright  position  and  the  horizontally  directed 
ray  will  demonstrate  a  horizontal  fluid  level  in  the 
antrum.  Acute  polypoid  disease  occurs  infrequently 
and  invariably  escapes  detection  in  the  roentgen 
examination. 

The  signs  of  chronic  purulent  sinus  infection  are 
precisely  those  of  an  osteoplastic  process  in  the 
corresponding  chambers  and  the  contiguous  p)or- 
tions  of  the  nose  and  frontal  bone.  The  increase  in 
the  density  of  the  shadows  appears  to  be  due  largely 
to  the  increased  thickness  of  the  walls  of  the  sinuses. 
The  contents  of  these  chambers  play  little  part  in 
the  total  density.  The  diffuse  haziness  that  fills 
this  region  is  due  apparently  to  the  thickening  of 
the  anterior  and  posterior  waUs  rather  than  to  the 
presence  of  retained  secretions,  except  in  the  larger 
cavities  of  the  maxillary  sinus  in  which  the  con- 
tribution of  the  latter  may  be  appreciable. 

While  solitary  infections  occur,  they  are  not  so 
common  as  is  commonly  supposed;  group  infections 
are  the  rule.  The  association  of  the  posterior 
ethmoid  infections  with  infection  of  the  maxillary 
sinus  is  so  constant  that  its  failure  strongly  suggests 
that  the  origin  of  the  maxillary  sinusitis  is  in  some 
dental  pathology.  Necrosis  of  the  bone  and  osteo- 
myelitis occur  as  an  extension  of  the  process  in  the 
frontal  sinuses,  but  the  rest  of  the  bony  structures 
appear  to  be  too  thin  to  favor  such  a  process  else- 
where. 

In  the  ethmoidal  group  the  general  opacity  is  not 
so  striking  because  of  the  smaller  area  of  bone  and 
the  smaller  cubical  capacity  of  the  walls  involved. 
The  increase  of  density  is  usually  easily  appreciated 
by  comparison  with  the  opposite  cells  in  comparable 
positions,  and  the  changes  which  involve  the  middle 
turbinate  confirm  the  diagnosis.  Solitary  infections 
of  the  ethmoids  are  uncommon  and  are  most  fre- 
quently found  in  the  most  posterior  and  external 
ethmoid  cells.  The  frontal  sinus  often  shows  a 
considerable  zone  of  increased  density  in  the  frontal 
bone  about  the  cavity  of  the  cells,  and  the  thickening 
of  the  anterior  wall  is  usually  sufficient  to  cast  an 
appreciable  shadow.  The  main  reliance  for  diag- 
nosis must  rest  on  the  condition  of  the  inf  undibulum 
which  invariably  shows  distinct  changes.  The 
infimdibular  walls  are  early  thickened  and  the 
cavity  is  obscured.  The  irregular  members  of  the 
anterior  ethmoid-ceU  group  which  lie  in  immediate 
relationship  to  the  infundibulum  regularly  show 
simultaneous  involvement. 

The  sphenoid  is  readily  recognized  by  the  use  of 
stereoscopic  plates  and  when  infected  shows  in- 
creased thickness   of   its   walls   and    much   added 
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general  density.  In  exceptional  cases  the  entire 
structure  is  represented  by  a  uniform  opacity  in 
which  differentiation  between  the  wall  and  contents 
is  impossible.  The  distinction  between  a  sphenoi- 
ditis  and  an  intranasal  opacity  due  to  conditions 
such  as  polypoid  disease  may  be  extremely  difficult. 
The  septum  of  the  sphenoid  is  rarely  made  out 
because  of  its  obliquity  but  occasionally  may  be 
seen.  Unilateral  sphenoiditis  presumably  occurs 
but  has  not  Ireen  recognized  by  the  author.  An 
early  extension  to  the  other  cell  apiiears  to  be  the 
rule. 

The  differential  diagnosis  must  take  into  consid- 
eration the  rare  cases  of  failure  of  aeration  of  the 
accessory  sinuses  and  the  persistence  of  cancellous 
bone  throughout  life.  The  latter  is  seen  most 
frequently  in  the  maxillary  sinus  and  presents  a 
very  confusing  picture.  Usually  it  may  be  recog- 
nized by  the  uniform  distribution  of  its  shadows,  the 
smaller  size  of  the  maxillary  sinus  on  the  affected 
side,  with  resulting  asymmetry,  and  the  absence  of 
a  definite  cortical  layer  on  both  sides  of  the  rela- 
tively thin  wall  of  the  normal  antrum. 

The  roentgenological  appearance  of  chronic 
polypoid  disease  of  the  accessory  sinuses  is  in 
marked  contrast  to  the  purulent  type  described. 
The  main  features  of  the  picture  arc  due  to  the 
osteoporosis  of  the  bony  walls  and  the  exclusion 
of  air  caused  by  the  overgrowth  of  the  mucous 
membrane.  In  the  roentgenogram  this  destroys  to 
a  large  degree  all  the  differentiating  contrasts  and 
details  of  the  normal  sinus  cavities.  The  polypoid 
process  involves  the  cells  and  their  cavities  and 
completely  fills  the  upper  nasal  passages  with 
hypertrophied  and  polypoid  mucosa,  entirely 
closing  the  upper  and  middle  meati.  By  contrast, 
the  excessive  width  of  the  lower  nasal  fossa  due  to 
the  atrophy  of  the  bony  and  soft  tissue  elements 
of  the  lower  turbinates  is  accentuated.  The  result 
is  a  diffuse,  hazy  plate  almost  entirely  lacking 
differentiation  and  showing  only  the  more  massive 
and  conspicuous  structures  of  the  nose.  The  process 
varies  considerably  in  degree  in  different  cases, 
apparently  with  the  chronicity  of  the  disease.  It 
is  usually  bilateral  and  symmetrical  and  rarely 
can  one  say  with  conviction  that  any  one  of  the 
sinuses  has  escaped  involvement.  The  major 
process  is  apparently  always  in  the  ethmoid  region. 

Fundamentally,  such  changes  in  density  as  have 
been  described  with  regard  to  the  purulent  and  the 
polypoid  types  of  disease  represent  only  the  struc- 
tural changes  that  have  occurred  in  the  bones  of 
the  skull.  These  require  time  for  their  development 
and  result  from  infections  of  considerable  chronicity. 
They  do  not  regularly  follow  an  acute  sinusitis  or 
repeated  attacks  of  acute  sinusitis  of  short  duration. 
The.  roentgenogram  of  the  sinus  susceptible  to 
recurrent  attacks  is  quite  as  apt  to  show  no  appre- 
ciable changes  during  the  free  intervals.  The 
changes  are  in  the  nature  of  scars  and  may  be 
expected  to  persist  after  the  process  which  induced 
them  has  ceased.  It  is  therefore  entirely  conceivable 


that  the  sinuses  in  question  in  which  definite  changes 
have  been  demonstrated  are  entirely  free  from 
infection  at  the  time  they  are  examined.  The 
sinuses  so  recognized  are  therefore  anatomically, 
if  not  actually,  inflamed  and  deserve  exactly  the 
same  consideration  and  treatment  by  the  surgeon 
as  those  involved  by  a  purulent  process. 

-Adolph  Hartung,  M.D. 

Pfahler,  G.  E. :  The  Treatment  of  Carcinoma  of  the 
Thyroid  by  the  Roentgen  Rays  and  Radium. 

Am.  J.  Roentgenol.,  1922,  n.  s.  ix,  20. 

The  author  has  been  unable  to  find  in  the  litera- 
ture any  record  of  cases  of  carcinoma  of  the  thyroid 
treated  by  radiotherapy.  His  experiences  have 
extended  over  a  period  of  eleven  years,  and  his 
results  have  been  generally  most  gratifying  even 
though  nearly  all  of  the  cases  were  regarded  as 
hopeless. 

The  histories  of  ten  cases  are  reported  in  detail. 
Practically  all  of  the  patients  received  some  benefit. 
One  of  them  is  alive  and  well  two  years  after  the 
treatment;  two  others,  three  years;  one,  four  years; 
one,  seven  years;  and  one,  eight  years.  In  most  of 
the  cases  the  diagnosis  was  confirmed  by  previous 
operation  and  pathologic  section. 

On  the  basis  of  his  experience  the  author 
recommends   the   following  technique: 

Three  or  more  portals  of  entry  should  be  chosen, 
according  to  the  amount  and  distribution  of  the 
disease.  A  focal  skin  distance  of  30  cm.,  a  q-in. 
parallel  spark  gap,  5  ma.  of  current,  6  mm.  of  filter, 
and  an  exposure  of  twenty  minutes  should  be  used. 
The  treatments  should  be  repeated  over  each 
area  at  intervals  of  a  week  if  possible,  and  each 
area  should  be  treated  three  times.  The  treatment 
should  then  be  stopped  completely  for  three  or 
four  weeks.  .\t  the  end  of  that  time  each  area  may 
be  covered  again  twice  in  a  similar  manner.  If  the 
disease  localizes  itself  to  a  single  nodular  mass 
which  ceases  to  respond  to  further  treatment,  it  is 
entirely  practical  to  introduce  radium  needles 
directly  into  the  tumor  tissue  and  thus  bring  about 
a  more  thorough  destruction  of  the  cancer  cells 
in  the  deep>er  portions.  Ten  milligrams  of  radium 
element  in  the  form  of  needles  can  be  introduced 
into  the  tumor  tissue  approximately  i  cm.  apart 
and  left  in  place  six  to  eight  hours,  or  2  cm.  apart 
and  left  in  place  twelve  to  fifteen  hours. 

The  author  draws  the  following  conclusions: 

1.  Every  case  of  carcinoma  of  the  thyroid  that 
has  been  operated  upon  should  be  given,  as  soon 
as  possible,  at  least  two  thorough  courses  of 
roentgen-ray  treatment,  and  more  if  the  disease  has 
not  been  completely  removed  so  far  as  the  surgeon 
can  recognize  it. 

2.  If  a  diagnosis  of  carcinoma  of  the  thyroid 
can  be  made  without  operation  there  is  reason- 
ably good  hoj)e  of  success  from  radiation  treat- 
ment. 

3.  Recurrent  cases  can  be  made  to  respond  to 
treatment   and    the   recurrence   can   be   made   to 


GENERAL  SURGERY— MISCELLANEOUS 


399 


disappear,  but  definite  metastases  in  late  cases  are 
not  apt  to  be  controlled. 

4.  Radium  may  be  combined  with  roentgen-ray 
treatment  to  good  advantage  in  carcinoma  of  the 
thyroid  when  the  tumor  has  become  definitely 
localized  and  when  it  ceases  to  respond  to  the 
roentgen  rays.  Adolph  H.\rtung,  M.D. 

Carman,  R.  D.:    Benign  and  Malignant  Gastric 
Ulcers   from   a   Roentgenological   Viewpoint. 

Am.  J.  Roentgenol.,  1922,  n.s.  viii,  695. 

Although  the  roentgenological  distinction  between 
typical  cancer  and  typical  'ulcer  is  manifestly  not 
difiicult,  the  roentgen-ray  examination  does  not 
always  determine  the  benignancy  or  malignancy  of 
a  given  ulcerous  lesion.  Between  the  classic  tumor 
and  the  classic  ulcer  are  innumerable  gradations 
according  to  the  predominance  of  one  or  the  other 
•  feature.  The  ulcerous  lesions  are  reported  by  the 
roentgenologist  as  ulcers  because  the  characteristic 
niche-deformity  is  within  the  waU  of  the  stomach. 
When  exposed  at  operation,  they  generally  have  the 
macroscopic  appearance  of  benign  ulcer,  but 
'microscopic  examination  of  the  tissue  sometimes 
reveals  cancer. 

Ulcers  with  microscopic  evidence  of  cancer  fall 
into  two  groups:  (i)  ulcers  in  which  both  the  floor 
and  the  border  of  the  lesion  contain  cancerous  tissue 
in  abundance;  (2)  ulcers  in  which  cancerous  tissue 
is  found  in  the  margin  but  not  in  the  floor.  The 
second  type  has  given  rise  to  an  extensive  literature 
on  the  question  of  the  development  of  cancer  on 
ulcer.  Opinions  vary  from  that  of  Hirschfield,  who 
denied  any  relation  between  cancer  and  ulcer,  to 
that  of  Zenker,  who  maintained  that  most  cancers 
develop  on  ulcers.  Mayo,  Kuttner,  Payr,  Aschoff, 
and  Henke  all  agree  that  in  these  cases  a  diagnosis 
of  cancer  is  impossible  from  the  macroscopic  exami- 
nation alone  and  that  the  presence  of  malignan- 
cy can  be  definitely  established  or  excluded  only  by 
microscopic  examination. 

In  the  roentgen-ray  laboratory  of  the  Mayo 
Clinic,  well-defined,  ulcerous  gastric  lesions  of  the 
niche-type  are  reported  as  "ulcer"  because  the 
gross  characteristics  are  those  of  ulcer  and  the 
clinicians  and  surgeons  realize  that  the  roent- 
genologist cannot  determine  whether  the  histologic 
picture  is  benign  or  malignant.  Gastric  filling 
defects  with  palpable  tumor  are  reported  as  "can- 
cer" because  experience  has  shown  that  95  per  cent 
of  such  tumors  are  cancers  and  the  empirical  ele- 
ment in  the  diagnosis  is  thoroughly  comprehended 
by  all  concerned. 

Some  ulcerating  cancers  have  gross  characteristics 
of  both  cancer  and  ulcer.  When  a  cancer  has  under- 
gone deep  ulcerous  excavation  and  the  ulcer  is  sur- 
rounded by  a  wall-like  overhanging  margin,  fluoro- 
scopic examination  with  palpation  may  reveal 
peculiarities  recently  described  by  the  author  and 
considered  by  him  to  be  pathognomonic  (Fig.  i). 

If  such  a  lesion  is  on  the  posterior  wall  near  the 
lesser  curvature  or  on  the  vertical  portion  of  the 
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Fig.  I.    The  demonstration  of  the  lesion  by  palpation 
during  roentgenoscopy. 

lesser  curvature,  approximation  of  the  stomach 
walls  by  palpation  causes  the  crater  of  the  ulcer  to 
appear  as  a  dark  shadow  resembling  a  meniscus  as 
seen  in  profile  (Fig.  2).  Its  convexity  is  directed 
outward  toward  the  gastric  wall,  and  its  concavity 
toward  the  gastric  liunen.  When  the  ulcer  saddles 
the  lesser  curvature  of  a  fishhook  stomach  distal 
to  the  incisura  angularis  the  floor  of  the  ulcer  bends 
with  the  lesser  curvature  and  its  concavity  is  directed 
outward.  If  the  ulcer  is  high  in  the  stomach  on  the 
posterior  wall,  well  away  from  the  curvature, 
thinning  of  the  barium  by  manual  pressure  reveals 
the  crater  as  a  rounded  dense  shadow  encircled  by  a 
lighter  zone,  but  no  crescent  is  seen  as  in  the  edge- 
wise view  (Fig.  3).  When  the  patient  is  tvuned  to 
the  lateral  view  and  the  stomach  is  palp)ated  the 
meniscus-like  appearance  of  the  crater  may  some- 
times be  obtained.  Modifications  of  this  sign  may 
result  from  variations  of  the  pathologic  condition  or 
the  situation  of  the  lesion.  The  manner  of  palpa- 
tion and  the  degree  of  pressure  exercised  also  aflfect 
the  outline  of  the  visualized  crater  so  that  it  may 
appear  rectangular  or  biconcave.  The  visualized 
crater  in  this  typ)e  of  ulcer  differs  from  the  classic 
niche-tyi>e  ulcer  in  three  particulars:  (i)  the  crater 
is  not  within  the  wall  of  the  stomach  and  therefore 
does  not  project  from  the  visualized  gastric  lumen; 
(2)  in  profile  the  crater  appears  as  a  meniscus; 
and  (3)  it  tends  to  retain  its  barium  content  dur- 
ing the  palpatory  manoeuvres  and  is  not  easily 
emptied. 
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Kig.  2.    The  meniscus-like  appearance  of  the  crater  seen  in  profile.    Ulcer  on  the 
posterior  wal!  near  the  lesser  curvature. 

Fig.  3.     Ulcerating  cancer  of  the  posterior  wall.    The  appearance  of  the  crater 
on  palpation  at  roentgenoscopy. 
(Benign  and  Malignant  Gastric  Ulcers  from  a  Roentgenological  Viewpoint — Carman.) 


The  niche  type  of  ulcer  produces  virtually  the 
same  roentgcnoloRical  manifestations  whether  it  is 
benign  or  malignant.  When  the  niche  representing 
the  crater  is  2.5  cm.  or  more  in  diameter,  cancer  is 
usually  found  in  the  ulcer  on  microscopic  examina- 
tion. Perforating  ulcers  producing  an  accessory 
pocket,  however  large  they  may  be,  are  seldom 
malignant. 

Cancers  not  mechanically  obstructive  are  com- 
monly associated  with  achylia  and  a  gaping  pylorus, 
while  benign  ulcers,  even  though  distant  from  the 
pylorus,  are  apt  to  be  accompanied  by  hyperacidity, 
spasticity  of  the  pylorus,  and  six-hour  retention. 
Such  findings  are  not  constant  and  only  slight 
weight  can  be  attached  to  them. 

Alterations  of  peristalsis  are  of  trifling  differential 
significance;  a  gross  malignant  ulcer  is  oftener 
associated  with  anacidity  and  peristaltic  sluggish- 
ness, and  a  simple  ulcer  with  hyperacidity  and 
peristaltic  vigor,  but  the  reverse  also  may  be  true. 
G.  H.  Jackson,  Jr.,  M.D. 

Case,  J,  T.:  A  Review  of  Three  Years'  Work  and 
Articles  on  Pneumoperitoneum.  Am.  J.  Roent- 
genol., 1922,  n.s.  viii,  714. 

In  an  effort  to  sum  up  the  present  status  of 
artificial  pneumoperitoneum  as  a  diagnostic  aid 
the  author  gathered  data  from  every  available 
American  source,  including  information  obtained 
from  circular  letters  of  inquiry  sent  to  223  roent- 
genologists. The  dangers,  inconveniences,  and 
contra-indications  of  the  method  as  well  as  its  field 
of  usefulness  were  considered,  and  special  inquiry 
was  made  concerning  the  safety  of  this  measure  as 


an  office  diagnostic  procedure.  There  seemed  to 
be  general  agreement  that  the  method  must  be 
pursued  with  due  regard  to  the  necessities  of  an 
aseptic  surgical  operation,  excluding  from  the 
examination  such  cardiac  or  respiratory  cases  as 
would  ordinarily  be  considered  jx>or  surgical  risks; 
that  the  gas  used  should  be  carbon  dioxide  or  a 
mixture  of  carbon  dioxide  and  oxygen;  that  the 
amount  of  gas  introduced  should  be  carefully 
estimated;  that  the  injection  should  be  done  slowly, 
while  the  patient  is  carefully  observed  for  signs  of 
untoward  effect. 

Among  the  inconveniences  encountered,  distress, 
either  real  or  psychic,  or  anxiety  on  the  part  of  the 
patient  occupied  a  prominent  place.  Pain,  nausea, 
vomiting,  dyspnoea,  or  profuse  sweating  were  ex- 
perienced by  many  patients,  either  singly  or  in 
combination,  and  none  of  the  patients  thus  exam- 
ined recalled  the  experience  as  pleasant.  The  dis- 
comfort was  very  much  more  marked  when  massive 
inflation  was  used  than  when  only  small  amounts 
of  gas  were  introduced.  The  method  is  time- 
consuming  and  the  cause  of  considerable  incon- 
venience in  the  roentgen  laboratory.  Aside  from 
the  distress,  some  of  the  inconveniences  enumerated 
were  due  seemingly  to  errors  in  technique  which 
might  have  been  avoided.  Thus,  the  production 
of  an  interstitial  emphysema  or  sudden  overdis- 
tention  can  be  obviated,  and  persistent  overdis- 
tention  may  be  relieved  by  deflation  or  by  the  use 
of  carbon  dioxide  in  place  of  oxygen. 

Dangers  which  have  been  enumerated  include 
the  following:  intestinal  puncture;  puncture  of  an 
omental  or  mesenteric  blood  vessel;  puncture  of  a 
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dilated  ureter,  the  bladder,  or  some  other  abdominal 
viscus;  peritonitis;  air  embolism;  superficial  em- 
physema; rupture  of  malignant  adhesions;  and 
precipitation  of  cardiac  failure  through  over- 
distention  of  the  abdomen.  Detailed  accounts  of 
instances  of  each  of  these  are  given. 

Four  deaths  directly  associated  with  pneumo- 
peritoneum have  come  to  the  author's  notice.  One 
was  due  to  the  introduction  of  oxygen  into  the 
spleen,  and  another  to  peritonitis.  In  the  two  other 
cases  there  was  some  difference  of  opinion  as  to  the 
exact  cause,  though  both  deaths  were  imdeniably 
associated  with  an  attempt  to  examine  by  the 
pneumoperitoneum  method.  Particulars  relative  to 
all  four  of  these  cases  are  included. 

The  reported  fatalities  incontestably  mark  the 
procedure  of  artificial  pneumoperitoneum  as  one 
which  should  be  performed  only  in  an  institution 
fully  equipped  for  surgical  operations  and  emer- 
gencies, and  by  men  ready  to  assume  at  once  the 
responsibility  of  dealing  with  such  emergencies  if 
they  arise.  Undoubtedly  some  of  the  accidents 
reported  were  the  result  of  errors  in  technique;  yet 
those  errors  occurred  in  some  of  the  foremost 
medical  and  surgical  clinics  of  the  world,  in  the 
hands  of  men  recognized  as  able  to  avoid  such  errors 
if  indeed  it  is  possible  always  to  avoid  them.  It 
may  therefore  be  assvmaed  that  such  errors  are  apt 
to  recur  from  time  to  time  in  spite  of  all  foresight 
and  precaution. 

As  regards  the  indications  for  the  use  of  pneumo- 
peritoneum, Case  states  that,  generally  speaking, 
it  is  applicable  in  a  selected  class  of  cases  of  obscure 
abdominal  or  retroperitoneal  conditions  in  which 
the  careful  use  of  all  other  clinical  means  has  failed  to 
elucidate  the  problem  with  any  degree  of  satisfac- 
tion and  where  an  exploratory  operation  does  not 
seem  preferable.  Such  conditions  relate  especially 
to  lesions  of  the  diaphragm  other  than  subphrenic 
abscess,  and  obscure  retroperitoneal  lesions.  Cer- 
tain lesions  of  the  kidney  and  their  differentiation 
from  paravertebral  masses  are  esp>ecially  well 
illmninated  by  this  method,  but  the  opinion  is 
frequently  offered  that  where  the  method  has  been 
used  in  urological  work  it  has  only  occasionally  add- 
ed to  the  data  already  secured  by  other  roentgenolog- 
ical or  urological  diagnostic  means.  The  perfecting 
of  the  Potter-Bucky  diaphragm  has  been  one  of  the 
most  important  factors  in  still  further  narrowing  the 
field  of  usefulness  of  pneumoperitoneiun,  as  good 
roentgenograms  made  with  the  Potter-Bucky 
diaphragm  show  a  wealth  of  detail  surjmssed  only 
by  plates  made  after  gas  inflation  of  the  abdomen. 
Many  laboratories  have  adopted  the  plan  of  trying 
the  Potter-Bucky  diaphragm  technique  before 
resorting  to  pneumoperitoneum.  The  result  has 
been  that  frequently  the  latter  is  not  needed. 

Abdominal  ascites  presents  the  least  contested 
indication  for  the  introduction  of  gas,  which  is 
easily  and  safely  carried  out  in  this  type  of  case. 
The  method  is  probably  next  most  useful  to  the 
gynecologist,  especially  when  minimal  amounts  of 


gas  are  introduced  by  transuterine  insufflation. 
Adhesions  of  the  intestines  to  the  abdominal  wall 
are  sometimes  most  strikingly  demonstrated  by 
pneumoperitoneum.  Adolph  Hartung,  M  J). 

Mallet,  L.,  and  Coliez,  R.:  The  Value  of  Pneumo- 
peritoneum in  X-Ray  Diagnosis  (Le  pneumo- 
peritoine  en  radio-diagnostic).  Bull,  et  mem  Soc. 
de  chir.  de  Par.,  1921,  xlvii,  1371. 

This  report  is  based  on  a  study  of  144  cases.  The 
authors  do  not  inject  the  gas  under  pressure  directly 
into  the  abdominal  cavity  but  use  a  method  similar 
to  that  of  Forlanini  for  artificial  pneiunothorax  and 
the  apparatus  and  trocar  devised  by  Kuss.  The 
site  of  choice  for  the  puncture  is  in  the  left  side  of 
the  great  rectus  muscle,  slightly  above  and  to  the 
left  of  the  umbilicus  and  the  left  Uiac  fossa,  the 
patient  being  in  right  lateral  decubitus.  The  punc- 
ture of  the  skin  is  made  very  obliquely,  whUe  that 
of  the  transverse  fascia  to  the  peritoneum  is  vertical. 
Ten  cubic  centimeters  of  water  are  first  injected 
and  then  2  liters  of  oxygen  or  carbon  dioxide  or  a 
mixture  of  both.  The  authors  prefer  the  mixture 
because  it  is  absorbed  more  slowly.  The  patient  is 
examined  in  dorsal,  abdominal,  and  right  lateral 
decubitus  and  in  any  other  f>osition  that  may  be 
necessary.  The  kidneys  and  liver  are  excellently 
outlined;  the  gall-bladder  is  visible  in  about  half 
the  cases;  the  spleen  can  be  seen  clearly  in  ventral 
decubitus  and  by  rotating  the  patient.  For  the 
examination  of  the  pelvic  organs  the  patient  is  put 
in  the  Trendelenburg  or  genup>ectoral  position 
in  order  to  free  the  pelvis  from  the  intestines.  In 
none  of  the  144  cases  reviewed  was  there  any  acci- 
dent. 

In  discussing  this  report  Proust  stated  that  in 
view  of  the  fact  that  deaths  have  occurred  after 
pneumoi>eritoneum,  the  method  should  be  used 
only  when  the  patient  can  remain  in  bed  for  twenty- 
four  hours  after  the  injection.  It  is  contra-indicated 
in  the  cases  of  cachectic  and  anaemic  p)atients  and 
those  with  cardiac  weakness,  respiratory  complica- 
tions, acute  salpingitis,  appendicitis,  or  any  other 
pathologic  condition  of  the  abdominal  organs. 

W.  A.  Brennan. 

Newcomet,  W.  S.:  The  Superficial  Reaction  of 
Radium  as  a  Guide  to  Dosage.  Am.  J.  Roent- 
genol., 1922,  n.  s.  ix,  34. 

The  effects  of  radium  upon  the  tissues  depend 
upon  the  following  conditions:  (i)  the  amount  of 
radivmi  element  or  its  equivalent  that  is  used,  (2) 
the  distribution  of  the  radiating  material,  (3)  the 
time  of  application,  its  duration,  and  the  intervals 
at  which  treatment  is  given,  (4)  the  distance  of  the 
radium  from  the  part  treated,  and  (5)  the  type  of 
container,  filters,  etc.,  employed. 

Any  modification  of  these  factors  will  produce 
entirely  different  results.  The  same  nimiber  of 
milligram-hours  applied  under  similar  conditions 
does  not  produce  the  same  reaction  if  some  of  the 
factors  mentioned  are  different. 


402 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


The  character  of  the  tissue  must  always  be 
considered,  especially  when  the  parts  have  been 
subjected  to  previous  irritation  from  other  causes. 
In  some  cases  a  late  reaction  and  ulceration  have 
been  caused  by  the  application  of  an  irritant  such 
as  iodine,  mustard,  and  excessive  heat  after  radiation. 
Due  regard  must  be  given  also  to  the  character  of 
the  tissues  in  the  very  old  and  very  young.  The 
opinion  seems  to  prevail  that  it  is  safe  to  make  a 
second  application  after  the  lapse  of  three  weeks, 
but  in  the  light  of  very  late  reactions  that  have 
occurred  in  certain  cases,  it  is  difficult  to  come  to  a 
definite  conclusion.  In  the  folds  of  the  axilla  and 
groin  the  reiaction  is  greater,  possibly  because  of 
the  mechanical  irritation  of  sweating,  rubbing,  or 
chafing. 

The  foregoing  deductions  apply  to  normal 
structures  in  which  more  or  less  uniform  results 
are  produced  though  there  is  some  variation  in  the 
degree  of  their  resistance.  In  pathologic  structures 
the  variation  is  far  wider.  The  dosage  factor  must 
be  worked  out  upon  clinical  lines  rather  than  in  the 
laboratory. 

In  conclusion  the  author  emphasizes  the  impor- 
tance of  including  in  the  reports  of  cases  the  details 
as  to  the  amount  of  radium  used;  its  distribution; 
the  time  of  application  and,  if  the  treatment  is 
repeated,  the  length  of  the  intervals;  the  filters; 
and  distance  of  the  radium  from  the  affected  part. 
If  the  radium  is  implanted,  the  exact  method,  the 
amount  used,  its  distribution,  the  reaction  observed, 
the  relation  of  the  diseased  to  healthy  parts,  and 
the  results  obtained  should  be  reported. 

Adolph  Hartung,  M.D. 

Viol,  C.  H.:  A  Comparison  of  Radiation  Dosages 
Attainable  by  the  Use  of  Radium  on  and  within 
Tumors.  Am.  J.  Roentgenol.,  1922,  n.  s.  ix,  56. 

The  immediate  problem  in  the  radiotherapeutic 
treatment  of  a  localized  malignant  growth  is  to 
secure  an  adequate  or  lethal  dose  of  rays  in  the 
most  outlying  cells  as  failure  to  accomplish  this 
leaves  the  patient  in  much  the  same  predicament 
as  that  which  results  when  the  surgeon  cannot 
excise  all  of  the  malignancy.     • 

If  absorption  is  not  taken  into  consideration,  the 
intensity  of  the  rays  from  a  small  source  varies 
inversely  as  the  square  of  the  distance  from  the 
source.  Since  gamma  rays  of  radium  are  so  pene- 
trating that  the  decrease  in  their  intensity  due  to 
absorption  in  the  tissues  is  markedly  offset  by  the 
effect  of  scattered  and  secondary  rays  in  the  tissues, 
it  is  not  necessary  to  consider  absorption.  If  the 
distance  from  the  radium  to  the  most  outlying  cells 
is  set  as  i,  then  the  intensity  of  the  rays  on  those 

cells  is  7-T^  =  i.    If  by  insertion  of  the  radium  into 

the  tumor  mass  the  distance  between  the  radium 
and  the  most  outlying  cells  is  reduced  to  one-half, 


the  intensit>  of  the  rays  becomes 
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It  follows  then  that  with  the  same  amount  of 
radium  inserted  for  the  same  length  of  time  the 
ray  dose  applied  to  the  most  outlying  cells  will  be 
increased  fourfold. 

It  is  the  utilization  of  this  principle  by  multi- 
plying the  number  of  points  from  which  the  rays 
emerge  that  makes  it  possible  to  obtain  almost 
homogeneous  radiation  and  to  secure  the  most 
intense  effects  of  the  radiation  within  the  tumor, 
thereby  avoiding  the  great  waste  of  rays  that 
results  when  external  crossfire  is  used  and  pre- 
venting the  possible  undesirable  effects  of  these 
wasted  rays  in  normal  tissues  adjacent  to  the 
neoplasm. 

The  future  developments  in  radium  technique 
which  promise  most  are  those  which  will  place  the 
radio-active  substance  throughout  the  mass  of 
neoplastic  tissues.  It  is  only  in  this  manner  that 
malignant  growths  such  as  cancer  of  the  bladder,  pros- 
tate, stomach,  etc.,  whose  the  prognosis  is  today  far 
from  favorable,  can  be  controlled  by  radiotherapy 
combined  with  other  suitable  methods. 

Adolph  Harttjng,  M.D. 

I^oucks,  R.  E.:  Patholo^cal  Classification  of  Thy- 
roid Gland  Diseases  with  Radium  Treatment 
in  Toxic  Goiter.  Am.  J.  Romlgenol.,  1922,  n.  s. 
viii,  755- 

Thyroid  diseases  are  classified  under  three  heads: 
(1)  inflammations,  (2)  tumors,  and  (3)  dystrophies. 
Each  of  these  has  subgroups.  Plummer's  classifica- 
tion of  hypothyroidism  and  hyperthyroidism  is 
given.  The  author  discusses  only  the  treatment  of 
the  toxic  or  active  types  in  forms  of  toxic  adenomata 
and  exophthalmic  goiter. 

The  toxic  adenoma  is  characterized  by  a  chain  of 
symptoms  gradually  increasing  for  a  period  of  years 
after  the  enlargement  of  the  thyroid  gland. 

The  exophthalmic  type  generally  runs  a  typical 
course.  Mild  toxic  symptoms  gradually  increase  for 
about  eight  months  to  a  crisis  with  or  without  en- 
largement of  the  gland.  This  first  explosion  is 
usually  followed  by  improvement  until  the  end  of 
the  second  year,  when  the  second  crisis  comes.  From 
the  second  crisis  the  patient  may  alternately  fail 
and  improve  or  fail  rapidly  with  cardiac  and  general 
degeneration. 

The  thyroid  is  the  regulator  of  metabolism  and 
its  functioning  is  well  indicated  by  the  metabolic 
rate.  McCaskey  is  quoted  as  stating  that  in  90  per  cent 
of  all  cases  showing  an  increase  in  the  metabolic  rate 
there  is  hyperthyroidism  proportionate  to  the  in- 
crease. 

The  exophthalmic  type  causes  an  early  slight 
increase  in  the  blood  pressure  which  is  followed  by  a 
fall  after  the  first  crisis  and  then  by  another  increase 
which  is  maintained. 

There  are  many  theories  as  to  the  etiology.  One 
attributes  it  to  the  effect  of  conditions  in  goiter 
regions  such  as  Michigan,  Minnesota  and  Switzer- 
land. Another  ascribes  it  to  infections  precipitated 
by  violent  emotions.    Disturbances  of  abdominal 
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viscera,  and  disturbances  of  the  endocrines  at  pu- 
berty, pregnancy,  and  the  menopause  have  also  been 
suggested  as  causes. 

In  discussing  the  symptoms  Loucks  states  that 
hyperthyroidism  is  suggested  by  a  florid  blotchy 
skin,  tachycardia  which  is  not  dependent  upon  an 
organic  cardiac  lesion,  sweating  palms,  longitudinal 
striae  of  the  nails,  and  pain  over  the  sternoclavicular 
joints. 

Symptoms  of  a  poor  prognosis  are:  (i)  bulging  of 
the  eyes  which  has  been  present  for  two  years  or 
more,  (2)  a  pale  muddy  complexion  and  oedema  of 
the  extremities,  (3)  an  irregular  pulse  rate  of  140, 
(4)  a  high  blood  pressure,  (5)  emaciation  with  rapid 
loss  of  weight,  (6)  a  strong  apex  impulse  with  pulsa- 
tion of  the  intercostal  muscles  over  the  heart,  (7) 
increased  cardiac  impulse  with  accentuation  of  the 
second  sound  or  both  sounds,  (8)  an  apex  rate  of 
180  and  a  pulse  rate  of  120,  (9)  urinary  symptoms 
characteristic  of  failing  heart  action  and  a  high  met- 
abolic rate,  (10)  persistent  diarrhoea,  (11)  cerebral 
symptoms  and  acidosis,  and  (12)  a  positive  Wasser- 
mann  reaction. 

Treatment  should  be  begun  by  cleansing  the 
bowels  with  a  saline  cathartic,  rest  in  bed,  a  non- 
protein diet,  an  ice  bag  over  the  gland  and  precordia, 
alkaline  medication,  alkaline  baths,  and  medication 
in  the  form  of  bromides,  ergot,  or  sodium  cacodylate. 
If  two  weeks  of  such  treatment  does  not  overcome 
the  toxaemia.  X-ray  treatment,  surgery,  or  radium 
treatment  is  indicated. 

After  careful  consideration  the  author  has  come 
to  the  conclusion  that  the  method  of  choice  is  the 
use  of  radium  following  the  empIo>Tnent  of  the 
general  methods  mentioned  for  two  weeks  if  neces- 
sary. 

At  least  100  mg.  should  be  used  in  four  tubes 
screened  with  i  mm.  of  brass  and  i  mm.  of  rubber 
at  a  distance  of  2  cm.  from  the  skin.  Two  or  three 
ports  should  be  irradiated  from  eight  to  ten  hours 
each. 

Loucks  then  gives  in  detail  the  histories  of  five 
cases  treated  in  the  manner  described. 

The  results  of  radium  treatment  are  summarized 
as  follows: 

1.  In  the  absence  of  permanent  heart  and  kidney 
lesions,  a  high  blood  pressure  was  lowered. 

2.  The  blood  pressure  was  raised  when  comp)ensa- 
tion  was  re-established. 

3.  A  metabolic  rate  of  about  80  was  lowered  dur- 
ing the  first  two  weeks,  raised  during  the  third  and 
fourth,  then  gradually  decreased  during  the  next 
few  months. 

4.  A  metabolic  rate  above  100  in  cases  of  broken 
compensation  was  gradually  lowered  after  the  third 
week. 

5.  In  many  very  active  cases  the  metabolic  rate 
was  normal  after  three  months. 

6.  The  metabolic  rate  is  a  standard  of  toxic 
activity  and  its  measurement  indicates  further  treat- 
ment, verifies  clinical  findings,  and  proves  the  results 
of  treatment.  .  A.  J.  Lakkin,  M.D. 


Hanford,  C.  W.:  Radium  Technique  in  Treating 
Cancer  of  the  CEsophagus :  Preliminary  Report. 

J .  Am.  M.  Ass.,  1922,  Ixxviii,  10. 

Except  in  the  use  of  the  fluoroscope,  we  are  work- 
ing in  the  dark  in  the  treatment  of  carcinoma  of  the 
oesophagus.  The  thickness  of  the  growth  and  its 
extent  along  the  lumen  of  the  oesophagus  cannot  be 
determined.  Data  obtained  from  the  few  autopsies 
constitute  the  basis  of  the  treatment  of  the  case  at 
hand.  Diseased  areas  are  i  to  2  in.  in  length.  One 
portion  of  the  wall  is  thick  and  will  stand  radiation 
which  would  have  an  unfavorable  effect  on  thin  por- 
tions of  the  growth.  The  determination  of  the  dos- 
age is  difficult.  The  giving  of  small  doses  when  per- 
foration is  feared  has  the  disadvantage  that  a 
favorable  effect  is  exerted  on  only  the  nearby  tissue 
while  a  stimulating  effect  may  be  exerted  on  the 
more  distant  cells  of  the  growth.  The  minimal  dose 
given  must  be  sufficient  to  have  a  lethal  effect  on 
the  most  distant  cells. 

The  author  states  that  he  is  obtaining  fair  results 
in  these  cases  wdth  the  aid  of  the  fluoroscope,  dilators, 
oesophagoscope,  and  radium  as  a  definite  anticancer 
agent.  While  many  cases  of  this  kind  cannot  be 
cured,  the  canal  can  be  kept  open  and  gastrostomy 
can  be  made  unnecessary  by  dilatation  and  the 
judicious  application  of  radium. 

The  five  requisites  for  efficient  oesophagus  appli- 
cation as  given  by  Mills  and  Kimbrough  are  as 
follows : 

1.  Knowledge  of  the  location,  extent,  and  pecu- 
liarities of  the  tumor,  and  of  the  location,  extent,  and 
direction  of  the  stricture. 

2.  Means  by  which  the  cancer  stricture  can  be 
canalized  harmlessly. 

3 .  Means  by  which  the  radium  can  be  maintained 
in  position. 

4.  Means  by  which  the  applicator  can  be  observed 
frequently  while  in  position. 

5.  Careful  selection  of  dosage  intervals,  etc. 
Alethods  employed  in  determining  the  location  of 

malignancy  in  the  oesophagus  are:  (i)  the  use  of 
the  fluoroscope  after  the  ingestion  of  barium  or 
bismuth,  (2)  sounding  with  olivary  bougies,  and  (3) 
oesophagoscopy  (used  chiefly  to  secure  tissue  for 
examination) . 

To  locate  the  stricture  a  roentgenogram  is  made 
after  the  ingestion  of  bismuth.  With  the  patient 
before  the  fluoroscope  the  olivary  bougie  is  passed 
on  spiral  wire  and  when  the  stricture  is  reached  the 
site  of  the  incisors  on  the  wire  is  marked  with 
adhesive.  The  wire  is  then  removed  and  used  to 
measure  the  radium  carrier.  It  is  supposed  that  the 
malignancy  extends  below  the  point  of  stricture. 
The  author  justifies  the  possible  attack  on  normal 
tissue  on  the  ground  that  such  tissue  will  recover. 

If  the  olivary  bougie  will  pass  the  stricture  the 
radium  carrier  also  will  pass  it.  More  often,  however, 
the  stricture  will  not  admit  the  olivary  bougie  or 
radium  carrier.  In  such  cases  recourse  is  had  to  the 
method  popularized  by  Sippy.  A  silk  cord  (silk 
twist  Letter  D)  is  swallowed  by  the  patient  and  after 
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it  has  become  anchored  in  the  bowel  it  is  used  as  a 
director  for  a  wire  three  feet  long  and  having  a 
solid  tip.  The  cord  passes  through  an  aperture  in 
the  tip  and  with  the  cord  kept  taut  the  tip  is  usually 
passed  through  the  stricture  easily.  Graduated 
olivary  bougies  can  be  attached  serially  to  the  wire 
and  passed  until  the  dilatation  is  sufficient  to  admit 
the  radium  carrier.  A  detailed  description  of  the 
technique  and  illustrations  of  this  procedure  and  an 
illustration  and  description  of  the  radium  carrier  are 
given.  The  author  states  that  the  silk  cord,  which 
is  the  only  connection  with  the  radium,  is  much  less 
objectionable  than  wire  to  hold  the  applicator  in 
place.  To  assure  the  proper  location  of  the  carrier 
during  the  application  a  roentgenogram  should  be 
made  immediately  after  the  application  and  again  in 
six  hours. 

Dosage  is  empirical.  The  author  has  selected  50 
mg.  for  eight  to  ten  hours.  If  the  lesion  is  longer 
than  the  applicator  the  radium  is  placed  at  the 
deepest  portion  in  the  first  jjeriod  of  eight  hours  and 
then  withdrawn  its  full  length  until  the  entire  lesion 
is  irradiated.  The  radium  is  screened  with  i  mm. 
of  brass  and  i  mm.  of  rubber.  The  treatment  is  not 
fully  satisfactory  but  improves  the  prognosis. 

Of  fifteen  cases  four  are  seemingly  cured.  All 
patients  treated  by  the  author  were  benefited. 
Dysphagia  was  relieved  and  freedom  from  pain  was 
secured  for  some  time.  Second  treatments  were  not 
so  successful  as  first  treatments.  Excluding  the  four 
cases  believed  to  be  cured,  five  went  one  year  with- 
out recurrence.  In  one  there  has  been  no  recurrence 
for  one  and  a  half  years.  These  five  are  still  under 
treatment.  The  most  encouraging  feature  is  the 
relief  of  the  dysphagia. 

The  second  treatment  is  given  from  three  to  four 
weeks  after  the  first.  A.  J.  Larkin,  M.D. 

Stacy,  L.  J. :  The  Treatment  of  Primary  Carcinoma 
of  the  Vagina  with  Radium.  A  m.  J.  Roentgenol., 
1922,  n.  s.  ix,  48. 

Primary  carcinoma  of  the  vagina  is  comparatively 
rare  and  reports  of  cases  treated  with  radium  are 
few,  only  three  having  been  found  by  the  author  in 
the  American  literature.  The  course  of  the  disease 
is  very  rapid;  glandular  involvement  occurs  early 
because  of  the  free  lymphatic  supply  of  the  vaginal 
mucous  membrane.  Surgical  treatment  has  been 
disappointing  and  the  cure  of  the  local  growth  by 
means  of  radium  is  frequently  followed  by  glandular 
involvement. 

Of  the  twenty-one  patients  with  primary  carci- 
noma of  the  vagina  treated  at  the  Mayo  Clinic 
from  July,  1915,  to  January,  1921,  information 
concerning  fourteen  has  been  obtained  recently  in 
answer  to  questionnaires.  Seven  of  the  fourteen 
are  living:  i  three  years  and  nine  months,  i  two 
years  and  nine  months,  i  two  years  and  one  month, 
I  one  year  and  two  months,  2  six  months,  and 
I  five  months  since  the  treatment.  Of  those  who 
died,  I  died  two  years  and  four  months,  i  one 
year  and    three    months,     i    one   year,    2    eleven 


months,  and  2  seven  months  after  the  treatment. 
Summaries  of  the  histories  of  the  fourteen  cases 
are  given. 

All  the  patients  in  this  group  were  given  roentgen 
treatments  over  the  abdomen  and  back  in  conjunc- 
tion with  the  local  applications  of  radium.  As  the 
technique  of  radium  treatment  improves,  the  results 
will  improve,  particularly  in  the  recent  cases  in 
which  the  emanation  needles  are  buried  in  the 
growth  or  much  larger  doses  of  radium  salt  are 
employed.  The  increasing  efficiency  of  the  roentgen 
treatment  is  also  an  imf)ortant  factor.  In  the  cases 
cited  the  local  condition  has  been  controlled 
comf)aratively  successfully,  but  extension  into  the 
glands  has  not  been  prevented. 

The  author's  conclusions  are  summarized  as 
follows: 

Radium  and  roentgen  treatments  offer  better 
chances  for  cure  than  surgery,  and  as  the  technique 
improves  a  larger  number  of  permanent  cures 
should  be  effected. 

Better  results  are  obtained  and  there  is  less 
danger  of  the  formation  of  fistula  if  the  initial 
treatment  with  radium  is  heavy  and  not  repeated 
but  the  roentgen  treatment  of  the  abdomen  and 
back  is  continued.  Adolph  Hastung,  M.D. 

LEGAL  MEDICINE 

Courts  May  Order  More  Than  One  Physical  Exam- 
ination. City  of  Valparaiso  vs.  Kinney  (Ind.),  jji 
N.  E.  K.,  p.  237. 

The  Appellate  Court  of  Indiana,  in  reversing  a 
judgment  for  $2,500  damages  obtained  by  the  plain- 
tiff, Kinney,  for  alleged  permanent  injuries  to  her  left 
arm,  elbow,  and  shoulder,  held  that  there  was  an 
abuse  of  discretion  in  the  trial  court's  refusal  to  order 
a  second  physical  examination  of  the  plaintiff  by  a 
physician  or  physicians  to  be  appointed  by  the  court. 
The  court  stated  that  the  only  physical  examination 
that  had  been  made  theretofore  under  an  order  of 
the  court  was  had  about  eleven  months  after  the 
plaintiff  had  received  her  injuries  and  nineteen 
months  before  the  trial  of  the  cause.  The  injuries 
were  of  such  a  character  that  in  the  course  of  time 
they  would  probably  improve  spontaneously,  even 
though  a  substantial  cure  might  not  be  effected. 
Under  such  circumstances  it  must  be  evident  that 
knowledge  of  the  plaintiff's  condition  at  the  time  of 
the  trial,  which  occurred  about  two  and  one-half 
years  after  the  injuries  were  received,  would  have 
been  very  helpful  to  the  court  or  jury  trying  the 
cause. 

It  is  well  settled  in  Indiana  that  a  motion  to  re- 
quire a  plaintiff  to  submit  to  a  physical  examination 
in  actions  of  this  kind  is  addressed  to  the  sound 
discretion  of  the  trial  court,  and  that  the  exercise  of 
such  discretion  is  reviewable  on  appeal  and  correct- 
able in  case  of  abuse;  and  it  is  clear  to  the  appellate 
court  that  courts  have  authority  to  order  more  than 
one  physical  examination  of  a  plaintiff  in  an  action 
for  damages  for  personal  injuries.  It  is  apparent  that 
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under  certain  circumstances  a  single  physical  exam- 
ination may  not,  and  possibly  cannot,  enable  the 
courts  to  obtain,  as  nearly  as  possible,  the  exact  and 
full  truth  concerning  the  matters  in  controversy. 
When  such  circumstances  exist,  the  reasons  which 
lead  coiiTts  to  assume  authority  to  order  physical 
examinations  in  the  first  instance  afford  ample  jus- 
tification for  a  further  exercise  of  authority  in  that 
regard.  J-  A.  Castagnino. 

Liability  for  Burns  from  Fluoroscopic  Exposures — 
Care  Required.  Evans  vs.Clapp  et  al.  {Mo.),  231 
S.  W.  R..  p.  79- 
The  Kansas  City,  Missouri,  Court  of  Appeals 
affirmed  a  judgment  for  $5,000  damages  for  the 
plaintiff  against  the  defendants,  a  physician  and  a 
hospital  company,  for  alleged  malpractice  in  the  use 
of  a  fluoroscope  which  resulted  in  a  burn.  The 
plaintiff  claimed  that  twenty  exposures  were  made 
within  eight  days,  while  the  physician  insisted  there 
were  only  eight  exjxjsures.  The  plaintiff  had  gone 
to  him  to  ascertain  the  cause  of  headaches  from 
which  she  suffered,  and  on  the  first  examination 
with  the  fluoroscope  he  foimd  the  cause  a  ptotic  or 
low-lying  stomach.  As  the  roentgen  rays  were  not 
applied  in  this  case  for  treatment,  but  merely  to 
ascertain  the  cause  of  the  headaches,  which  was 


disclosed  at  the  first  examination,  there  was  no 
reason  to  assume  that  an  honest  mistake  had  been 
made  in  the  careful  application  of  treatment.  On 
the  contrary,  as  the  roentgen  ray  revealed  the  con- 
dition at  once,  the  many  other  exposures  were  not 
made  in  the  interests  of  the  patient. 

The  riiles  governing  the  duty  and  liability  of  phy- 
sicians and  surgeons  in  the  performance  of  profes- 
sional services  are  applicable  to  them  in  the  use  and 
manipulation  of  a  roentgen-ray  machine.  In  employ- 
ing this  dangerous  agency  they  must  use  such  reason- 
able and  ordinary  care,  skill,  and  diligence  as  is  or- 
dinarily possessed  by  others  in  the  same  line  of  prac- 
tice and  work  in  similar  localities.  It  would  seem, 
however,  that  the  ordinary  care  required  in  the  use 
of  the  roentgen  ray  would  not  be  subject  to  quite 
the  same  distinction  that  is  usually  made  between 
ordinary  medical  practice  in  a  rural  and  in  a  city 
community,  as  the  standard  of  care  in  the  use  of 
roentgen-ray  machines  must  be  derived  from  among 
the  users  thereof,  and  the  term  "similar  localities" 
must,  in  this  connection,  have  a  somewhat  general 
and  relative  meaning  so  as  to  include  other  users  of 
such  machines  who  possess  the  ordinary  proficiency 
in,  and  acquaintanceship  with,  the  use  of  that 
agency  which  obtains  in  similar  localities  or  in  the 
same  section  of  the  coimtry.        J.  A.  C.^t.\gnixo. 
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Mathes,  P.:  Questions  Concerning  Prolapse  and 
Retroflexion  (Prolaps-  und  Retroflexionsfragen). 
Zenlralbl.  J.  Gynaek.,  1921,  xlv,  1429. 

In  the  origin  of  prolapse  in  women  who  have 
borne  children  the  most  important  factor  is  the 
bladder  which,  after  the  injuries  caused  by  birth 
to  the  birth  canal,  favors  prolapse  by  pressing  on  the 
surrounding  parts.  Prolapse  in  a  virgin  finds  its 
explanation  in  the  presence  of  an  abnormally  deep 
cul-de-sac  of  Douglas  into  which  the  intestinal 
loops  thrust  themselves,  forcing  the  uterus  before 
them  and  out  of  the  pelvis.  The  deep  cul-de-sac  of 
Douglas  is  due  to  an  arrest  in  development,  a  con- 
genital variant  which  is  associated  with  other  signs 
of  defective  or  arrested  growth. 

From  these  observations  it  is  dear  that  operative 
methods  to  correct  the  supports  of  the  uterus  or  to 
strengthen  the  buttress  of  the  bladder  are  inade- 
quate. Accordingly  Mathes  tried  to  prevent  the 
sinking  of  the  bladder  by  stitching  the  horns  of  the 
uterus  to  the  periosteum  of  the  pubic  bone  laterally 
from  the  vesical  pillars.  The  result  was  not  un- 
favorable, but  the  procedure  presents  technical 
difliculties.  He  now  advocates  a  combination  of 
interposition  of  the  uterus  with  the  Goebell-Stoeckel 
plastic  operation  on  the  pyramidalis  muscle,  proceed- 
ing from  the  standpoint  that  "it  is  hardly  possible 
to  conceive  of  a  better  anchoring  of  the  neck  of  the 
bladder,  the  portion  most  in  danger  of  prolapse, 
than  by  loops  of  muscle  and  fascia." 

Three  cases  were  operated  upon  in  this  manner 
successfully.  Mathes'  opinion  as  to  the  importance 
of  a  deep  cul-de-sac  of  Douglas  in  cases  of  prolapse 
led  him  to  use  surgical  means  to  lessen  its  size.  By 
a  purse-string  suture  which  included  the  f>eritoneum 
and  the  posterior  wall  of  the  neck  he  effected  its 
entire  obliteration  and  opposed  effective  resistance 
to  the  pressure  of  the  intestines. 

For  cases  of  uncomplicated  retroflexion  of  the 
uterus,  artificial  obliteration  of  the  cul-de-sac  of 
Douglas  with  fixation  of  the  uterus  by  the  Baldy- 
Franke  method  is  an  appropriate  procedure. 
Among  less  difficult  methods,  which  are  also  reason- 
ably certain  in  their  results,  is  the  median  colpor- 
raphy  of  Le  Fort-Neugebauer  in  which  the  anterior 
and  posterior  walls  of  the  vagina  are  freshened  and 
stitched  together,  the  vaginal  walls  thus  being 
prevented  from  sliding  upon  each  other.  The 
freshening  must  extend  no  further  than  to  the 
lower  third  of  the  vagina;  the  freshened  wall  is 
then  used  for  perineoplasty.  All  of  the  cases 
operated  on  by  the  Le  Fort-Neugebauer  method 
(40  per  cent  of  those  treated  during  the  last  two 
years)  have  remained  free  from  recurrence. 


Preliminary  treatment  is  of  the  utmost  im- 
portance for  the  successful  outcome  of  any  opera- 
tion for  prolapse.  All  ulcers  due  to  pressure  must 
be  healed  and  it  is  advisable  also  to  render  the 
cervix  and  corpus  as  aseptic  as  possible  by  the  use 
of  disinfectant  washes.  Liegner  (Z). 

Garcia  de  la  Serrana,  M.  J.:  A  New  Procedure  for 
Fixation  of  the  Uterus  (Ein  neues  Verfahren  fuer 
die  Uterusiixation).  Zentralbl.  /.  Gynaek.,  1921, 
xlv,  1283. 

The  method  of  fixing  the  uterus  which  has  been 
worked  out  by  the  author  stands,  as  he  expresses 
it,  "on  its  own  feet."  Provided  the  prolapse  of  the 
anterior  and  posterior  vaginal  walls  is  not  too  pro- 
nounced and  the  perineum  stiU  forms  a  fairly  good 
support,  supplementary  op>erations  on  the  vagina 
and  perineum  are  unnecessary.  Relapses,  the  author 
believes,  are  almost  impossible  after  this  procedure. 

An  8-in.  laparotomy  incision  is  made  upward 
from  the  symphysis.  The  subcutaneous  cellular 
tissue  is  separated  from  the  fascia  for  a  distance  of 
4  cm.,  and  the  fascia,  muscle,  and  peritoneum  are 
pierced  laterally  3  cm.  above  the  pubic  bone  with  a 
pointed  wire.  The  wire  is  then  drawn  under  the 
round  ligament  and  tube,  through  the  broad  liga- 
ment and  the  posterior  half  of  the  uterus  without 
touching  the  lumen,  and  out  on  the  other  side,  the 
abdominal  walls  then  being  pierced  from  within 
outward.  The  abdomen  is  closed  by  layers  of  sutures 
and  the  wire  twisted  above  the  fascia  so  that  the 
uterus  is  held  firmly  against  the  anterior  wall  in  a 
somewhat  elevated  position  and  in  anteflexion.  As 
the  abdominal  pressure  then  no  longer  op>erates  on 
the  retroflexed  uterus,  pressing  like  a  wedge  on  the 
vagina,  vaginopierineal  operations  are  generally  un- 
necessary. 

The  laparotomy  incision  is  made  under  local 
anaesthesia,  but  narcosis  is  necessary  when  the  uterus 
is  brought  forward.  Four  cases  have  been  treated  by 
this  method,  two  of  them  a  year  and  a  half  ago.  In 
the  cases  of  multip)arae  the  tube  was  ligated  to 
produce  sterility  if  this  was  desired.  The  author 
does  not  know  whether  the  bearing  of  children  will 
again  be  p)ossible  in  these  cases  but  states  that  if 
pregnancy  should  occur  the  wire  could  be  removed 
in  the  second  or  third  month  by  a  small  incision. 

KULENKAMPFF  (Z). 

Bonney,  V. :  The  Radical  Abdominal  Operation  for 
Carcinoma  of  the  Cervix:  Results  of  100  Cases. 

Brit.  M.J.,  1921,  ii,  1103. 

The  author  compares  the  results  of  100  cases 
previously  rep>orted  by  him  and  Berkeley  with  his 
own  series  of  100  cases  on  the  basis  of  five  years  of 
freedom   from   recurrence. 
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The  operation  performed  for  carcinoma  of  the 
cervix  was  the  most  thorough  possible,  consisting 
in  the  removal  of  the  uterus  and  its  appendages,  the 
upper  half  or  two-thirds  of  the  vagina,  and  the 
parametric  and  paravaginal  tissues  out  to  the  pelvic 
side  walls  and  down  to  the  levator  ani  and  the  glands 
in  the  obturator  fossae  and  along  the  iliac  vessels. 

The  results  are  tabulated  as  follows: 

Author's  Joint 

series  series 

Died  of  operation 20  20 

Died  of  recurrent  growth 33  32 

Died  of  other  disease 3  2 

Lost  sight  of 4  7 

Well  after  five  years 40  39 


A  comparison  based  on  involvement  of  the 
regional  glands  is  given  in  the  following  table: 

Glands  Glands  not 

carcinomatous,  carcinomatous. 

Author's     Joint  Author's    Joint 

series       series  series      series 

Died  of  operation 9              9  11            11 

Died  of  recurrent  growth     17             16  17             16 

Died  of  other  disease. . ..      i              i  2              i 

Lost  sight  of 2               2  I               5 

Well  five  or  more  years . .      9              7  31            32 

The  deaths  from  recurrence  occurred  in  thirty- 
three  cases  as  follows: 

Author's  Joint 
cases     cases 

Within  2  years 15  15 

Between  2  and  3  years 12  10 

Between  3  and  4  years 3  i 

Between  4  and  5  years 3  6 

Forty  of  the  patients  remained  well  after  five 
years. 

The  series  of  100  cases  reviewed  in  this  article 
were  selected  from  160  consecutive  cases  presented 
for  treatment.  In  1,000  cases  of  carcinoma  of  the 
cervix  not  operated  upon,  the  average  length  of  life 
from  the  onset  of  symptoms  was  one  year  and  nine 
months. 

As  the  operation  described  is  of  great  technical 
difficulty,  the  results  obtained  show  a  gradual 
decrease  in  the  mortality  from  20  per  cent  in  the 
first  100  cases  to  6  per  cent  in  the  last  fifty  cases. 

I.  E.  BisHKOw,  M.D. 

Rawls,  R.  M.:  The  End-Results  of  Amputation  of 
the  Cervix  and  Trachelorrhaphy.  Am.  J.  Obsl. 
b'Gynec,  1922,  iii,  i. 

The  author's  plan  of  study  was  to  classify  and 
tabulate  the  immediate  and  end-results  of  693  cases 
from  hospital  records.  The  personal  equation  was 
eliminated  as  in  the  great  majority  of  the  cases  the 
findings  were  recorded  by  a  number  of  examiners. 
The  conclusions  drawn  are  as  follows: 


1.  Amputation  of  the  cervix  and  trachelorrhaphy 
are  effectual  and  adequate  oi)erations  and  have  a 
definite  place  in  the  gynecology  of  to-day. 

2.  Secondary  haemorrhage  and  secondary  imion 
occur  more  often  after  trachelorrhaphy  and  are  due 
to  faulty  technique  rather  than  infection. 

3.  Improvement  in  the  general  health  occurs  in 
over  82  per  cent  of  the  cases  treated  by  each  ope- 
ration but  is  greater  after  amputation  of  the  cervix. 

4.  Amputation  of  the  cervix  is  more  efficient  than 
trachelorrhaphy  in  the  cure  of  leucorrhcea  and 
dysmenorrhcea  but  is  more  often  the  cause  of  these 
symptoms  in  cases  previously  free  from  vaginal 
discharge  and  menstrual  pain. 

5.  Voluntary  sterility  is  increased  by  cervical  and 
vaginal  plastic  operations,  but,  all  other  things 
being  equal,  sterility  is  11  per  cent  greater  after 
amputation  of  the  cervix  than  after  trachelorrhaphy. 

6.  Amputation  of  the  cervix  is  followed  by 
interruption  of  labor  before  full  term  more  often 
than  trachelorrhaphy  but  is  no  more  liable  to  end 
in  premature  labor.  Abortion  is  more  frequent  after 
amputation  in  proportion  to  the  number  of  high 
amputations. 

7.  Dystocia  is  greater  after  trachelorrhaphy  as 
evidenced  by  the  number  of  operative  deliveries 
and  by  difficulty  in  spontaneous  labors. 

8.  With  proper  indications  and  technique,  low 
or  medium  amputation  is  as  applicable  to  women  in 
the  child-bearing  age  as  trachelorrhaphy. 

C.  H.  Davis,  M.D. 

Keene,  F.  E. :  The  Value  of  Radium  in  Gynecology. 

N.  York  State  J.  M.,  1922,  xxii,  i. 

The  author's  observations  since  1913  cover  501 
cases  of  benign,  and  412  cases  of  malignant,  condi- 
tions of  the  female  p)elvis.  He  states  that  radio- 
therapy has  passed  the  experimental  stage,  but  it  does 
not  supplant  or  compete  with  surgery.  Disastrous 
results  will  follow  the  misapplication  of  radivun  or 
the  X-ray. 

Certain  types  of  myomata  and  myopathic  uterine 
haemorrhage  are  treated  exclusively  with  radium 
without  imtoward  results.  The  author  is  confident 
that  in  the  great  majority  of  cases  the  results  can 
be  anticipated. 

Myomata  contra-indicating  radium  treatment  are 
classified  as  follows^ 

1.  Tumors  larger  than  a  four  months'  pregnancy 
and  those  which  are  complicated  by  inflammation 
or  tumor  of  the  adnexa. 

2.  Tumors  not  producing  haemorrhage  but  whose 
chief  clinical  manifestation  is  pressure. 

3.  Tumors  associated  with  cachexia  out  of  all  pro- 
portion to  the  amount  of  blood  lost. 

4.  Tumors  distorting  the  uterine  cavity  so  that 
radium  cannot  be  inserted  to  the  fundus. 

5.  Pedunculated  tumors  concealed  within  the 
uterine  cavity  or  projecting  from  the  cervical 
canal. 

6.  Calcareous  or  rapidly  growing  tumors  associated 
with  intermenstrual  as  well  as  menstrual  pain. 
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7.  Tumors  in  young  women,  since  radiimi  in  sufl5- 
cient  amounts  to  aflfect  the  tumor  may  produce 
sterility  or  a  premature  menopause. 

8.  Tumors  of  moderate  size  in  patients  in  whom 
the  possibility  of  a  gastric,  gall-bladder,  or  other 
extrapelvic  abdominal  lesion  may  suggest  lapa- 
rotomy. In  such  cases  operation  is  done  and 
further  procedure  then  decided  up)on. 

The  use  of  radium  alone  is  reserved  for  small 
uncomplicated  tumors  whose  only  symptom  is 
haemorrhage,  and  for  the  so-called  myopathic  uterine 
haemorrhages.  Under  these  conditions  95  per  cent 
of  the  cases  are  cured  by  one  application.  In  very 
rare  cases  myomectomy  or  hysterectomy  must  hie 
done.  The  technique  of  the  radium  treatment  is 
as  follows: 

Under  nitrous  oxide  and  oxygen  anaesthesia  a 
careful  pelvic  examination  is  made.  Thorough 
curettage  is  done  and  the  scrapings  are  examined 
microscopically.  A  50-mgm.  tube  properly  filtered 
is  inserted  to  the  fundus  for  twenty-four  hours  in 
the  cases  of  patients  at  or  near  the  menopause  and 
for  a  proportionately  shorter  time  in  the  cases  of 
younger  women.  In  the  cases  of  young  women  a 
second  application  is  preferable  to  over-radiation. 

The  patient  is  kept  in  bed  for  three  days  and 
allowed  to  go  home  on  the  fifth  day.  Nausea  or 
vomiting  occurs  in  60  per  cent  of  the  cases  while 
the  radium  is  in  place.  An  elevation  of  more  than 
one  degree  of  temperature  is  rare.  Pain  in  both 
sides  of  the  pelvis  for  several  weeks  is  usually  due 
to  undiscovered  adnexal  inflammation.  No  irritable 
effects  on  the  bladder  or  rectum  have  been  noticed 
and  no  phlebitis  or  nephritis. 

The  first  menstrual  period  after  the  radiation 
may  be  the  same  or  more  severe.  The  following 
periods  are  scanty  or  absent,  and  when  a  twenty- 
four-hour  application  is  given  the  amenorrhoea  is  per- 
manent. A  second  application  is  only  occasionally 
necessitated  by  recurrence  after  several  months. 
Smaller  doses  reduce  the  extent  and  duration  of  the 
flow  but  not  amenorrhoea.  Leucorrhoea  for  six  to 
ten  weeks  may  complicate  amenorrhoea  but  it  is  not 
excessive  or  irritating.  The  general  symptoms  are 
those  of  the  menopause  and  relatively  minor. 

The  conclusions  drawn  are  as  follows: 

1.  Radium  treatment  is  the  treatment  of  choice 
for  small  myomata  whose  chief  symptom  is  haemor- 
rhage. Ninety-five  per  cent  of  such  cases  and  cases 
of  haemorrhage  are  cured.  Re-application  or  opera- 
tion is  rarely  necessary. 

2.  A  large  group  of  myomata  are  operative  cases. 

3.  In  selected  cases  the  myomata  diminish  grad- 
uaUy  even  to  disappearance  and  the  uterus  suffers 
no  ill  eflfects  from  the  radium. 

4.  There  is  no  mortality  and  a  minimum  of  mor- 
bidity following  radium  treatment. 

5.  The  chief  subjective  symptoms  are  those  of 
the  menopause  and  are  of  relatively  minor  impor- 
tance. 

Malignant  tumors  are  divided  into  two  groups, 
the  advanced  cases  beyond  cure  and  the  early  cases. 


Of  the  latter  group  the  author  does  not  speak  as 
most  of  them  are  operated  upon. 

Women  in  the  last  stages  have  been  given  the 
temporary  benefit  of  radium  treatment  but  the 
author  deems  the  practice  unwise.  Among  such 
cases  are  cases  with  extension  to  the  bladder  and 
rectum.  In  rare  instances  a  remarkable  result  is 
obtained  even  in  this  type. 

In  general,  100  mgm.  have  been  used  in  these 
cases  either  against  the  tumor  or  embedded  in  it  in 
needles.  The  first  application  is  usually  for  twenty- 
four  hours.  In  many,  a  shorter  application  has  been 
given  in  six  weeks.  The  bladder  and  rectum  are 
packed  away  with  gauze. 

The  results  are  pleasing  to  the  patient  even 
though  in  most  cases  they  are  only  temporary. 
Before  the  discovery  of  radium  even  this  degree  of 
palliation  could  not  be  obtained. 

The  gross  changes  in  cancer  of  the  cervix  are 
briefly  described.  Within  a  few  weeks  all  superficial 
evidences  of  malignancy  disappear  and  the  ulcer- 
ated area  is  covered  by  a  thin  yellow  membrane 
smaller  than  the  original  lesion  and  adherent  to  the 
adjacent  tissues.  The  vaginal  wall  close  by  is  red 
and  may  bleed  slightly  on  examination.  The  pro- 
fuse haemorrhage  and  maloderous  discharge  have 
ceased  and  have  been  replaced  by  a  thin  non- 
irritating  leucorrhoea.  Several  months  later  a  pale 
contracted  vagina  due  to  fibrous  tissue  formation 
is  usually  found. 

Such  local  healing  occurs  in  from  50  to  60  per 
cent  of  cancers  of  the  cervix.  la  a  larger  proportion 
of  the  cases  the  maloderous  discharge  is  stopped 
and  never  recurs  or  recurs  only  at  varying  intervals 
before  death.  Pain  is  often  relieved  or  lessened  if 
only  for  a  few  months  to  recur  again  with  re-invasion. 

Occasionally  pain  follows  and  is  an  effect  of  ra- 
dium treatment.  This  occurs  more  frequently  after 
the  second  or  third  application.  Cystitis  and  proc- 
titis occurred  more  frequently  in  the  author's  earlier 
cases  than  they  do  to-day.  Seventeen  rectovaginal  or 
vesicovaginal  fistula:  developed  in  the  first  200 
cases;  these  arc  not  ascribed  to  the  radium,  how- 
ever, as  fistulx  are  more  common  in  untreated  cases. 
Radium  decreases  the  likelihood  of  fistula.  Two 
deaths  occurred  soon  after  the  radiation  but  both 
were  those  of  extremely  cachectic  patients. 

In  early  operable  cases  radium  was  used  only 
once  and  this  patient  has  passed  the  five-year  period 
free  from  recurrence.  Of  ninety-four  women  with 
inoperable  malignant  tumors  of  the  cervix  who 
were  treated  prior  to  or  during  191 6,  20  j)er  cent  are 
living  and  to  all  appearance  are  free  of  the  disease. 

Operation  is  advised  for  cancer  of  the  fundus  even 
in  fairly  advanced  cases.  Radium  is  reserved  for 
cases  in  which  operation  is  contra-indicated.  Bor- 
derline cervix  cases  are  given  radium  treatment.  It  is 
inadvisable  to  operate  upon  a  case  previously  treated 
with  radium  because  of  the  fibrosis  and  the 
fact  that  cells  rendered  inert  by  the  radium  may 
be  set  free.  Radium  is  applied  to  the  vaginal  vault 
two  weeks  after  operation    but  not  at  the  time  of 
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operation  because  of  the  danger  of  widespread 
sloughing  of  cells  weakened  by  trauma.  The 
author  is  still  of  an  open  mind  as  to  pre-operative 
radiation. 

The  conclusions  to  be  drawn  from  this  study  are 
as  follows: 

1.  As  a  palliative  measure  radium  therapy  is  the 
treatment  par  excellence  for  inoperable  cases  of 
cancer  of  the  cervix  and  vagina. 

2.  In  borderline  cases  the  use  of  radium  is  advis- 
able but  in  certainly  operable  cases  surgery  with 
postoperative  radiation  is  indicated. 

3.  Cancer  of  the  fundus  is  surgical  except  in  the 
presence  of  a  grave  contra-indication,  when  radium 
should  be  used. 

4.  Hysterectomy  is  inadvisable  in  cases  previously 
treated  with  radium. 

5.  In  the  operable  cases  the  advisability  of  pre- 
operative radiation  is  still  an  open  question. 

6.  Local  irradication  of  cancer  by  radium  is  estab- 
lished and  there  is  hope  that  cancer  of  the  cervix 
may  be  treated  by  radiimi  rather  than  by  operation. 

A.  J.  Larkin,  M.D. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Nash,  W.  G.:  Haemosalpinx  and  Pyosalpinx  with 
Torsion  of  the  Right  Fallopian  Tube.  Lancet, 
1922,  ccii,  78. 

A  single  girl,  aged  18,  was  admitted  to  the  hos- 
pital complaining  of  acute  pain  in  lower  part  of  the 
abdomen  on  the  right  side.  Her  history  showed 
that  she  had  had  three  previous  attacks  of  the  same 
kind,  one  two  years  previously,  which  had  lasted 
fifteen  hours,  another  one  month  previously,  and 
a  third,  six  days  previously,  which  caused  vom- 
iting. 

Menstruation  began  at  16.  At  first  it  was  irregu- 
lar, but  after  the  age  of  1 7  became  regular  and  pro- 
fuse. At  the  time  of  admission  to  the  hospital  the 
temperature  was  99.4  degrees  F.  and  the  pulse  112. 
The  tongue  was  coated  and  there  was  tenderness  in 
the  right  iliac  fossa. 

The  appendix  was  removed  but  appeared  normal. 
The  right  fallopian  tube  was  found  to  be  much 
enlarged  and  purple  due  to  its  being  twisted  five 
and  one-half  turns;  the  left  tube  was  enlarged  and 
adherent  to  the  pelvic  floor.  Both  tubes  were 
removed.    The  patient  made  a  good  recovery. 

The  pathologist  reported  bilateral  pyosalpinx  and 
that  the  wall  of  the  twisted  right  tube  was  intensely 
congested  and  lined  with  blood  clot.  The  patient 
denied  gonorrhoeal  infection. 

Clayton  F.  Andrews,  M  J). 

Daniel,  C:  Interstitial  Pregnancy.  Surg.,  Gynec.  &■ 
Obst.,  1922,  xxxiv,  15. 

The  variable  development  of  interstitial  preg- 
nancy and  the  symptoms  peculiar  to  each  case 
render  clinical  diagnosis  almost  impossible.  Even 
the  macroscopic  anatomy  of  the  specimens  presents 
obscure  points.    Vaudescal  claims  that  microscopic 


examination  is  the  only  absolute  means  of  confirm- 
ing the  presence  of  the  condition. 

The  author  presents  the  history,  the  findings,  and 
photographs  of  two  cases. 

In  the  early  stage  in  almost  all  of  the  reported 
cases  there  was  a  short  delay  in  menstruation  fol- 
lowed by  mild  or  profuse  metrorrhagia.  The  ana- 
tomical characters  depend,  according  to  Vaudescal, 
upon  the  point  of  primary  implantation  of  the 
ovum.  There  are  three  principal  characteristics 
w-hich  should  be  considered  in  the  diagnosis,  viz., 
asymmetry'  of  the  uterus,  asymmetry  of  the  adnexa, 
and  lateral  insertion  of  the  round  ligament. 

Uterine  asymmetry,  or  the  Ruge-Simon  sign,  is 
characterized  by  elevation  of  the  fundus  on  the  side 
of  the  abnormal  horn.  Because  of  the  abnormal 
insertion  and  the  habitual  tendency  of  an  interstitial 
gestation  to  develop  at  first  upward,  there  is 
verticalization  of  the  fimdus  of  the  uterus  producing 
a  cone-shaped  organ. 

Asymmetry  of  the  adnexa  is  caused  by  the  draw- 
ing up  of  the  tube  on  the  gravid  side  by  the 
development  of  the  ovum. 

The  insertion  of  the  round  ligament  varies  ac- 
cording to  the  attachment  of  the  tube.  In  general, 
the  round  ligament  is  attached  lateral  to  the  foetal 
tumor  and  displaced  laterally  with  the  tube  by  the 
development  of  the  ovum.  Unfortunately  these 
anatomical  characteristics  are  of  little  clinical 
value  except  in  the  cases  of  thin  women  with  a 
flaccid  abdominal  wall. 

Microscopical  study  of  an  interstitial  gestation 
should  include  a  study  of  the  ovular  cavity,  the 
uterine  cavity,  both  tubes,  and  both  ovaries. 

The  ovular  cavity  is  embedded  in  the  musculature 
of  the  uterine  wall  and  produces  a  slight  decidual 
reaction  at  the  point  of  implantation. 

Histologic  examination  shows  that  the  tubes  and 
ovaries  are  normal  on  both  the  gravid  and  non- 
gravid  sides.  C.  H.  Davis,  M.D. 

Woolf,  A.  E.  M.:  Bilateral  Interstitial  Ruptured 
Ectopic  Gestation  Sacs.  Lancet,  1922,  ccii,  11. 

The  patient  had  been  married  for  seven  years  and 
had  one  child  6  years  old.  On  the  morning  of  April 
14,  1920  (i.e.,  five  days  previous  to  her  admission  to 
the  hospital),  while  dressing,  she  was  seized  with 
sudden  sharp  pain  in  the  left  side  of  the  abdomen 
which  caused  her  to  double  up.  This  pain  lasted  all 
day,  but  passed  off  at  about  7  p.m.  The  following 
three  days  she  felt  quite  well  except  for  slight  weak- 
ness. On  April  18,  about  10:30  a.m.,  she  was  again 
seized  with  acute  abdominal  pain  which  was  general 
throughout  the  abdomen  and  caused  her  to  faint. 
The  pain  was  then  continuous  until  she  was  ad6aitted 
to  the  hospital  on  the  following  afternoon.  Vomiting 
was  frequent  April  18  and  19. 

When  the  peritoneal  cavity  was  opened  a  large 
quantity  of  dark-colored  blood  escaped.  The  right 
tube  was  seized  and  clamped.  In  the  intramural 
portion  of  both  tubes  ruptured  gestation  sacs  were 
found.    A  large  haematocele  was  present  on  the  left 
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side  and  the  pelvis  contained  numerous  blood  clots. 
As  the  patient  was  in  a  precarious  condition,  the 
most  rapid  operative  procedure  was  obviously  essen- 
tial. A  subtotal  hysterectomy  was  therefore  p>er- 
formed.  The  patient  stood  the  operation  well  and 
made  an  uneventful  recovery. 

The  catalogue  description  of  the  specimen  is  as 
follows:  A  coronal  section  of  a  uterus  which  was 
excised.  In  the  wall  there  is  on  either  side  at  the 
upper  angle  a  ftiass  of  blood  about  the  size  of  a  cherry 
which  represents  an  interstitial  pregnancy.  In  the 
clot  on  the  left  hand  side  may  be  recognized  one  or 
two  uncolored  foci  which  microscopic  examination 
shows  to  consist  of  chorionic  villi.  The  sac  on  the 
right  hand  side  has  ruptured  and  from  it  there  pro- 
jects an  irregular  eminence  of  coagulum.  The  uterine 
mucosa  has  undergone  simultaneous  thickening  and 
is  hyperaemic;  the  muscular  wall  is  hypertrophied. 

E.  L.  Cornell,  M.D. 

Jayle,  F.,  and  Halp^rine,  J.:  Tubal  Pre^ancy  and 
Blind  Diverticular  Canals  of  the  Tube  (Gros- 
sesse  tubaire  et  canaux  borgnes  diverticulaires  de  la 
trompe).    Presse  nUd.,  Par.,  1922,  xxx,  ^i. 

Medical  literature  is  singularly  deficient  on  the 
subject  of  anomalies  of  the  fallopian  tubes.  One 
anomaly  little  known  is  the  formation  of  blind 
accessory  diverticular  canals  parallel  with  the  nor- 
mal canal  of  the  tube.  In  exceptional  cases  there 
are  two  or  more  such  diverticula. 

Baudelocque  first  drew  attention  to  these  canals 
in  1825  by  reporting  a  case  showing  bifurcation  of 
the  tube.  In  1898  Henrotin  and  Herz  of  Chicago 
reported  an  ectopic  pregnancy  in  such  a  diverticu- 
lum. In  1903  Hensius  examined  twenty-five  cases 
reported  as  cases  of  diverticula  of  the  faUopian  tube 
but  found  only  five  to  be  genuine. 

In  the  authors'  opinion  the  development  of 
ectopic  pregnancy  in  a  tubal  diverticulum  is  not 
rare  as  they  have  observed  four  such  cases  in  a  short 
space  of  time.  Cases  of  this  kind  are  not  often 
reported  because  a  very  careful  examination  is 
necessary  to  discover  the  diverticulum  and  a  search 
is  seldom  made  for  the  malformation  because  it  is 
not  well  known. 

The  authors  report  the  case  of  a  woman  29  years 
of  age  in  which  a  diagnosis  of  retroversion  was  made. 
At  operation  the  left  tube  was  found  to  have  three 
canals,  one  of  which  had  been  ruptured  by  an  extra- 
uterine pregnancy.  W.  A.  Brennan. 

Damall,  W.  E. :   An  Unusual  Tumor  of  the  Ovary. 

Virginia  M.  Month.,  1921,  .xlviii,  540. 

The  patient  was  an  unmarried  woman,  52  years 
of  age,  who  had  passed  the  menopause  six  years 
previously.  Being  a  Christian  Scientist,  she  had 
refused  to  submit  to  surgical  treatment  for  a  fibroid 
tumor  and  had  been  given  X-ray  treatments  instead. 
These  had  produced  a  burn,  the  size  of  a  saucer, 
which  would  not  heal.  The  patient  finally  consented 
to  an  operation.  An  oval  incision  was  made  and 
the  burned  area  dissected  out  down  to  the  fascia. 


A  large  movable  tumor  was  discovered  attached 
to  the  left  ovary,  with  the  elongated  end  of  the  left 
tube  stretched  over  it.  This  growth,  which  was 
found  to  weigh  25  lbs.  and  to  contain  creamy  sterile 
pus,  was  removed.  At  its  base  several  lumpy  pro- 
jections protruded  into  the  pus  cavity  which  were 
hard  to  the  touch  and  cut  like  fibrous  tissue.  The 
walls  of  the  cavity  were  composed  of  fibrous  tissue 
I  in.  thick. 

After  a  careful  study  of  this  case  the  conclusion 
was  drawn  that  the  tumor  was  originally  a  fibroid 
tumor  of  the  ovary  which  ultimately  began  to  de- 
generate from  within,  the  injudicious  treatment 
with  the  X-ray  no  doubt  having  favored  the  process 
or  having  started  it.  The  suppuration  then  con- 
tinued until  finally  liquefaction  of  the  whole  tumor 
occurred  with  the  result  described. 

The  patient's  recovery  was  uneventful.  The  skin 
incision  united  perfectly.  After  a  year  and  a  half 
she  reported  herself  in  excellent  health. 

C.  H.  Davis.  M.D. 

Kerr,  J.  M.  M.:  Ghorio-Epithelioma.   Lanca,  1923. 
ccii,  9. 

Two  cases  of  vaginal  removal  of  the  uterus  fol- 
lowed by  recovery  are  reported.  From  these  it  is 
evident  that  the  clinical  features  of  chorio-epithe- 
lioma  are  just  as  definite  as  its  pathologic  characters. 
There  has  always  been  a  pregnancy.  Generally 
there  has  been  an  abortion,  and  in  about  50  per  cent 
of  cases  the  body  expelled  has  been  a  vesicular  mole. 
In  a  very  few  cases  the  tumor  has  developed  after 
an  apparently  normal  full-time  pregnancy.  Prob- 
ably if  the  placenta  had  been  examined  more  care- 
fully in  such  cases  some  of  the  villi  would  have 
shown  hydatiform  degeneration  for  this  is  occasion- 
ally observed  when  a  full-time  healthy  child  is  born. 
Occasionally  the  tumor  has  developed  while  the 
ovum  was  still  in  the  uterus.  In  rare  cases  the 
uterus  has  been  found  free  of  tumors,  the  primary 
growth  having  healed. 

The  outstanding  symptom  is  haemorrhage,  which 
often  is  very  profuse.  Most  commonly  this  is  attrib- 
uted to  a  retained  portion  of  ovum  or  placenta.  If 
the  haemorrhage  is  not  immediately  dealt  with,  it 
may  cease  for  a  time,  but  soon  recurs.  Still  later, 
as  the  disease  advances  and  ulceration  occurs,  pro- 
nounced anaemia  and  cachexia  develop,  with  febrile 
pulse  and  temperature.  At  any  time  anomalous 
symptoms  due  to  lesions  in  the  brain,  lungs,  or  else- 
where may  develop,  indicating  that  metastases  in 
these  organs  have  occurred. 

Of  the  author's  eight  patients  two  died  as  a  result 
of  the  operation,  two  died  of  metastases,  two  who 
were  operated  on  many  years  ago  are  still  alive,  one 
who  was  operated  ujxin  a  year  ago  is  still  well,  and 
one  has  not  been  traced. 

Taking  early  and  late  cases  together,  a  permanent 
cure  may  be  expected  in  only  about  30  per  cent.  The 
outcome  is  therefore  a  little  worse  than  in  cases  of 
carcinoma  of  the  uterine  body.  Kerr  has  performed 
vaginal  hysterectomy  three  times  and  the  abdominal 
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operation  five  times.  In  one  of  the  worst  cases 
the  patient  was  so  collapsed  and  anaemic  that  he 
performed  the  vaginal  operation  and  employed 
clamps  to  control  the  blood  vessels  in  the  broad 
ligament. 

It  is  unnecessary  to  do  a  Wertheim  operation  in 
this  condition  as  the  glands  are  rarely,  if  ever,  aflfect- 
ed.  Moreover,  it  takes  a  considerable  time,  and  in 
all  cases  the  shorter  the  duration  of  the  operation 
and  the  less  blood  lost  the  better  the  chances  of 
success.  E.  L.  Cornell,  M.D. 

MISCELLANEOUS 

MacKenzie,    D.    W.:     Vaginovesical    and    Utero- 
vesical  Fistulas.    /.  Urol.,  1921,  vi,  61. 

In  this  article  attention  is  called  to  the  fact  that 
many  patients  with  vesicovaginal  or  uterovaginal 
fistulae  have  been  operated  on  one  or  more  times 
before  they  come  under  the  observation  of  the 
urological  surgeon.  One  of  the  author's  patients 
had  undergone  seven  operations,  another  twelve, 
and  a  third,  with  complete  loss  of  the  floor  of  the 
bladder,  had  undergone  eighteen  operations  before 
admission  to  his  service. 

An  important  point  emphasized  is  the  necessity 
for  definitely  locating  the  ureteral  openings  and  the 


vesical  opening  of  the  fistula  and  ascertaining  all 
possible  facts  regarding  the  course  and  position  of 
the  sinus  before  attempting  operation.  Attention 
is  directed  also  to  the  necessity  for  improving  the 
condition  of  the  tissues  as  much  as  possible  before 
operation  by  means  of  urinary  antiseptics  and  local 
treatment,  such  as  irrigations,  baths,  etc. 

When  the  opening  of*  the  fistula  is  high  in  the 
fornix  and  there  is  much  scar  tissue  the  author  makes 
two  free  lateral  incisions  in  the  perineum — lateral 
episiotomy  wounds.  He  then  places  catheters  in  the 
ureters  and  a  catheter  from  the  bladder  to  the 
vagina  through  the  fistula  to  serve  as  guides.  The 
bladder  must  be  dissected  freely  from  the  vagina; 
unless  this  dissection  is  carried  out  thoroughly  tjie 
possibility  of  cure  is  remote.  The  sinus  is  inverted 
into  the  bladder  and  the  vagina  loosely  sewed  over 
it.  The  lateral  incisions  are  then  closed  and  the 
vagina  is  packed  with  gauze. 

MacKenzie  places  great  stress  upon  the  post- 
operative treatment  because  carelessness  at  this 
stage  may  destroy  all  hope  of  final  success.  TJie 
bladder  is  emptied  by  frequent  catheterization  or 
with  a  permanent  catheter  and  the  patient  kept  in 
bed  from  fourteen  to  eighteen  days.  In  his  series  of 
eleven  cases  there  were  no  deaths. 

Herman  L.  Kretschmer,  M.D. 


OBSTETRICS 


PREGNANCY  AND  ITS  COMPLICATIONS 

Willson,  P.:  Uteroplacental  Apoplexy  (Haemor- 
rhagic  Infarction  of  the  Uterus)  in  Accidental 
Haemorrhage;  Report  of  a  Case  and  a  Study 
of  the  Clinical  and  Pathologic  Data  of  Sixty- 
Eight  Cases  in  the  Literature.  Surg.,Gynec.  6* 
ObsL,  1922,  xxxiv,  57. 

On  the  basis  of  his  study,  Willson  draws  the  fol- 
lo^ying  conclusions: 

1.  Uteroplacental  ap>oplexy  is  caused  by  the 
inundation  of  the  uterine  wall  with  a  toxin  of  the 
nature  of  a  ha^morrhagin  which  is  liberated  by  the 
placenta  and  produces  its  maximum  effect  of  course 
at  the  site  of  its  absorptiou  and  greatest  concen- 
tration. 

2.  In  the  great  majority  of  cases,  accidental 
haemorrhage  is  probably  a  manifestation  of  the  same 
process. 

3.  Clinically,  the  significant  fact  in  the  pathology 
is  the  damaged  state  of  the  uterine  wall  which 
tends  to  cause  both  intra-abdominal  and  postpartum 
haMiiorrhage. 

4.  In  severe  cases,  with  undilated  cervix,  the 
most  conservative  treatment  is  abdominal  caisa- 
rean  section  followed  by  hysterectomy,  if  indicated, 
in  order  to  assure  certain  hxmostasis. 

R.  E.  Christie,  M.D. 

Yates,  H.  W.,  and  Connelly,  B.:  The  Treatment  of 
Abortion.  Am.  J .  Obst.  b'Gyntc,  1922,  iii,  42. 

In  the  series  of  cases  observed  there  were  eighty- 
one  abortions  and  256  pregnancies  during  a  period 
of  four  and  one-half  months,  making  the  incidence 
of  abortion  1  to  31  pregnancies.  Most  of  the 
cases  occurred  during  the  second  month  and  the 
first  half  of  the  third  month  of  pregnancy,  no 
doubt  because  of  nutritional  and  circulatory 
changes.    About  25  per  cent  were  criminal  abortions. 

In  cases  of  abortion  due  to  malnutrition  or  some 
condition  such  as  diabetes,  tuberculosis,  or  anaemia, 
rest,  feeding,  and  reconstructive  medication  arc 
indicated.  Women  who  have  shown  an  aborting 
habit  should  have  an  interval  of  one  or  two  years 
between  conceptions,  and  when  pregnant  should  be 
kept  in  bed  for  several  weeks  under  the  influence 
of  an  anodyne.  Enemas  but  not  cathartics  should 
be  given.  Luetics  usually  abort  in  the  later  months 
of  gestation,  but  should  receive  intensive  treatment 
until  the  Wassermann  test  is  negative.  In  old  cases 
treatment  is  of  little  avail  and  the  pregnancy  should 
be  terminated. 

In  cases  of  hypertension,  nephritis,  hyperemesis 
gravidarum,  and  incipient  tuberculosis  the  uterus 
should  be  emptied.  The  best  method  is  dilation  or 
hysterotomy.  The  use  of  rubber  bags  and  bougies 
is  unsurgical  and  slow,  and  often  necessitates  later 


exploration.  In  cases  of  certain  complete  abortion, 
rest  in  bed  for  about  ten  days  is  all  that  is  necessary. 
In  cases  of  incomplete  abortion,  the  sooner  the 
uterus  can  be  emptied  the  better.  If  the  cervix 
admits  one  finger,  the  best  procedure  consists  in 
removing  the  mass  with  a  gloved  finger  under 
gas-oxygen  anaesthesia.  If  this  is  impossible,  the 
Longyear  forceps  may  be  used.  If  the  cervix  is 
closed,  it  should  be  packed  with  a  strip  of  iodoform 
gauze  and  the  gauze  withdrawn  in  twenty-four 
hours.  As  a  rule  the  products  of  conception  will  be 
removed  with  the  gauze. 

Signs  of  infection  are  not  the  only  signs  of 
trouble,  for  deciduitis  and  endometritis  are  often 
caused  by  retained  placenta  which  should  be  re- 
moved. 

Barring  criminal  abortion,  neglected  incomplete 
abortion  is  the  most  potent  factor  in  sepsis,  as  the 
small  retained  products  are  a  fruitful  culture 
medium  for  pyogenic  bacteria.  The  author  never 
uses  intra-uterine  douches  in  cases  of  septic  abor- 
tion. He  prescribes  rest  in  bed,  opiates,  enemas,  and 
large  hot  |)acks  over  the  entire  abdomen.  If  the 
|x*ritonvum  is  involved,  he  advises  hypodermoclysis, 
glucose  and  bicarbonate  of  soda  by  rectum,  mor- 
phine to  tolerance,  and  liquids  by  mouth. 

The  morbidity  which  results  from  all  types  of 
abortion  is  appalling.  It  is  greatest  in  the  incom- 
plete and  septic  cases. 

To  decrease  the  incidence  of  criminal  abortion, 
patients  should  be  told  of  the  sequelae  of  the  con- 
templated act,  especially  as  regards  the  wrecking 
of  their  health.  C.  H.  Davis,  M.D. 

LABOR  AND  ITS  COMPLICATIONS 

Crawford,  M.  A.  D.:  Spasmodic  Stricture  of  the 
Uterus.  Brit.  M.J.,  1922,  i,  135. 

This  condition  was  first  described  by  Smellie  in 
1743.  It  is  designated  by  various  names  but  the 
author  prefers  DeLee's  term,  "strictura  uteri,"  or 
the  longer  name, "  spasmodic  stricture  of  the  uterus. " 
This  condition  differs  from  Bandl's  ring  in  that  the 
constriction  is  in  the  uterus  and  cannot  be  diagnosed 
by  outward  palpation  because  the  uterus  retains  its 
normal  contour.  In  the  majority  of  cases  it  occurs 
at  the  same  site  as  Bandl's  ring,  i.e.,  at  the  junc- 
ture of  the  lower  and  upper  uterine  segments. 

The  case  reported  by  the  author  was  that  of  a  wo- 
man who  had  borne  four  children.  The  first  child 
was  delivered  with  the  forceps  after  the  mother  had 
been  in  labor  for  three  days.  The  second  and  third 
children  were  twins.  One  was  delivered  dead  with 
the  forceps  but  the  other  was  born  alive.  The  fourth 
child  was  delivered  with  the  forceps  alive;  the 
mother  had  a  complete  perineal  laceration. 
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The  patient  had  been  told  the  difl&culty  was  "a 
shelf  inside  the  uterus. "  In  the  labor  reported  by  the 
author  progress  was  slow.  An  intra-uterine  examin- 
ation revealed  a  tight  contraction  ring  around  the 
child's  neck.  Because  of  the  severity  of  the  pains 
the  patient  was  put  under  deep  chloroform  anaes- 
thesia and  removed  to  a  hospital.  A  g-lb.  baby  was 
born  spontaneously. 

Various  measures  have  been  employed  in  such 
cases.  DeLee  states  that  in  localized  or  general 
tetanus  the  uterus  will  not  rupture  spontaneously, 
but  there  is  considerable  danger  of  tearing  it  if  an 
operation  is  done  during  the  spasm.  Forceps  are 
dangerous  and  often  it  is  impossible  to  apply  them. 
The  treatment  preferred  by  Crawford  is  deep  anaes- 
thesia, if  necessary  prolonged. 

I.  E.  BisHKOW,  M.D. 

Whitman,  A. :  Obstetrical  Paralysis  of  the  Peroneal 
Nerve.    Siirg.,Gynec.  cs°  Obsl.,  1922,  xxxiv,  32. 

Paralysis  of  the  peroneal  nerve  due  to  pressure 
on  the  main  trunk  of  the  sciatic  nerve  in  its  intra- 
pelvic  portion  is  comparatively  rare.  It  is  caused 
either  by  direct  pressure  due  to  a  large  head  in  a 
small  pelvis  or  by  trauma  in  the  application  of 
forceps. 

Textbooks  upon  obstetrics,  neurology,  and  ortho- 
pedics do  not  describe  the  condition  in  detail,  re- 
ferring to  it  merely  indefinitely. 

The  author  reports  a  case,  giving  the  complete 
obstetrical,  orthopedic,  and  neurological  history. 
He  draws  the  following  conclusions: 

1.  In  any  case  of  paralysis  below  the  knee  de- 
veloping after  prolonged,  difficult  labor  or  an  in- 
strumental delivery,  the  possibility  of  intrapelvic 
injury  to  the  sciatic  nerve  should  be  borne  in 
mind. 

2.  An  immediate  orthopedic  and  neurological 
examination  should  be  made  to  establish  the  differ- 
ential diagnosis. 

3.  Apparatus  should  be  applied  immediately  to 
prevent  deformity  and  enable  the  patient  to  get 
about  with  the  maximum  facility. 

4.  The  prognosis  as  to  ultimate  recovery  should 
be  exceedingly  guarded.  C.  H.  Davis,  M.D. 

Ballantyne,  J.  W.:   A  Critical  Review:   Csesarean 
Section.    Edinburgh  M.  J .,  1922,  n.  s.  xxviii,  28,  74. 

Within  the  last  three  or  four  years  caesarean  sec- 
tion has  steadily  gained  in  favor.  Its  indications 
have  been  more  clearly  defined,  new  indications  have 
been  recognized,  the  technique  has  been  improved, 
and  both  the  maternal  and  the  infantile  mortality 
has  been  decreased.  On  the  other  hand,  the  exact 
limits  of  the  indications  in  cases  of  placenta  praevia 
and  eclampsia  have  not  been  fixed,  the  ideal  tech- 
nique in  definitely  and  presumably  infected  cases 
has  not  been  discovered,  and  the  maternal  mortality 
and  morbidity  have  not  been  reduced  so  low  that  the 
obstetrician  is  justified  in  insisting  upon  the  opera- 
tion when  there  are  alternative  procedures  involving 
less  risk  to  the  mother. 


It  is  an  interesting  fact  that  a  change  in  public 
sentiment  regarding  the  value  of  antenatal  life  has 
had  something  to  do  with  the  extension  of  the 
caesarean  section  to  cases  and  conditions  in  which  it 
would  not  have  been  considered  ten  or  twelve  years 
ago.  While  the  mother's  life  is  still  regarded  as  of 
greater  value  than  that  of  the  foetus,  no  obstetrician 
now  lightly  performs  a  craniotomy  upon  the  living 
infant,  and  the  occasional  occurrence  of  such  a 
necessity  is  accounted  as  a  failure  in  preventive 
midwifery.  The  immediate  practical  bearing  of  this 
new  viewpoint  is  evident  at  once  when  the  use  of 
caesarean  section  in  placenta  praevia  is  considered. 

WhUe  opinions  are  not  yet  in  agreement  regarding 
the  exact  place  of  caesarean  section  in  the  treatment 
of  placenta  praevia,  there  are  indications  of  the 
probable  restrictions  which  wiU  be  imposed  on  it. 
It  wiU  be  used,  for  instance,  for  the  child's  sake 
rather  than  for  the  mother's.  The  reviewer  is  of  the 
opinion  that  it  is  hardly  wise  to  perform  the  section 
before  the  end  of  the  eighth  month  of  pregnancy  and 
that  it  should  be  reserved  for  the  central  type  of 
placenta  praevia.  There  is  nearly  general  agreement 
that  the  ideal  case  for  section  is  one  in  which  the 
cervix  is  stUl  undilated  and  that  therefore  the  pro- 
cedure is  particularly  suitable  for  the  elderly 
primipara  with  a  rigid  cervix.  If  possible,  also, 
there  should  be  absence  of  signs  of  infection,  a 
restriction  which  tends  to  exclude  the  cases  sent  into 
the  hospital  with  vaginal  packing  of  small  amount 
and  dubious  sterility.  It  goes  without  saying  that 
the  presence  of  an  additional  cause  for  difficiilty  in 
labor  wUl  often  turn  the  scale  in  favor  of  section  in 
an  otherwise  doubtful  case. 

Of  the  reviewer's  series  of  caesarean  sections  in 
recent  years  one  was  done  for  placenta  praevia.  The 
resvdt  was  successful. 

In  cases  of  accidental  haemorrhage  the  field  for 
caesarean  section  is  even  more  restricted  than  in 
placenta  praevia.  The  procedure  is  to  be  considered 
only  for  very  serious  cases.  The  state  of  the  uterine 
wall  is  such  that  contraction  will  not  follow  the 
section  and  therefore  op)erative  treatment  usually 
consists  of  supravaginal  hysterectomy. 

The  reviewer  has  done  caesarean  section  in  one 
case  of  accidental  haemorrhage,  but  the  original 
indication  for  the  section  was  a  small  pehis.  the 
accidental  haemorrhage  coming  on  in  the  pjeriod  of 
preparation  of  the  patient,  probably  because  of 
fright.  The  mother  survived,  but  the  baby  was 
asphyxiated  at  birth. 

With  regard  to  the  treatment  of  eclampsia  the 
author  states  that  the  general  tendency  at  the 
present  time  is  away  from  caesarean  section  and  if 
adequate  supervision  of  pregnancy  and  medical 
measures  in  the  pre-eclamptic  state  prove  useful, 
this  tendency  will  become  stUl  more  marked  until 
the  procedure  is  abandoned  entirely.  Much  de- 
pends, of  course,  on  the  discovery  of  the  cause  of 
eclampsia.  If  this  should  prove  to  be  something 
formed  in  the  foetus  or  placenta,  the  arguments  for 
the  rapid  evacuation  of  the  uterus  will  be  strength- 
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ened  and  caesarean  section  and  other  operative 
measures  will  again  come  into  favor.  The  reviewer 
has  not  done  a  section  either  for  the  pre-eclamptic 
state  or  for  eclampsia  as  he  holds  firmly  to  the 
belief  that  the  convulsions  and  toxaemia  should 
be  treated  conservatively  and  the  pregnancy  left 
alone. 

What  may  be  called  pelvic  causes  still  form  by  far 
the  most  frequent  indications  for  caesarean  section. 
Chief  of  these  is  the  contracted  pelvis.  Some  of  the 
pelvic  caus'es,  however,  are  rare.  The  generally 
contracted,  the  simple  flat,  and  the  rachitic  flat 
pelvis  are  responsible  for  the  vast  majority  of 
caesarean  sections.  Among  the  rarer  conditions  are 
the  Robert,  achondroplasiac,  coxalgic,  and  oblique- 
ly contracted  pelves. 

It  is  among  the  non-pelvic  causes  calling  for 
caesarean  section  that  the  most  rare  and  the  non- 
recurrent indications  are  found. 

The  conclusion  to  be  drawn  from  a  study  of  the 
literature  would  seem  to  be  that  after  a  caesarean 
section  every  subsequent  labor  should  take  place  in 
a  hospital  where  expert  operators  can  be  found. 
Further,  that  any  subsequent  pregnancy  should  be 
under  adequate  antenatal  supervision. 

In  the  reviewer's  opinion  there  seems  to  be  no 
reason  why  casarean  section  should  not  be  per- 
formed more  frequently  for  large  infants  as  the  large 
child  is  responsible  for  a  condition  exactly  similar  to 
that  caused  by  the  narrow  pelvis. 

A  few  modifications  of  the  technique  of  the  classi- 
cal conservative  caesarean  section  have  been  sug- 
gested during  recent  years,  chiefly  to  lessen  the  risks 
in  infected  or  presumably  infected  cases  and  to 
increase  the  strength  of  the  uterine  scar. 

A  good  deal  of  discussion  has  dealt  with  the  best 
suture  material.  Opinions  differ  also  as  to  the 
method  of  inserting  the  sutures.  Holland,  who  has 
made  a  special  study  of  suture  material,  prefers  silk- 
worm gut  and  regards  silk  as  the  second  best.  He 
condemns  catgut.  The  reviewer  has  always  made 
use  of  silk  passed  interruptedly  for  the  deep  suturing 
of  the  uterine  wall  and  catgut  passed  continuously  to 
bring  the  peritoneum  together.  In  one  instance  in 
which  he  did  a  second  caesarean  some  eighteen 
months  later  he  could  not  discover  any  trace  of  the 
silk. 

The  acknowledged  difficulty  of  dealing  safely  with 
presumably  infected  cases  has  been  the  basis  for 
many  suggested  alterations  in  technique  as  it  is 
generally  admitted  that  the  present  maternal  mor- 
tality even  in  cases  treated  by  expert  obstetricians 
is  too  high  to  justify  the  ordinary  conservative  high 
operation.  Some  obstetricians  have  sought  a  way 
out  of  the  difficulty  by  making  the  incision  low 
down  in  the  uterus,  the  cervical  or  lower-segment 
operation. 

The  true  extraperitoneal  section  is  much  less 
heard  of  now  than  formerly;  the  difficulty  of  reflect- 
ing the  peritoneum  from  the  bladder  without 
buttonholing  it  and  the  fact  that  in  many  cases 
prevention  of  peritoneal  infection  is  achieved  only 


at  the  expense  of  infection  of  the  cellular  tissue  have 
militated  against  its  general  adoption. 

Whether  the  problem  of  performing  a  caesarean 
section  on  a  potentially  infected  case  with  safety  to 
the  mother  has  been  solved  by  one  or  the  other  of 
the  low  transperitoneal  of>erations  cannot  yet  be 
decided  definitely,  but  it  will  probably  be  settled 
soon.  In  the  meantime  some  operators  rely  on 
removal  of  the  uterus  to  save  the  mother  from  the 
septic  peritonitis  which  so  often  follows  caesarean 
section  after  the  patient  has  been  subjected  to 
vaginal  interference. 

At  the  present  time,  therefore,  there  are  three 
plans  of  dealing  with  the  potentially  infected  uterus 
by  abdominal  section.  There  is  first  the  employ- 
ment of  the  conservative  ca;sarean  section,  the 
incision  in  the  uterus  being  made  high  and  various 
refinements  of  technique  being  used  to  prevent 
peritoneal  spilling  of  the  infected  liquor  amnii  and 
any  leakage  from  the  uterus  through  the  closed 
incision.  Not  a  few  obstetricians  believe  that  this 
is  the  best  plan.  In  other  words,  they  believe  that 
potential  infection  of  the  uterine  cavity  should  not 
be  regarded  as  a  complete  contra-indication  to  an 
ordinary  caesarean  section.  Certain  safeguards  arc 
adopted,  such  as  the  opening  of  the  uterus  outside 
the  abdomen,  the  changing  of  gloves  after  the 
removal  of  the  membranes  and  placenta,  the  careful 
sponging  of  the  edges  of  the  incisions,  the  walling 
off  of  the  peritoneal  cavity,  etc. 

A  second  plan  of  dealing  with  the  potential!} 
infected  uterus  consists  in  the  adoption  of  the  low 
uterine  incision  and  the  so-called  cxtraf>critoneal  or 
transperitoneal  method  of  performing  the  caesarean 
section.  Theoretically,  this  procedure  should  be 
successful,  but  in  actual  practice  there  has  been 
some  disappointment  with  the  results.  Difficulty  in 
technique  ought  not  to  be,  and  will  not  be,  a  bar  to 
the  obstetrician  testing  these  plans  thoroughly,  but 
it  cannot  be  affirmed  that  the  ideal  of>eration  has 
yet  been  devised,  although  Beck's  method  has  much 
to  commend  it. 

The  third  plan  in  the  treatment  of  these  cases 
consists  of  hysterectomy,  the  uterus  being  removed 
either  unopened,  as  recommended  by  Lccoq,  or 
after  extraction  of  the  child,  as  done  by  other  ob- 
stetricians. The  chief  disadvantage  of  this  procedure 
is  its  non-conservative  character.  In  some  cases, 
as  in  second  or  third  cesarean  sections,  it  may  be 
accepted  as  a  convenient  plan  of  effecting  steriliza- 
tion, but  in  other  instances,  as  in  the  cases  of 
primipara  with  placenta  praevia,  it  is  not  beyond 
reproach.  E.  L.  Cornell,  M.D. 

Holland,  E. :  The  Results  of  a  Collective  Investiga- 
tion into  Cesarean  Sections  Performed  in 
Great  Britain  and  Ireland  from  the  Year  1911 
to  1920  Inclusive.  /.  Obst.  d-  Gyuac.  Brit.  Emp., 
192 1,  xxviii,  358. 

The  chief  information  sought  for  was  the  maternal 
mortality  of  the  operation  as  performed  for  various 
indications.     The  determination  of  the  foetal  and 
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infant  mortalities  was  a  lesser  object.     Full  tables 
are  given  of  the  following  groups  of  cases: 

1.  Contracted  pelvis:  (a)  after  attempted  de- 
livery with  forceps  or  by  craniotomy,  (b)  after 
induction  of  labor,  (c)  lower  uterine  segment  opera- 
tions, (d)  cases  of  caesarean  hysterectomy,  and  (e) 
fatal  cases. 

2.  Cases  of  eclampsia  and  other  toxaemias  of 
pregnancy. 

3.  Cases  of  placenta  praevia. 

The  number  of  cases  in  which  the  operation  was 
performed  for  pelvic  contraction  was  3,972.  The 
maternal  mortality  was  139  (4.1  per  cent).  The 
mortality  rate  for  the  series  as  a  whole,  however, 
does  not  yield  much  information;  it  is  necessary  to 
classify  the  cases: 

Maternal  Mortality:   Contracted  Pelvis 

Mor- 
Total  Maternal  tality 
cases      deaths    Per  cent 

Not  in  labor 1,202  19  1.6 

Early  in  labor 389  7  1.8 

Late  in  labor 220  22  lo.o 

After  induction  of  labor 35  5  14.0 

After  attempts  at  delivery  by 
forceps  or  craniotomy 107  29  27.0 

The  important  points  so  far  brought  out  by  this 
analysis  are:  (i)  the  mortality  of  the  operation  per 
se  has  decreased,  being  now  only  half  that  in  the 
cases  collected  by  Routh  up  to  1910;  (2)  the  mor- 
tality after  long  labor  or  attempts  at  delivery 
remains  as  high  as  ever.  The  27  per  cent  mor- 
tality after  attempts  at  delivery  is  a  serious 
warning.  The  foetal  mortality  when  forceps  were 
tried  was  27  per  cent,  and  the  early  mortality  of 
the  infants  who  survived  delivery  nearly  11  per 
cent. 

In  196  cases  of  eclampsia  there  were  sixty-three 
maternal  deaths;  deducting  one  case  of  postmortem 
caesarean  section,  the  maternal  mortality  was  sixty- 
two  deaths  in  195  cases  (31.8  per  cent).  Again 
deducting  five  cases  of  vaginal  caesarean  section  with 
one  death,  the  maternal  mortality  of  abdominal 
caesarean  section  for  eclampsia  was  sixty-one  deaths 
in  190  cases  (32  per  cent). 

One  hundred  and  forty-seven  (75  per  cent)  of  the 
patients  were  primigravidae,  twenty-six  had  had 
from  two  to  five  children,  and  nine  had  had  from  six 
to  nine  children.  Regarding  the  parity  of  fourteen 
there  is  no  record. 

The  total  mortality  among  the  children  was  50 
per  cent,  the  foetal  mortality  rate  being  32  per  cent 
and  the  mortality  rate  among  the  survivors,  26  per 
cent. 

There  were  208  cases  of  antepartum  haemorrhage, 
comprising  139  cases  of  placenta  praevia,  sixty-six 
cases  of  accidental  haemorrhage,  and  three  cases  of 
free  intraperitoneal  haemorrhage.  In  two  of  the 
latter  the  bleeding  came  from  a  ruptured  vein  on 
the  wall  of  the  uterus;  in  the  third,  the  source  of  the 
bleeding  was  not  found. 


Maternal  Mortality  of  Placenta  Praevia 

Mortality 

Type  Cases  Deaths  Percent 

Complete  and  central 78  11  14.0 

Incomplete,  etc 43  4  93 

Type  not  recorded 18  i  — 

The  nimiber  of  children  to  be  considered  was  138 
(no  record  regarding  the  child  in  one  case,  and  twin- 
pregnancy  in  one  case).  The  number  of  foetuses 
born  dead  was  ten,  a  foetal  mortality  of  7  per  cent. 
The  number  of  children  who  died  during  their  stay  in 
the  hospital  was  twenty-nine,  an  infant  mortality  of 
22.3  per  cent  among  the  128  children  who  survived 
birth. 

The  very  low  foetal  mortality  is,  of  course,  ex- 
tremely flattering  to  caesarean  section  as  the  mor- 
tality associated  with  the  more  conservative  meth- 
ods of  version  and  the  use  of  hydrostatic  bags  is 
generally  given  as  from  40  to  60  per  cent. 

In  sixty-six  cases  of  accidental  haemorrhage  there 
were  eighteen  maternal  deaths,  a  mortality  of  27 
per  cent.  Among  the  fifty-eight  cases  of  "con- 
cealed" and  "concealed  and  revealed"  haemorrhage, 
there  were  seventeen  deaths,  a  mortality  of  29  per 
cent.  Among  the  eight  cases  of  accidental  haemor- 
rhage the  mortality  was  12  per  cent. 

The  striking  point  brought  out  here  is  that  the 
mortality  after  caesarean  hysterectomy  (46  per  cent) 
was  about  four  times  as  great  as  that  after  simple 
caesarean  section. 

The  foetal  mortality  among  the  cases  of  concealed 
and  concealed  and  revealed  haemorrhage  was 
extremely  high,  86  per  cent. 

In  the  remaining  366  cases  the  indications  for 
operation  were  so  many  and  various  that  a  satis- 
factory classification  is  not  easy.  They  are  grouped 
as  follows: 

1.  Conditions  causing,  or  apt  to  cause,  obstruc- 
tion or  prolongation  of  labor,  259  cases:  (a)  in  the 
p>elvic  viscera  or  birth  canal,  or  (b)  in  the  foetus. 

2.  Grave  diseases  threatening  the  mother,  sixty- 
one  cases. 

3.  Foetal  states  other  than  those  included  in  i  (b), 
twenty  cases. 

4.  Rupture  of  the  uterus,  nine  cases. 

5.  Miscellaneous  indications,  seventeen  cases. 
Of  the  eighty-eight  women  with  fibromyoma  of 

the  uterus,  nine  died,  a  mortality  of  10  per  cent. 
In  forty-two  cases  hysterectomy  was  performed 
with  four  deaths;  in  twenty-three  cases,  myomec- 
tomy, with  three  deaths;  and  in  the  remaining 
twenty-three,  simple  caesarean  section,  with  two 
deaths.  The  number  of  still-born  foetuses  was  eleven. 
The  nvmfiber  of  children  dying  later  was  also  eleven. 

Of  the  eleven  still-bom  foetuses,  one  wjis  anence- 
phalic,  nine  were  delivered  in  obstructed  labor,  and 
one  was  delivered  in  a  case  of  degenerating  fibro- 
myoma. The  woman  with  the  degenerating  fibro- 
myoma died  on  the  second  day. 

The  forty-one  cases  of  ovarian  tumor  were  made 
up  of  the  following  varieties:  fifteen  dermoid  cysts, 
thirteen  "cysts,"  four  fibromata  and  "solid  tumors," 
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four  "ovarian  tumors,"  four  carcinomata,  and  one 
sarcoma.  The  maternal  deaths  in  the  whole  series 
numbered  seven,  the  foetal  deaths  four,  and  the 
infant  deaths  one.  In  figuring  the  mortality  it  is 
not  fair  to  include  the  five  malignant  tumors  which 
accounted  for  two  maternal  deaths  and  one  foetal 
death.  In  the  thirty-six  cases  of  benign  tumors 
there  were  five  maternal  deaths,  a  mortality  of  14 
per  cent. 

Ten  cases  of  tumors  of  the  bony  pelvis  were  as 
follows:  three  cases  of  osteoma  of  the  p>elvis,  three 
of  pelvic  sarcoma,  one  of  fibroma,  one  extraperito- 
neal cyst  of  the  posterior  pelvic  wall,  one  tumor  of 
the  sacrum,  and  one  sacro-iliac  tumor.  There  were 
no  maternal,  foetal,  or  infant  deaths.  In  five  cases 
the  labor  was  obstructed  and  in  five  it  had  not  begun. 

In  the  twenty-five  cases  of  carcinoma  of  the  cervix 
there  were  six  maternal  deaths,  four  stillbirths,  and 
ten  subsequent  deaths  of  infants.  In  nine  cases 
caesarean  section  was  followed  by  radical  abdominal 
panhysterectomy  (Wertheim's  operation);  in  one 
case  the  growth  was  in  an  early  stage  and  radical 
operation  was  postponed;  in  the  remaining  fifteen 
cases  the  growth  was  inoperable.  In  the  latter 
fifteen  cases  simple  cesarean  section  was  performed 
in  six,  and  caesarean  section  followed  by  subtotal 
panhysterectomy  in  nine. 

There  were  eight  cases  of  carcinoma  of  the  rectum 
and  colon  with  no  maternal  deaths.  Two  children 
died  later  from  prematurity.  In  one  case  colotomy 
was  performed  at  the  time  of  the  operation,  and  in 
two  cases  colotomy  had  already  been  p)erformed  a 
few  months  previously.  Labor  was  obstructed  in 
five  cases.     Three  patients  were  not  in  labor. 

In  eight  cases  of  miscellaneous  tumors  there  were 
no  maternal  deaths.  In  the  one  case  of  stillbirth  a 
tumor  in  the  anterior  wall  of  the  bladder  had  ob- 
structed labor  for  three  days;  it  was  not  removed. 
There  was  one  case  of  obstructed  labor  due  to  a 
"four  and  one-half  month's  tubal  abortion."  In 
another  case  there  were  four  unclassified  pelvic 
tumors. 

Alterations  in  the  axis  of  the  canal  due  to  opera- 
tions were  present  in  thirteen  cases  of  ventro- 
fixation, two  of  ventrosuspension,  one  of  Gilliam's 
operation,  and  three  of  the  Schauta-Wertheim 
interposition.  There  was  no  maternal  or  foetal 
mortality,  but  four  children  (two  of  them  twins) 
died  later.  In  two  of  the  ventrofixation  cases  there 
was  also  cicatricial  contraction  of  the  cervix  due  to 
previous  amputation,  and  in  one  of  these  there  was 
doubt  as  to  whether  the  amputation  of  the  cervix 
or  the  ventrofixation  was  responsible  for  the  obstruc- 
tion of  labor. 

There  were  four  cases  of  narrowing  due  to  vaginal 
and  perineal  operations.   None  of  the  mothers  died. 

In  three  cases  of  contraction  or  retraction  rings 
there  was  no  maternal  death  and  only  one  foetal 
death. 

In  three  cases  of  congenital  malformations  of 
the  uterus  and  vagina  there  were  no  maternal  or 
foetal  deaths. 


In  nine  cases  of  rigidity  or  stenosis  of  the  cervix 
or  vagina  all  the  mothers  and  children  lived. 

Among  the  sixteen  cases  of  excessive  size  of  the 
foetus  there  was  only  one  maternal  death ;  the  opera- 
tion was  undertaken  as  a  last  resort  after  the  use  of 
forceps,  perforation,  decapitation,  and  cleidotomy 
had  failed  to  deliver  the  foetus. 

In  malpresentations  the  results  were  as  follows: 

1.  Occipitoposterior  presentation.  In  two  cases 
the  forceps  had  failed;  both  mothers  lived  and  one 
child  died  after  a  few  hours  from  cerebral  haemor- 
rhage. 

2.  Brow  presentation.  All  three  women  had  been 
long  in  labor.  One  mother  died  (forceps  had  failed). 
One  child  lived  and  one  had  spina  bifida  and  hydro- 
cephalus. There  is  no  record  regarding  the  third. 

3.  Breech  presentation.  All  of  the  mothers  and 
infants  lived. 

4.  Transverse  presentation.  Two  of  the  five 
mothers  died  from  general  peritonitis,  two  of  the 
foetuses  were  born  dead,  and  one  child  died  later. 
Four  of  the  patients  had  been  very  long  in  labor 
and  one  had  just  begun  labor.  One  death  was  that 
of  a  woman  with  tonic  contraction  of  the  uterus 
and  impending  rupture,  and  another  that  of  a 
woman  who  had  been  in  labor  for  four  days. 

There  were  four  cases  of  hydrocephalus  with  no 
maternal  hiortality;  forty  cases  of  cardiac  disease 
with  a  maternal  mortality  of  nine  (22.5  per  cent); 
one  still-born  foetus,  and  six  subsequent  infantile 
deaths. 

Representing  other  grave  maternal  diseases  there 
were  twenty-one  cases  with  nine  deaths. 

In  ten  cases  of  previously  repeated  foetal  death 
during  labor,  one  mother  died  from  subacute 
yellow  atrophy  of  the  liver  and  two  children  died. 

In  two  cases  of  prolapse  or  presentation  of  the 
umbilical  cord  there  was  no  maternal  mortalitj'. 
One  child  died. 

In  two  cases  of  hydramnios  both  mothers  and 
one  child  lived. 

In  one  case  of  missed  labor  the  mother  lived. 
The  foetus  was  macerated. 

A  summary  of  nine  cases  of  ruptured  uterus 
shows  that  two  mothers  died,  five  foetuses  were  born 
dead,  and  two  children  died  later.  The  cause  of 
the  rupture  was  stated  to  be  brow  presentation  in 
two,  hydrocephalus  in  two,  difficult  forceps  delivery 
in  two,  and  contracted  pelvis  in  one.  For  two,  no 
cause  was  stated. 

There  were  seventeen  cases  classed  under  mis- 
cellaneous indications.  In  this  group  there  were  no 
maternal  or  foetal  deaths;  the  only  child  which 
died  in  the  hospital  was  one  delivered  in  a  case  of 
"pain  due  to  adhesions  following  the  removal  of  a 
suppurating  appendix.  "  E.  L.  Cornell,  M.D. 

Banister,  J.  B. :  Caesarean  Section  in  Infected  Cases 
of  Obstructed  Labor.  J.  Obst.  &•  Gynac.  Brit. 
Emp.,  1921,  xxviii,  523. 

Authorities  do  not  agree  regarding  the  justifica- 
tion for  an  immediate  caesarean  section  in  cases  of 
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obstructed  labor,  especially  in  "septic"  or  "sus- 
pected" cases. 

Routh  reported  that  he  found  a  maternal  mortal- 
ity of  34.7  per  cent  in  cases  in  which  infection 
might  have  been  presumed  before  surgical  methods 
were  adopted.  Consequently  many  authorities  hold 
that  some  radical  operation  should  be  per- 
formed to  minimize  the  risk  of  a  fatal  termination 
through  sepsis.  Banister  believes  that  such  a  view 
is  unnecessarily  pessimistic,  and  puts  forward  his 
own  experience  to  justify  this  opinion.  He  regards 
the  classical  operation  as  the  best  and  safest  under 
such  circumstances.  The  modified  technique 
adopted  is  as  follows: 

The  vulva  and  vagina  are  first  thoroughly  swabbed 
out  with  antiseptic  fluid  with  the  patient  under 
anaesthesia.  The  abdomen  is  then  painted  with  the 
same  fluid,  and  an  incision  of  sufficient  length  to 
permit  easy  eventration  is  made.  After  this,  a 
large  towel  is  laid  behind  the  eventrated  uterus  and 
drawn  forward  around  the  cervix  to  protect  the 
peritoneal  cavity  from  the  liquor  amnii.  After  the 
uterus  has  been  emptied,  the  whole  interior  and 
the  edges  are  swabbed  with  the  antiseptic  fluid,  and 
the  wound  is  closed  according  to  the  classical  method. 
Saline  solution  is  then  poured  over  the  uterus,  the 
towel  carefully  removed,  and  the  abdominal  wound 
closed  in  layers  without  drainage.  In  the  suturing, 
linen  thread  or  silk  has  been  used  in  all  cases,  but 
silkworm  gut  is  even  safer. 

The  author  gives  the  history  and  notes  of  nine 
cases,  all  presumably  "suspect"  cases  before  opera- 
tion. Many  of  the  patients  developed  symptoms  and 
signs  of  septic  absorption,  but  the  final  result  was 
good;  several  showed  healing  of  the  wound  by  first 
intention.  C.  H.  DA\^s,  M.D. 

Whitehouse,  B.:  Caesarean  Section  in  the  Treat- 
ment of  Placenta  Praevia.  /.  Obst.  or  Gynac. 
Brit.  Etnp.,  1921,  xxviii,  469. 

After  reviewing  the  subject  of  caesarean  section 
in  the  treatment  of  placenta  praevia  since  the  time 
of  Tait,  the  author  gives  his  own  opinions  formed 
from  a  careful  study  of  the  annual  reports  of  the 
Birmingham  Maternity  Hospital  for  the  last  ten 
years  and  his  personal  experience. 

At  the  Birmingham  jNIaternity  Hospital  eleven 
methods  of  delivery  were  employed  with  the  fol- 
lowing results: 

Foetal  deaths    Maternal  deaths 
Method  Cases    No.  Percent       No.     Percent 

Version 211  193  91.4  9          4.2 

Natural 35  16  45 . 7  o          o 

DeRibesbag 15  11  73.3  3  20.0 

Rupture  of  membranes. .  u  9  81.8  o          o 

Forceps 9  9  loo.o  2  22.0 

Caesarean  section 5  2  40.0  3  60.0 

Vaginal  caesarean  section  4  2  50  o  o          o 

Induction 2  i  50.0  o          o 

Extraction  of  breech ....  2  i  50. o  o          o 

Vaginal  pack i  o  o  o          o 

Hjrsterectomy i  i  100.0  i  100.  o 


The  method  of  choice  was  version,  but  its  foetal 
mortality  (91.4  per  cent)  is  appalling. 

In  fact  the  foetal  and  maternal  mortality  of  the 
five  most  common  methods  of  delivery,  viz.,  version, 
natural,  De  Ribes  bag,  rupture  of  the  membranes, 
and  forceps,  averaged  84.7  per  cent  and  4.9  per 
cent  respectively.  Furthermore,  as  placenta  praevia 
accoimted  for  31.3  per  cent  of  the  total  number  of 
still-births  occurring  in  this  hospital  during  the 
ten  years  under  consideration  (715  in  number),  the 
problem  of  treatment  is  of  considerable  impor- 
tance. 

The  first  step  to  be  taken  to  lower  the  mortality 
rates  is  early  diagnosis.  Every  case  of  antepartum 
bleeding  calls  for  a  thorough  examination.  Further- 
more, placenta  praevia  must  be  recognized,  if  pos- 
sible, before  bleeding  becomes  severe  enough  to 
endanger  the  viability  of  the  foetus. 

The  results  of  caesarean  section  in  placenta  praevia 
have  been  most  gratifying  but  there  are  many 
limitations  to  this  form  of  treatment.  Lateral  or 
marginal  placenta  praevia  does  not  usually  call  for 
this  operation  and  certainly  caesarean  section  is  not 
indicated  after  an  initial  severe  haemorrhage  when 
the  lives  of  both  mother  and  child  are  threatened. 
The  author  reserves  it  for  cases  with  symptoms  from 
the  eighth  month  of  pregnancy  and  in  which  the 
first  haemorrhage  has  not  been  so  severe  as  to  en- 
danger the  viability  of  the  child.  Acting  on  these 
indications  he  operated  upon  nine  cases  of  central 
and  lateral  placenta  praevia  during  the  last  three 
years.  All  of  the  mothers  recovered  and  eleven 
children  were  born  alive  although  only  nine  sur- 
vived. One  infant  died  a  few  hours  after  birth  and 
another  seven  days  after  delivery. 

Haevey  B.  Matthews,  M.D. 

Kerr,  J,  M.  M.:  The  Lower  Uterine  Segment  Incis- 
ion  in  Conservative  Caesarean  Section.      /. 

Obst.  &"  GyruBC.  Brit.  Emp.,  1921,  xxviii,  475. 

The  purpose  of  this  paper  is  to  discuss  the  relative 
merits  of  the  ordinary  longitudinal  incision  through 
the  body  of  the  uterus  and  the  incision  through  the 
lower  uterine  segment.  The  subject  is  taken  up 
under  the  following  heads: 

1.  Evidence  that  the  uterine  scar  in  the  classical 
caesarean  section  is  often  unsatisfactory. 

2.  Reasons  for  the  defective  caesarean  scar. 

3.  The  means  by  which  a  better  scar  can  be 
secured  with  the  usual  longitudinal  caesarean  incis- 
ion. 

4.  The  lower  uterine  segment  incision  is  the  best 
incision  because  a  stronger  cicatrix  results. 

Under  the  first  heading  the  statistical  data  col- 
lected by  Holland  is  given  as  proof  that  the  uterine 
scar  after  conservative  caesarean  section  is  not  as 
sovmd  a  scar  as  is  generally  supposed  and  frequently 
gives  way  completely  or  partially.  Holland  traced 
1,103  women  who  had  undergone  caesarean  section 
and  found  that  eighteen  of  448  (4  per  cent)  had 
ruptured  scars  during  subsequent  pregnancies  or 
labors. 
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The  reasons  why  the  uterine  scar  is  so  frequently 
defective  include: 

1 .  Difficulty  in  securing  complete  asepsis. 

2.  The  fact  that  during  the  puerperium  the  fibers 
of  the  uterine  muscle  are  in  a  state  of  degeneration 
(autolysis)  which  interferes  very  materially  with 
the  healing  processes. 

3.  Difficulty  in  approximating  the  uterine  wound 
whenever  the  uterus  begins  to  contract. 

4.  Incomplete  haemostasis.  Coaptation  and  hae- 
mostasis  must  be  accomplished  by  the  same  suture. 

5.  Implantation  of  the  placenta  on  the  anterior 
uterine  wall.  This  occurs  in  40  per  cent  of  cases. 
Bleeding  is  apt  to  be  excessive  and  the  wound  very 
difficult  to  suture. 

The  means  by  which  a  better  scar  can  be  secured 
in  the  usual  longitudinal  caesarean  incision  are: 

1.  The  prevention  of  infection  by  improved  sur- 
gical technique  and  teamwork,  prenatal  care,  and 
delivery  of  the  placenta  and  membranes  through 
the  vagina. 

2.  The  suturing  of  the  uterine  wound  in  layers. 

3.  The  use  of  chromic  catgut  in  the  suturing  of  the 
mucous  membrane,  of  linen  or  silk  in  the  suturing 
of  the  muscle,  and  of  catgut  for  peritonization  of 
the  uterine  incision. 

4.  Suturing  of  the  uterus  while  it  is  in  a  state  of 
retraction  as  distinguished  from  that  of  contraction. 


Pituitrin  is  contra-indicated  as  it  causes  very 
great  difficulty  in  the  suturing  of  the  uterine 
wound. 

The  lower  uterine  segment  incision  is  the  author's 
choice  because  a  firmer,  better  cicatrix  results  and 
therefore  rupture  is  less  apt  to  occur.  The  trans- 
verse lower  uterine  segment  incision  is  advocated 
as  it  causes  less  bleeding;  this  part  of  the  uterine 
wall  is  thinner  and  therefore  easier  to  suture.  A 
wound  in  this  region  is  at  rest  during  the  early  days 
of  the  puerperium,  and  as  this  portion  of  the  uterus 
does  not  become  fully  stretched  until  labor  is  well 
advanced,  the  scar  is  in  a  safer  location  than  the 
usual  longitudinal  scar. 

The  disadvantages  of  this  operation  are  summar- 
ized as  follows: 

1 .  Technically  it  is  more  difficult  to  perform  than 
the  classical  caesarean  section  and  therefore  requires 
more  time. 

2.  It  is  more  apt  to  be  associated  with  disturbing 
haemorrhage  if  the  incision  is  not  carefully  made. 

3.  It  is  quite  difficult  when  there  is  little  or  no 
cervical  dilatation. 

4.  Occasionally  it  is  impossible  to  deliver  the  head 
through  a  transverse  incision  in  the  uterus.  The 
author  had  one  such  case  and  was  compelled  to 
extend  the  incision  longitudinally. 

Harvey  B.  Matthews,  M.D. 
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ADRENAL,  KIDNEY,  AND  URETER 

Levy,  C.  S.  Essential  Haematuria ;  A  Clinical  Study. 

Surg.,Gynec.  &•  ObsL,  1922,  xxxiv,  22. 

Essential  or  idiopathic  hsematuria  is  renal  bleed- 
ing for  which  a  cause  cannot  be  determined.  Path- 
ologically the  findings  in  such  cases  vary.  A  chronic 
passive  congestion  due  to  obstruction  of  the  urine  or 
blood,  varices  of  the  papillae,  congestion  secondary  to 
cardiac  lesions,  haemophilia,  angio-neiu-osis,  ureteral 
stricture,  and  prenephritic  conditions  have  all  been 
described,  but  none  of  these  could  be  the  causative 
factor  in  all  cases.  In  some  instances  the  kidneys  are 
apparently  normal. 

The  diagnosis  is  always  made  by  exclusion,  and 
should  be  made  only  after  aU  known  lu-ological  tests 
have  been  found  negative. 

The  author  presents  the  findings  in  thirty  cases 
diagnosed  as  essential  haematuria  from  clinical 
studies  and  the  replies  to  a  questionnaire.  The  cases 
were  followed  for  a  period  ranging  from  one  month 
to  thirteen  j^ears.  A  fair  conclusion  as  to  the  sex 
incidence  of  the  condition  could  not  be  drawn  as  most 
of  the  subjects  were  patients  in  a  male  urological 
clinic.  In  36  per  cent  of  the  cases  the  onset  of  the 
haematuria  occurred  in  the  fourth  decade  of  life. 
In  the  majority  there  were  no  other  symptoms 
besides  the  haematuria.  Nearly  all  of  the  cases  devel- 
oped spontaneously,  and  it  appeared  that  exertion 
was  of  little  importance  as  a  causative  factor.  The 
kidneys  were  involved  about  equally  but  in  no  case 
were  both  of  them  affected. 

Operative  procedures  consist  of  decapsulation, 
nephrotomy,  and  nephrectomy.  The  latter  is 
indicated  only  as  an  emergency  measure  to  prevent 
exsanguination.  Non-operative  measures  are  the 
methods  of  choice.  These  consist  of  the  intrapelvic 
injection  of  silver  nitrate  and  adrenalin,  the  passage 
of  the  ureteral  catheter,  the  oral  administration  of 
calcium  lactate,  and  subcutaneous  or  intramuscular 
injections  of  horse  serum.  Preference  is  given  the 
intraf>elvic  methods.  When  these  are  employed  the 
kidney  pelvis  should  be  completely  distended. 

Of  the  author's  thirty  patients,  twelve  have  had 
no  recurrences  of  the  haematuria,  while  eighteen  have 
had  subsequent  attacks.  Spontaneous  cessation  of 
bleeding  occurs  not  infrequently,  and  the  general 
health  is  usually  unaffected.  Analysis  of  the  ques- 
tionnaires led  to  the  inference  that  none  of  the 
patients  has  developed  nephritis,  renal  or  ureteral 
calculus,  tuberculosis,  or  renal  tumor,  and  none  has 
had  an  op)eration  on  the  genito-urinary  tract.  In 
spite  of  the  loss  of  blood  and  recurrences,  the  prog- 
nosis is  favorable. 

Several  interesting  tables  are  included  in  the  re- 
port. N.  K.  FORSTER,  M.D. 


Rosenow,  E.  C,  and  Meisser,  J.  G.:  Nephritis  and 
Urinary  Calculi  After  the  Production  of  Chron- 
ic Foci  of  Infection:    Preliminary  Report.    /. 

Am.  M.  Ass.,  1922,  Lxxviii,  266. 

During  the  course  of  nimierous  experiments  on 
the  localization  of  bacteria  from  various  diseases, 
instances  of  extremely  si)ecific  effects  were  noted. 
Some  of  these  observations  suggested  that  urinary 
calculi  may  be  due  to  prolonged  low-grade  infection 
by  bacteria  having  elective  affinity  for  the  urinary 
tract  and  the  power  to  cause  the  precipitation  of 
calcium. 

Accordingly,  teeth  in  dogs  were  devitalized  and 
infected  with  cultures  of  streptococcus  freshly  iso- 
lated from  the  mine  of  a  patient  suffering  from  neph- 
rolithiasis. Five  of  the  dogs  developed  calculi.  The 
sixth  died  too  soon  for  stones  to  form.  In  four  dogs 
calculi  were  fovmd  in  both  kidneys.  The  size  varied 
from  small  concretions  to  stones  measuring  3  by  7 
mm.  and  was  roughly  proportional  to  the  duration 
of  the  experiment.  The  findings  in  these  dogs  re- 
sembled those  in  patients  with  nephrolithiasis.  The 
stones  were  hard,  angular,  and  rough,  and  of  a 
chemical  composition  similar  to  that  of  the  stones 
formed  in  nephrolithiasis  in  man.  The  evidence  of 
infection  of  the  urinary  tract  and  the  lesions  in  the 
kidney  were  slight  except  when  obstruction  in  the 
ureter  had  been  caused  by  an  impacted  stone. 

The  causal  relationship  between  the  calculi  and 
the  streptococcus  inoculated  into  the  teeth  seems 
established.  The  organism  was  isolated  from  the 
kidneys,  from  some  of  the  stones,  and  from  the 
teeth  of  the  dogs,  and  its  elective  afl5nity  for  the 
meduUa  of  the  kidneys  of  rabbits  on  intravenous 
injection  was  demonstrated.  The  organism  was 
foimd  in  the  lesions  of  collecting  tubules  where 
crystallization  and  stone  formation  were  beginning. 
Precipitation  and  crystallization  of  calcium  always 
occurred  in  areas  with  little  or  no  cellvdar  reaction. 

Stone  was  not  develof>ed  by  any  of  the  four  dogs 
whose  teeth  were  infected  with  streptococci  isolated 
from  patients  with  arthritis  or  any  of  the  four  addi- 
tional control  dogs  which  were  kept  under  the  same 
conditions,  but  whose  teeth  were  not  infected.  The 
urine  of  all  of  these  eight  dogs  remained  normal  and 
the  kidneys  showed  no  focal  lesions. 

Stones  of  the  character  obtained  in  these  experi- 
ments were  not  foimd  in  another  series  of  fourteen 
dogs  which  were  kept  under  similar  conditions  and 
whose  teeth  were  devitalized  and  infected  with 
strains  other  than  those  from  nephrolithiasis  and 
nephritis,  nor  in  a  single  instance  in  the  examina- 
tion of  more  than  five  hundred  dogs  used  for  other 
experiments. 

It  is  not  clear  why  four  dogs  which  were  infected 
with  the  streptococcus  of  arthritis  failed  to  develop 
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arthritis.  There  was  active  infection  around  the 
teeth  in  all  instances,  and  the  staphylococcus  from 
the  pulp  chamber  in  one  of  the  dogs  inoculated  four 
months  previously  retained  its  affinity  for  the  joints 
of  rabbits  on  intravenous  injection.  It  would  seem, 
therefore,  that  the  joints  of  these  dogs  were  not 
affected  because  of  the  high  resistance  of  these 
structures  to  invasion  by  this  organism  during  the 
relatively  shprt  duration  of  the  exp)eriment,  and  not 
because  of  encapsulation  or  loss  of  sp>ecific  localizing 
power. 

Aside  from  being  the  source  of  the  organisms 
which  localized  electively,  the  experimentally  pro- 
duced foci  of  infection  appeared  to  have  a  marked 
general  deleterious  effect.  The  dogs  lost  decidedly 
in  weight,  lost  much  hair,  and  became  susceptible  to 
intercurrent  infection.  At  the  end  of  the  exf)eri- 
ments  an  active  process  was  found  in  the  devitalized 
and  infected  teeth.  The  findings  around  the  teeth 
were  similar  to  those  following  the  artificial  devital- 
ization of  teeth  in  man.  The  infected  teeth  became 
discolored  but  remained  firmly  in  place  in  the  alveo- 
lar sockets;  the  infection  caused  rarefaction  and 
absorption  of  bone  in  the  peri-apical  region  without 
swelling,  pain,  or  tenderness.  The  character  of  the 
cellular  infiltration  and  the  distribution  of  the  bac- 
teria of  well-formed  granulomata  were  strikingly 
similar. 

Barney,  J.  D. :  Recurrent  Renal  Calculi.   Boston  M. 
b'S.  J.,  1922,  clxxxvi,  9. 

Barney  has  reviewed  139  case  reports  of  renal 
stones  obtained  from  the  records  of  the  Genito- 
urinary Department  of  the  Massachusetts  General 
Hospital.  He  finds  that  the  male  shows  a  greater 
predisposition  to  renal  calculi  than  the  female.  The 
exceedingly  low  mortality  is  explained  by  the  fact 
that  as  a  rule  persons  with  renal  stones  have  excel- 
lent health  and  nearly  all  are  in  the  prime  of  life. 
Only  eleven  of  those  studied  by  Barney  were  over 
50  years  of  age,  the  majority  being  between  21  and 

30- 

Attention  is  called  to  the  fact  that  many  intra- 
abdominal conditions  simulate  renal  calculus  and 
that  in  some  instances  the  best  surgeons  err.  In  a 
previous  study  Barney  found  that  18  per  cent  of 
patients  with  renal  stone  had  had  some  previous 
abdominal  operation,  as  a  rule  an  appendectomy. 
In  many  of  the  cases  cited  the  well-known  diagnostic 
measures  were  not  used.  It  is  sometimes  very  diffi- 
cult to  make  a  differential  diagnosis  between  acute 
infection  in  the  right  side  of  the  abdomen  and  renal 
stones  as  frequently  both  the  urine  and  the  X-ray 
findings  are  negative. 

In  Barney's  opinion,  an  exploration,  especially  of 
the  appendix,  is  sometimes  necessary.  By  such  an 
exploration  the  surgeon  may  guard  the  patient 
against  rupture  of  an  undiagnosed  appendicitis.  In 
the  chronic  conditions,  however,  no  excuse  can  be 
offered  for  operation  on  the  appendix  when  a  renal 
stone  is  present,  especially  if  the  symptoms  have 
been  present  for  years. 


In  reviewing  his  case  reports  Barney  was  im- 
pressed with  the  mildness  and  the  duration  of 
symptoms  presented  in  many  instances.  In  four 
cases  the  symptoms  had  been  present  for  less  than  a 
week;  in  nine,  for  two  months;  in  eighteen,  for  six 
months;  and  in  eight,  for  a  year.  In  thirty-nine 
cases  they  had  been  present  for  three  years;  in 
eleven,  for  five  years;  in  fourteen,  for  ten  years; 
and  in  seventeen,  for  a  "number  of  years."  Renal 
stone  may  be  most  insidious  and  may  acquire  an 
enormous  size  without  causing  noteworthy  symp- 
toms. 

Barney  found  that  small  stones  produce  symp- 
toms more  frequently  and  more  severe  symptoms 
than  large  stones.  The  most  common  symptom  is 
pain.  It  must  be  borne  in  mind,  however,  that  pain 
radiation  may  be  to  any  other  organ  in  the  abdomen 
or  to  any  other  f)art  of  the  abdomen — in  some  in- 
stances to  the  kidney  on  the  opposite  side.  Barney 
finds  that  the  first  indications  of  stone  in  the  urinary 
tract  may  be  hematuria,  dysuria,  chills,  and  fever, 
frequent  urination,  and  sometimes  retention. 

Tenderness  was  found  in  only  43  per  cent  of  the 
cases.  Pus  was  the  most  frequent  element  in  the 
urinary  sediment.  It  was  found  alone  fifty-nine 
times  and  with  blood  forty-one  times.  Blood  was 
found  alone  twenty-six  times.  In  twelve  cases  (8.6 
per  cent)  the  urine  was  persistently  negative. 

Our  present-day  acumen  in  the  diagnosis  of  stone 
is  due  largely  to  the  X-ray.  Ordinary  clinical  meth- 
ods of  observation  by  themselves  are  of  little  value 
and  in  some  instances,  even  when  combined  with 
the  use  of  the  cystoscope  and  ureteral  catheter,  give 
little  help  in  the  diagnosis.  Barney  found  a  positive 
X-ray  picture  in  125  instances,  but  in  6  to  11  per 
cent  the  roentgenogram  fails  to  show  stone  shadows. 
As  superimposed  stones  may  throw  a  single  shadow,  a 
search  should  always  be  made  for  more  than  one  stone. 

Although  cystoscopy  with  catheterization  may  be 
of  little  value  when  used  alone,  it  is  a  procedure 
which  is  essential  as  by  means  of  it  the  presence  of 
two  kidneys  may  be  ascertained,  it  gives  correct 
information  concerning  infection  of  the  kidney,  de- 
termines the  patency  of  the  ureter,  reveals  the 
separate  function  of  each  kidney,  and  makes  pos- 
sible the  localization  of  a  shadow  suggesting  stone  as 
extrarenal  or  intrarenal.  In  addition,  a  pyclogram 
may  be  made  which  will  show  the  amount  of  dilata- 
tion of  the  kidney  pelvis,  etc.  An  experienced 
roentgenologist  is  necessary  not  only  to  make  the 
plates,  but  also  to  interpret  them. 

Renal  stones  were  found  to  be  bilateral  in  6.4  per 
cent  of  the  series  of  cases  studied.  Bilateral  stones  do 
not  necessarily  cause  bilateral  symptoms.  In  twenty- 
four  instances  the  only  stone  or  one  of  several  passed 
spontaneously,  generally  after  a  cystoscopic  examin- 
ation. When  stones  were  not  passed  spontaneously, 
operation  was  performed.  Pyelotomy,  the  opyeration 
of  choice,  was  done  in  sixty-four  instances  and  pye- 
lotomy and  nephrotomy  were  done  thirteen  times. 
There  were  thirty-nine  nephrectomies  and  seven- 
teen nephrotomies,  three  of  which  were  bilateral. 
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In  the  author's  experience,  pyelotomy  is  sufficient 
for  the  removal  of  small  calciili,  even  when  they  are 
multiple.  Nephrotomy  is  necessary  only  when  the 
stone  is  of  such  size  and  shape  as  to  make  its  extrac- 
tion through  the  renal  pelvis  impossible.  Nephrec- 
tomy was  done  when  the  kidney  was  badly  infected 
and  harbored  a  ver>'  large  stone  or  many  small 
ones.  Postoperative  complications  found  by  Barney 
were  various  in  character  and  cause,  the  list  includ- 
ing exacerbation  of  pre-existing  infections  requiring 
nephrectomy  and  haemorrhage  after  nephrectomy. 

The  mortality  from  multiple  stones  was  3.5  per 
cent,  which  the  author  considers  not  discouraging. 
Two  of  the  deaths  were  due  to  pneumonia,  one  to 
uraemia,  one  to  haemorrhage  after  nephrotomy,  and 
one  to  gas-ox>'gen  anaesthesia. 

Abnormalities  of  the  kidneys  were  foimd  in  five 
instances:  horseshoe  kidney  in  three  and  an  aberrant 
artery  in  two.  None  of  these  abnormalities  was  dis- 
covered before  operation. 

Barney  states  that  a  review  of  the  results  of  opera- 
tion for  renal  calculus  is  not  inspiring.  The  niimber 
of  patients  in  whom  subsequent  examinations 
showed  the  presence  of  one  or  more  calculi  is  apjjalling. 
Although  conditions  which  produce  stone  are  not 
removed  when  the  stone  is  extracted,  it  is  Barney's 
opinion  that  whatever  operation  is  done  it  often 
does  not  remove  all  the  stones.  To  prove  this 
statement  he  cites  the  fact  that  of  twenty  of  his  pa- 
tients who  were  X-rayed  during  convalescence,  nine 
(45  per  cent)  still  showed  stones  and  that  in  50  i)er 
cent  of  those  who  were  subjected  to  pyelotomy 
stones  were  subsequently  found  in  the  kidney. 

All  patients  should  be  X-rayed  during  conva- 
lescence because  if  a  stone  is  revealed  by  the 
X-ray  six  months  or  a  year  after  operation  it  is  im- 
possible to  tell  whether  it  was  left  at  operation  or  is 
a  recurrence.  Although  an  X-ray  examination  was 
not  made  soon  after  operation  in  most  instances, 
Barney  found  what  was  believed  to  be  a  recurrence 
in  32.8  per  cent  of  the  cases  in  which  a  pyelotomy 
was  done. 

Following  nephrotomy,  recurrences  were  foimd 
in  56  per  cent  of  the  cases  by  Cabot  and  Crabtree 
and  in  30.3  i>er  cent  by  Barney. 

Barney  studied  seventy  cases  treated  by  nephrot- 
omy at  the  Massachusetts  General  Hospital  from 
1897  to  date.  The  ages  of  the  patients  ranged  from 
II  to  64  years.  The  operative  mortality  was  5.7  per 
cent.  Recurrence  or  overlooked  stones  were  found 
in  52.9  per  cent  of  the  cases.  This  fact  and  the  ever- 
present  danger  of  haemorrhage  indicate  that  the 
operation  is  not  always  successful. 

The  author  writes  at  some  length  concerning  the 
difficulty  of  controlling  haemorrhage  and  the  sur- 
gical judgment  which  is  necessary  to  determine  when 
a  nephrectomy  is  necessary  to  arrest  it. 

After  reviewing  the  situation  from  the  point  of 
view  of  both  pyelotomy  and  nephrotomy,  Barney 
states  the  reasons  why  the  removal  of  stones 
from  the  renal  pelvis  is  not  always  possible  as 
follows: 


1.  The  renal  pelvis  is  a  very  complex  cavity  with 
various  ramifications  in  the  form  of  calyces.  Calyces 
may  branch  at  right  or  acute  angles  from  the  plane 
of  the  p>elvis.  A  probe  may  faU  to  find  the  orifice  of 
the  calyx  either  because  of  its  minute  size  or  because 
of  its  location.  In  either  event,  a  stone  remains  im- 
detected. 

2.  One  may  see  a  very  definite  shadow  of  what  is 
apparently  one  stone  in  the  kidney  and  at  operation 
may  remove  a  stone  which  resembles  the  X-ray- 
shadow  in  size  and  shaj)e  and  still  leave  other  stones 
in  the  pelvis  because  the  pelvis  was  not  thoroughly 
explored. 

3.  The  manipulation  required  to  remove  a  stone, 
even  though  gently  performed,  produces  haemor- 
rhage which  may  cover  the  remaining  stone  with  a 
layer  of  fibrin  so  that  it  cannot  be  detected  with  a 
metal  instrument. 

4.  Frequently  imsuspected  stones  may  slip  into  a 
dUated  ureter  during  the  operaUon  on  the  pelvis. 

Pre-op>erative  study  and  localization  of  the  stone 
shadows  are  absolutely  necessary.  The  location  and 
number  of  stones  within  the  kidney  must  be  deter- 
mined. An  X-ray  examination  should  be  made  as 
close  as  possible  to  the  time  of  operation,  preferably 
the  same  day.   Pyelograms  should  be  made. 

The  utmost  care  should  be  taken  to  prevent 
bleeding. 

Needling  at  the  susf)ected  location  of  a  stone  is 
very  helpful. 

Caulk's  method  of  tapping  the  kidney  gently  to 
shake  a  stone  out  of  the  caljrx  into  the  pelvic  cavity 
is  of  some  value. 

Great  care  should  always  be  taken  in  removing  a 
stone  in  order  not  to  break  it.  If  a  small  piece  is 
broken  off  or  allowed  to  remain,  the  pelvis  should  be 
thoroughly  irrigated  with  hot  salt  solution. 

The  use  of  the  fluoroscoi)e  in  conjimcdon  with 
operation  may  reveal  small  bits  of  stone  remaining 
in  the  kidney. 

Barney's  experience  with  renal  stone  and  his 
studies  of  the  records  of  the  hospital  and  the  litera- 
ture have  convinced  him  that  there  are  instances 
in  which  it  is  impossible  to  remove  all  stones  from 
the  kidney.  He  believes,  however,  that  the  number 
of  failures  will  be  reduced  in  direct  proportion  to  the 
care  that  is  taken  before  and  during  the  operation. 

The  article  is  concluded  with  the  statement  that 
in  spite  of  the  high  percentage  of  recurrences,  the 
p>atient  should  be  urged  to  submit  to  operation  as  a 
stone  will  insidiously  but  surely  cause  damage  to  the 
kidney.  Gilbert  J.  Thomas.  M  J). 

Lockwood,  C.  D.:  Nephrectomy  in  Hunchbacks; 
With  Report  of  Two  Cases.  California  State 
J.  M.,  1922,  XX,  29. 

In  pierforming  nephrectomy  in  the  case  of  a 
hunchback,  Lockwood  overcomes  the  difficulties 
by  using  a  combined  outer  rectus  incision  and  a 
transverse  incision  following  the  lower  border  of  the 
ribs  as  far  as  possible.  The  overhanging  ribs  are 
then  lifted  upward  by  broad  powerful  retractors. 
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The  retroperitoneum  is  slit,  the  ureter  ligated,  and 
the  kidney  dislocated  toward  the  median  line.  The 
renal  vessels  are  clamped  and  divided.  Special 
difficulty  is  encountered  in  ligating  the  vessels  as 
this  step  in  the  operation,  as  well  as  the  others,  is 
done  almost  entirely  by  touch.  If  drainage  is  in- 
dicated, it  is  best  secured  by  means  of  a  retro- 
peritoneal stab  wound  between  the  ribs. 

Louis  Gross,  M.D. 

BLADDER,  URETHRA,  AND  PENIS 

Caulk,  J.  R.:  Contracture  of  the  Vesical  Neck  in 
the  Female.  J .  Urol.,  1921,  vi,  341. 

Caulk  believes  that  trigonitis  rarely  ever  exists 
alone  in  the  female,  but  is  co-existent  with  a  urethri- 
tis which,  of  the  two,  is  the  more  important  lesion. 
Chronic  infections  are  quite  common  in  the  female 
urethra  because  of  its  exposure  to  infection  and 
trauma.  In  the  author's  hands  the  cure  of  the 
trigonitis  has  been  dependent  upon  the  treatment 
of  the  urethra,  particularly  dilatation. 

For  the  symptoms  of  so-called  "prostatism," 
which  are  due  largely  to  the  infiltrating  process 
involving  the  internal  sphincter  and  intra-sphincteric 
glands,  with  resulting  contraction  of  the  vesical 
neck.  Caulk  advises  the  removal  of  a  large  bit  of 
tissue  from  the  median  portion  of  the  vesical  neck 
by  means  of  the  cautery  punch.  In  this  connection 
he  cites  a  well-developed  case  in  which  this  method 
gave  relief  after  the  condition  had  resisted  treat- 
ment for  several  years. 

Albert  W.  Holm  an,  M.D. 

Herbst,  R.  H.,  and  Thompson,  A. :  Adenocarcinoma 
of  the  Bladder.   Am.  J .  Surg.,  1922,  xxxvi,  4. 

The  authors'  patient,  a  man  55  years  of  age,  had 
had  increasing  haematuria,  frequency  and  difficulty 
in  urination,  and  pain  in  the  lower  abdomen  and 
rectum  for  eight  months.  He  was  anaemic  and  had 
lost  weight  and  strength.  Cystoscopy  showed  a  mass 
which  appeared  to  involve  the  anterior  wall  of  the 
bladder. 

On  suprapubic  cystotomy  a  tumor  about  the  size 
of  a  small  pear  and  attached  by  a  thin  pedicle  to  the 
posterolateral  wall  of  the  bladder  about  2  cm.  from 
the  internal  urethral  orifice  was  seen  projecting  from 
the  fundus.  This  growth  was  removed.  No  evidence 
of  infiltration  in  the  bladder  wall  and  no  other 
tumors  in  the  bladder  were  discovered. 

On  section  of  the  tumor  no  cysts  but  several  areas 
of  marked  softening  were  found.  Many  regions  pre- 
sented a  glistening  appearance  with  alternating  areas 
of  an  opaque  and  a  clear  substance. 

Microscopic  examination  showed  the  growth  to 
be  composed  of  densely  packed  alveoli  of  varying 
size.  There  was  extensive  mucous  degeneration  of 
the  larger  cells.  The  appearance  of  the  tumor  indi- 
cated that  it  had  its  origin  in  glandular  epithelial 
structures  rather  than  ordinary  bladder  epithelium. 

Glandular  tumors  of  the  bladder  are  quite  rare 
and  there  has  been  much  speculation  concerning 


their  origin.  They  have  been  regarded  as  glands  de- 
rived from  the  prostatic  urethra,  simple  glands  found 
normally  both  in  the  trigone  and  throughout  the 
bladder  wall,  cells  cut  off  from  the  rectal  mucous 
membrane  during  embryonic  development  and 
lodged  in  the  bladder  wall,  aberrant  urethral  glands, 
cells  derived  from  the  allantois,  glandular  neoform- 
ations  of  the  bladder  mucosa,  invaginated  tubules  in 
cystitis  cystica  lined  by  cylindrical  cells  developing 
secretory  tendencies,  and  metaplasias  of  the  bladder 
epithelium  into  cylindrical-celled  epithelium  with 
goblet  cells. 

The  cases  of  adenocarcinoma  of  the  bladder  re- 
ported conform  to  the  same  general  type  micro- 
scopically but  are  variable  in  their  gross  character- 
istics. Such  tumors  have  been  found  in  the  trigone, 
the  fundus,  the  posterior  wall  of  the  bladder,  about 
the  urethral  orifice,  covering  the  whole  bladder  wall, 
within  the  bladder  wall,  and  in  exstrophy  of  the 
bladder. 

Both  clinically  and  from  their  microscopic  char- 
acteristics they  seem  to  be  very  malignant.  Recur- 
rences have  developed  in  the  bladder  and  metastases 
have  been  found  in  the  retropwritoncal  and  mesen- 
teric lymph  nodes,  the  abdominal  wall,  and  abdom- 
inal viscera. 

The  diagnosis  is  usually  made  after  oi>eration  from 
stained  sections  and  from  an  accumulation  of  mucus 
noticed  in  some  cases  when  the  freshly  removed 
specimen  is  split. 

The  authors'  case  differs  from  other  reported  cases 
in  that  the  tumor  was  attached  to  the  bladder  wall  by  a 
thin  pedicle  and  there  api>eared  to  be  very  little,  if 
any,  involvement  of  the  bladder  wall,  the  neoplasm 
growing  out  of  the  bladder  wall  rather  than  in  it. 

A  few  weeks  after  the  operation  cystoscopic  exam- 
ination showed  slight  thickening  of  the  bladder  wall 
at  the  former  site  of  the  tumor.  This  had  the  appear- 
ance of  oedema  rather  than  of  infiltration.  Radium 
was  applied.  One  month  later  the  area  had  decreased 
in  size.  At  the  present  time  the  patient  shows  no 
evidence  of  metastases,  has  gained  in  weight  and 
strength,  and  has  no  symptoms. 

The  treatment  of  these  tumors  is  obviously  sur- 
gical treatment  supplemented  by  some  form  of 
irradiation.  The  mode  of  attack  depends  on  the 
extent  and  location  of  the  growth  and  the  presence 
or  absence  of  metastases. 

In  practically  all  the  reported  cases  the  growth 
has  been  excised,  but  in  most  instances  without  per- 
manent benefit.  Excision  alone  has  not  proved 
entirely  successful,  but  there  seems  to  be  justification 
for  the  belief  that  future  recurrences  can  be  mini- 
mized or  possibly  even  prevented  by  the  application 
of  radium. 

Venot,  A.,  and  Parcelier,  A.:  Cancer  of  the  Female 
Urethra  (Le  cancer  de  I'ur^tre  chez  la  femme). 
Rev.  de  chir.,  Par.,  192 1,  xl,  565. 

The  authors  give  the  histories  of  eighty-seven 
cases  collected  from  the  literature  and  one  case  of 
their  own. 
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In  1903  Percy  made  a  critical  review  of  all  cases 
published  up  to  that  time  but  concluded  that  only 
twelve  were  true  cases  of  urethral  malignancy  and 
three  of  these  were  cases  of  sarcoma.  Riberi  has 
always  been  credited  with  rejxtrting  the  first  case 
of  cancer  of  the  female  urethra  in  1844,  but  Venot 
and  Parcelier  agree  with  Percy  that  Bowin  reported 
the  first  case  in  1833. 

Although  malignant  timiors  in  general  are  more 
frequent  between  the  fourth  and  sixth  decades  of 
life,  urethral  cancer  has  been  foimd  in  young  women. 
Almost  all  those  so  affected  have  had  at  least  one 
pregnancy. 

Percy  excluded  from  his  cases  of  urethral  cancer 
all  those  with  involvement  of  anatomical  structures 
other  than  the  urethra.  The  literature  contains  the 
reports  of  only  fourteen  cases  in  which,  at  the  time 
of  the  first  examination,  the  urethra  alone  was  in- 
volved, but  in  the  majority  the  original  limits  were 
greatly  exceeded  in  the  later  stages. 

With  certain  reservations,  the  authors  accept  the 
classification  of  Ehrendoerfer:  (i)  urethral  cancers 
having  their  origin  in  the  urethral  epithelium  or  its 
glands;  and  (2)  vulvo-urethral  cancers  having  their 
origin  in  the  epithelium  which  surrounds  the  meatus 
(vestibule)  and  invading  the  urethra  secondarily. 
The  vulvo-urethral  type  includes:  (i)  the  polyp  or 
papillary  form;  (2)  the  ulcerous  form;  and  (3) 
the  infiltrating  form.  The  urethral  typ)e  comprises: 
(i)  an  vdcerous  form,  and  (2)  an  infiltrating  form. 

Gland  involvement  is  found  in  about  one-third  of 
the  cases.  Metastases  were  discovered  in  only  two 
of  the  reported  cases.  The  diagnosis  of  a  urethral 
polyp  must  be  based  on  a  histologic  examination, 
but  in  the  great  majority  of  cases  the  picture  of 
cancer  of  the  urethra  is  suflSciently  definite  to  pre- 
vent confusion. 

It  is  generally  agreed  that  the  prognosis  is  grave. 
Epithelioma  of  the  urethra  and  the  malignant  de- 
generation of  urethral  polyps  are  among  the  most 
malignant  cancers. 

The  surgical  treatment  of  urethral  cancer  includes 
several  types  of  operation: 

1.  Partial  resection  of  the  urethra.  Twenty- 
eight  cases  were  treated  in  this  manner  without  any 
operative  deaths  and  with  a  good  functional  result 
in  the  majority. 

2.  Total  resection  of  the  urethra.  This  operation 
usually  means  the  removal  of  the  entire  urethro- 
vaginal wall.  It  is  completed  by  vaginal  or  supra- 
pubic drainage  of  the  bladder.  The  literature  reports 
twenty-two  cases  in  which  a  vaginal  stoma  and  eight 
cases  in  which  a  suprapubic  stoma  was  made.  Con- 
tinence after  the  operation  was  obtained  in  only 
twelve  cases. 

3.  Resection  of  the  urethra  and  removal  of  the 
inguinal  glands.  In  ten  cases  treated  in  this  manner 
a  partial  resection  was  done  in  four  and  a  total  re- 
section in  six.  In  a  few  cases  the  patient's  condition 
necessitated  a  two-stage  operation,  the  removal  of 
the  glands  being  done  several  months  after  the 
removal  of  the  urethra. 


Recurrence  is  frequent.  It  developed  in  nine  of 
twenty-eight  cases  in  which  partial  resection  was 
done  and  in  five  of  the  cases  of  total  resection. 

In  fifty  cases  collected  by  Crossen,  in  which  the 
end-result  was  known,  there  were  twenty-five  radical 
operations,  only  eight  of  which  were  followed  by 
recovery  lasting  for  more  than  three  years.  The 
authors,  however,  have  found  some  cases  in  which 
survival  was  much  longer,  especially  following  total 
resection. 

In  a  few  cases  of  urethral  cancer  reported  in  the 
literature  radium  was  used  with  exceptionally  good 
results.  W.  A.  Brexxax. 

GENITAL  ORGANS 

MacRenzie,  D.  W.:  Pseudohertnaphroditismus 
Masculinus  Intemus;  Congenital  Malforma- 
tion in  the  Scrotum,  Two  Testes  and  a  Uterus 
in  the  Right  Portion  of  the  Scrotum.  Surg., 
Gynec.  b"  Obst.,  1922,  xxxiv,  51. 

^MacKenzie  reports  the  case  of  a  male,  38 
years  old,  who  had  a  painful  mass  in  the  right 
groin  which  has  been  present  as  long  as  he  could 
recall,  but  during  the  last  four  days  had  markedly 
increased  in  size  and  had  become  painful. 

The  left  scrotiun  was  small  and  contained  no 
testicle;  the  right  scrotum  was  large  and  con- 
tained two  roimd  masses  and  an  irregular  mass 
in  the  center  which  extended  well  up  the  inguinal 
canal. 

At  operation  the  mass  was  found  to  consist  of  two 
moderately  sized  testicles  in  the  right  scrotum  and 
a  large  mass  between  which  extended  up  the  canal 
and  down  the  course  of  the  vas.  One  testicle  and  the 
mass  were  freed  and  removed. 

The  testicle  removed  had  normal  tubules  and 
sp>ermatozoa.  The  oblong  mass  was  foimd  to  be  an 
infantile  uterus  with  a  single  fallopian  tube.  A  cord- 
like structure  on  the  posterior  aspect  of  the  uterus 
was  foimd  on  section  to  be  the  vas  deferens  which 
led  down  to  a  mass  near  the  uterine  fundus  that 
proved  to  be  the  epididymis. 

The  literature  contains  the  reports  of  twenty-six 
very  similar  cases  and  others  of  the  same  embryo- 
logical  genesis.  All  of  the  patients  had  strong  mas- 
culine characteristics.  Only  a  small  number  had 
children.  In  one-fourth  of  the  cases  the  uterus  was 
double.  When  single,  it  was  usually  atrophied.  The 
testicles  were  normal  in  only  a  few  instances;  usually 
they  were  atrophied  and  degenerated.  The  uterus 
continued  into  a  vagina  which  opened  into  the 
posterior  urethra. 

Hermaphroditism  is  of  two  types: 

1 .  True  hermaphroditism  in  which  the  individual 
is  bisexual  and  has  both  testicles  and  ovaries. 

2.  Pseudohermaphroditism,  which  is  subdivided 
into  the  masculine  and  feminine  types  in  which 
one  group  of  sex  organs  is  complete  and  is  asso- 
ciated with  an  incomplete  set  of  sexual  organs  of 
the  opposite  sex  but  without  sex  glands  (ovary  or 
testes). 
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Up  to  1908,  910  cases  had  been  reported.  Seven 
hundred  and  twenty-two  of  these  were  of  the  mas- 
culine type. 

MacKenzie  discusses  at  some  length  the  embryo- 
logical  development  of  the  sex  organs  of  both  sexes 
and  the  abnormal  embryological  development  nec- 
essary to  bring  about  the  various  types  of  her- 
maphroditism. Harry  Culver,  M.D. 

Hinman,  P.:  Suprapubic  Versus  Perineal  Prosta- 
tectomy: A  Comparative  Study  of  Ninety 
Perineal  and  Thirty-Eight  Suprapubic  Cases. 

J.   Urol.,  1921,  vi,  417. 

The  author  states  that  since  the  suprapubic 
prostatectomy  enjoys  greater  general  favor  than 
the  perineal  prostatectomy,  the  few  men  still  em- 
ploying the  perineal  route  must  justify  their  course 
by  a  detailed  presentation  of  their  results.  In 
order  to  evaluate  the  results  of  the  two  operations 
correctly,  he  compares  thirty-eight  cases  of  supra- 
pubic prostatectomy  with  ninety  cases  of  f>erineal 
prostatectomy  which  were  operated  upon  by  the 
same  surgeon  under  the  same  general  conditions  of 
pre-operative  and  postoperative  care.  The  results 
are  carefully  analyzed  and  the  details  presented  in  a 
comprehensive  series  of  tables.  On  the  basis  of 
this  study  Hinman  makes  the  following  statement: 

"It  seems  logical  to  conclude  that  in  our  hands 
Young's    method    of    perineal    prostatectomy    is 


superior  to  the  Fuller-Freyer  method  of  suprapubic 
prostatectomy.  The  general  results  are  much  better 
than  those  obtained  suprapubically." 

H.  A.  Fowler,  M.D. 

MISCELLANEOUS 

Roth,  L.  J.:    Urinary  Pus-Cell  Count.    California 
Slate  J.  M.,  1922,  XX,  5. 

Roth  has  adopted  the  following  method  as  a 
more  or  less  accurate  diagnostic  and  prognostic 
aid: 

The  fresh  specimen  of  urine  is  thoroughly  shaken 
and  a  portion  drawn  into  a  red-cell  pipette  and 
agitated.  A  Thoma-Zeiss  counting  chamber  is  then 
filled  with  the  fluid  as  in  the  method  used  to 
count  blood  cells.  The  eye-piece  of  the  micro- 
scop>e  is  adjusted  so  that  the  diameter  of  the  field 
is  eight  small  squares.  One  hundred  fields  are 
then  counted,  the  ruling  of  the  counting  chamber 
being  disregarded.  The  resulting  number  multi- 
plied by  .7957728  will  give  the  number  of  pus  cells 
in  I  c.  mm. 

As  a  control  in  the  count  following  prostatic  mas- 
sage the  bladder  is  thoroughly  irrigated  and  then 
filled  with  100  c.  cm.  of  a  mild  antiseptic  solution. 
This  is  voided  after  massage  and  the  count  made 
with  this  100  c.  cm.  as  a  standard  quantity. 

Louis  Gross,  M.D. 


SURGERY  OF  THE  NOSE,  THROAT,  AND  MOUTH 


THROAT 

Syme,  W.  S. :    Malignant  Disease  of  the  Throat. 

Canadian  M.  Ass.  J.,  1921,  xi,  887. 

Syme  believes  that  malignant  disease  of  the 
throat  is  a  field  for  the  laryngologist  and  not  for  the 
general  surgeon  because  the  former  is  better  ac- 
quainted with  the  improved  methods  of  examination, 
including  the  direct  methods,  and  hence  is  better 
acquainted  with  the  anatomy  of  the  parts. 

In  any  suspicious  case,  viz.,  cases  of  hoarseness 
persisting  for  two  weeks,  difficulty  in  swallowing, 
particularly  if  associated  with  loss  of  weight,  pain  on 
swallowing,  and  cough,  a  thorough  examination 
with  the  aid  of  all  known  methods  is  demanded. 
Examination  by  the  reflected  light  of  the  laryngeal 
mirror  and  direct  examination  with  the  suspension 
laryngoscope  and  the  tubes  are  indicated. 

For  examining  the  nasopharynx  Syme  prefers 
Yankauer's  speculum.  In  dealing  with  growths  in 
the  pharynx  and  larynx  he  prefers  the  suspension 
method,  but  others  employ  the  tubes.  When  either 
is  used  a  portion  of  the  growth  should  be  removed 
and  its  extent  and  mobility  determined. 

Examination  by  means  of  the  X-rays  sometimes 
gives  important  information,  and  examination  of 
glandular  involvement  is  essential  before  the 
question  of  operation  and  its  extent  can  be  deter- 
mined. Not  only  the  cervical  glands  but  those  in  the 
mediastinum  must  be  considered.  The  latter  will 
cause  pressure  on  the  bronchi  or  veins  and  the  re- 
current nerves. 

Thyrotomy  is  usefvd  in  intrinsic  disease  of  the 
larynx,  and  laryngectomy  when  the  disease  has 
progressed  beyond  the  confines  of  the  larynx  and  the 
very  upper  part  of  the  trachea  but  has  not  extended 
into  the  food  passages.  In  laryngectomy  it  must  be 
possible  to  divide  the  trachea  well  below  the  larynx 
and  yet  leave  sufficient  tissue  to  bring  forward  to 
attach  to  the  skin. 

The  alternatives  to  total  removal  are  the  methods 
in  which  Trotter  of  London  has  been  a  pioneer. 
These  procedures  aim  to  remove  the  growth  with- 
out breaking  the  continuity  of  the  food  and  air 
passages.  What  Semon  did  in  the  way  of  limiting 
operative  procedures  for  intrinsic  carcinoma  of  the 
larynx,  surgeons  like  Trotter  are  doing  in  regard  to 
malignant  disease  of  the  pharynx  and  the  extrinsic 
portions  of  the  larynx.  The  operative  methods  are 
adapted  to  growths  in  different  parts  of  the  pharynx. 
Tracheotomy  is  performed  several  days  previously 
or  at  the  time  of  the  major  operation.  The  pharynx 
is  then  packed.  There  are  two  distinct  stages  in  the 
operation,  the  exposure  of  the  growth  and  its  re- 
moval. In  some  cases  a  third  stage  is  necessary 
when  a  plastic  procedure  is  required  to  restore  the 


wall  of  the  food  passage  and  to  safeguard  the  open- 
ing into  the  larynx  when  a  part  of  the  oesophagus 
has  been  sacrificed. 

The  incision  extends  along  the  anterior  border  of 
the  sternomastoid  muscle  practically  from  the  tip 
of  the  mastoid  to  the  clavicle.  If  the  growth  is  in 
the  lower  part  of  the  pharynx  it  need  not  begin  so 
high  up,  and  if  it  is  in  the  upper  part  it  need  not  go  so 
far  down.  The  dissection  is  carried  down  to  the 
constrictor  muscles  of  the  pharynx  and  to  the  wing 
of  the  thyroid,  the  muscles  attached  to  the  latter 
being  divided.  The  sheath  of  the  large  vessels  is 
then  determined,  and  to  minimize  the  risk  of 
septic  infection  passing  along  it  and  the  danger 
of  subsequent  serious  and  even  fatal  haemorrhage 
from  ulceration  of  the  vessel  walls,  the  vessels  are 
shut  off  from  the  operation  cavity  by  stitching  the 
anterior  border  of  the  sternomastoid  to  the  aponeuro- 
sis in  front  of  the  spine. 

If  the  growth  is  in  the  lower  pharynx  or  in  the  wall 
of  the  larynx,  the  wing  of  the  thyroid  cartilage  is 
then  removed  and  a  vertical  incision  is  made  through 
the  constrictor  muscles  to  expose  the  mucous  mem- 
brane. If  the  growth  involves  the  pharyngeal  wall 
it  may  be  possible  to  outline  it  before  opening  the 
pharynx.  A  careful  examination  is  made  to  deter- 
mine the  extent  of  the  growth  and  whether  it  is  still 
confined  to  the  mucous  membrane  or  has  passed 
beyond  the  cavity  of  the  pharynx  and  invaded  the 
adjacent  structures.  However  detailed  and  careful 
the  preliminary  examination,  it  is  in  many  cases 
impossible  to  determine  before  operation  the  whole 
extent  of  the  involvement. 

The  pharynx  is  opened  by  a  vertical  incision 
passing,  if  possible,  through  the  uninvaded  mucosa. 
Again  a  careful  examination  is  made.  The  larynx 
can  be  easily  rotated  to  examine  its  posterior  sur- 
face. Even  at  this  stage  the  advisability  of  pro- 
ceeding with  the  operation  must  be  considered 
again.  Further  surgical  steps  are  adapted  to  the 
conditions  found,  the  rule  being  to  cut  wide  of  the 
disease  (and  this  applies  to  the  larynx  as  well  as 
the  pharynx),  taking  special  care  not  to  make  an 
accidental  p)erforation  of  the  posterior  wall  of  the 
larynx  or  trachea  when  the  position  of  the  disease 
might  make  this  possible.  If  there  is  glandular 
or  other  involvement,  the  operation  is  extended. 

Then  comes  the  examination  of  what  remains. 
Two  all-imp>ortant  questions  call  for  answer: 
Has  it  been  p>ossible  to  preserve  the  continuity  o*^  the 
food  passage,  and  has  the  removal  of  the  portion  of 
larynx  been  so  limited  that  it  is  possible  to  safe- 
guard its  op>ening?  If  it  has  been  necessary  to  re- 
move the  lower  pharyngeal  wall  in  its  whole  cir- 
cumference, the  oesophagus  must  be  anchored  to 
the  skin,  though  it  may  be  possible  later  to  restore 
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the  continuity  of  the  food  passage.  If  a  sufficient 
and  continuous  portion  of  the  wall  remains,  the 
anterior  flap  of  skin  is  turned  in  and  attached  to  the 
cut  edges.  A  rubber  tube  is  then  passed  through  the 
nose  into  the  stomach.  Later,  when  the  skin  flap 
has  become  united  with  the  pharyngeal  wall,  it  is 
separated  from  its  original  attachment  and  turned  in 
to  complete  the  restoration  of  the  pharynx.  This 
part  of  the  operation  is  by  no  means  easy  and 
the  resulting  fistula  is  overcome  only  with  difficulty. 

It  is  in  regard  to  the  larynx,  however,  that  the  chief 
difficulty  arises.  Trotter  endeavors  to  overcome  it 
by  stitching  up  the  larynx  under  the  root  of  the 
tongue  so  that  when  the  tongue  arches  in  swallow- 
ing the  upper  opening  is  covered.  The  great  value 
of  maintaining  the  windpip)e  for  speech,  however 
hoarse  or  raucous,  gives  this  part  of  the  problem 
supreme  importance.  Then,  also,  the  complete  re- 
moval of  the  larynx  may  make  it  impossible  to  restore 
the  continuity  of  the  pharynx  when  an  extensive  re- 
moval of  its  wall  has  been  part  of  the  operation. 

If  the  region  of  the  tonsil  pillars  or  root  of  the 
tongue  is  the  part  involved,  another  incision  is 
niade  joining  the  incision  along  the  sternomastoid 
from  the  tip  of  the  mastoid  to  the  chin.  The  tri- 
angular flap  thus  made  is  turned  downward  and 
forward,  the  jaw  is  divided  in  front  of  the  masseter 
muscles,  and  the  two  halves  are  forcibly  retracted. 
In  this  way  a  particularly  good  exposure  of  the  ton- 
sillar region  is  obtained. 

For  growths  involving  the  epiglottis  a  transhyoid 
incision  is  sometimes  recommended. 

Otto  M.  Rott,  M.D. 

MOUTH 

Pimienta,  A.:  Vulcanite  Restoration  of  a  Receding 
Upper  Jaw.    Denial  Cosmos,  1922,  Ixiv,  71. 

The  case  reported  was  that  of  a  man  about  40 
years  of  age  whose  upper  jaw  receded  to  such  an 
extent  that  the  lower  incisors  extended  about  ^2  in. 
in  front  of  the  upper  incisors.  All  of  the  molars, 
both  upper  and  lower,  had  been  extracted.  When 
the  mouth  was  closed  the  upper  incisors  came  in 
contact  with  the  floor  of  the  mouth  just  posterior 
to  the  base  of  the  alveolar  process.  This  condition 
rendered  mastication  of  solid  food  impossible.  The 
patient  was  wearing  a  partial  denture  of  gold  in  the 
upper  jaw  and  a  bar  denture  with  rubber  attachment 
in  the  lower  jaw.   There  was  no  articulation. 

The  author  made  a  denture  for  the  upper  jaw. 
The  artificial  teeth  were  arranged  to  articulate  with 
the  protruding  lower  ones,  and  the  upper  natural 
teeth  were  allowed  to  pass  through  an  opening  in 
the  denture  itself  and  were  covered  by  a  screen  of 
rubber  which  was  bent  backward  to  give  the  appear- 
ance of  a  tongue.  The  denture  was  held  in  place  by 
clasping  it  on  each  side  to  the  natural  teeth.  Suffi- 
cient wax  was  added  to  it  to  round  out  the  face. 

The  result  was  very  satisfactory  and  the  patient 
was  able  to  masticate  solid  food. 

Margaret  I.  Maloney. 


Hartzell,  T.  B.:  When  to  Extract  and  When  to 
Conserve  Diseased  Teeth.  Dental  Cosmos,  1922, 
Ixiv,  43. 

When  the  X-ray  shows  no  bony  disease,  when 
evidence  of  pathologic  change  cannot  be  elicited  by 
palpation  of  the  soft  tissues  over  the  root  ends  or  by 
percussion  of  the  teeth  themselves  with  steel  instru- 
ments, and  when  the  patient  is  otherwise  well 
physically,  one  is  justified  in  allowing  the  pulpless 
teeth  to  remain.  The  extraction  of  such  teeth  is 
justified  only  by  positive  evidence  that  they  are  the 
source  of  an  injurious  bacterial  invasion.  In  order 
to  demonstrate  this  fact  a  careful  examination  of 
the  patient's  blood  is  helpful.  If  by  exclusion  all 
other  sources  of  infection  can  be  eliminated  and 
there  is  an  increased  leucocyte  count  associated  with 
a  secondary  anaemia,  the  conclusion  may  be  drawn 
that  bacterial  invasion  is  going  on  and  that  the 
danger  is  sufficient  to  justify  extraction.  On  the 
other  hand,  the  blood  examination  may  reveal  a 
diminished  number  of  leucocytes.  In  a  case  pre- 
senting a  leucocyte  count  of  6,500  or  less,  an  in- 
creased proportion  of  lymphocytes  over  phagocytes, 
and  a  secondary  anaemia,  a  positive  warning  is  given 
that  the  patient  is  in  serious  danger  and  the  extrac- 
tion should  be  performed  as  soon  as  he  can  tolerate 
surgical  interference.  In  such  a  case  only  a  very 
limited  number  of  teeth  should  be  extracted  at  a 
sitting.  If  many  were  removed  the  body  would  be 
unable  to  combat  the  large  numbers  of  bacteria 
thrown  into  the  blood  stream  by  the  extraction 
because  of  the  decrease  in  the  number  of  leucocytes. 

The  examination  of  the  urine  should  not  be 
neglected.  The  presence  of  casts,  albumin,  sugar,  or 
red  blood  cells  indicates  grave  conditions  which 
must  always  have  a  direct  bearing  on  the  conserva- 
tion or  destruction  of  pulpless  teeth,  particularly  if 
such  teeth  present  radiographic  evidence  of  deep 
pyorrhoea  pockets  or  granulomatous  root  ends. 

If  in  the  general  examination  a  patient  presents 
evidence  of  secondary  infection  but  an  increased 
leucocyte  count,  operation  should  be  performed  and 
should  be  done  with  greater  rapidity  than  when  the 
leucocyte  count  is  decreased. 

Margaret  I.  Maloney. 

McGauley,  W.  G.,  and  McGauley,  F.  H.:  Epilepsy: 
Due  to  Unerupted  and  Impacted  Molars.  Den- 
tal Cosmos,  1922,  Ixiv,  30. 

The  authors  report  the  case  of  a  boy,  15  years  old, 
who  had  been  subject  to  epileptic  fits  for  two  years. 
Repeated  examinations  failed  to  reveal  the  cause. 
On  April  12  the  patient  experienced  a  dull  feeling 
on  the  left  side  of  the  face,  which  was  followed  by  a 
sudden  trembling  of  the  jaws  and  unconsciousness 
for  three-quarters  of  an  hour.  On  April  14  he  had 
the  same  peculiar  sensation  again  on  the  left  side  of 
the  lower  jaw.  He  was  then  taken  to  the  dispensary 
where  he  was  advised  to  have  the  second  molar 
tooth  extracted,  although  it  was  in  perfect  condi- 
tion. He  then  consulted  a  dentist  who  advised  him 
not  to  have  the  tooth  extracted.    Another  dentist 
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advised  a  radiographic  examination.  The  radio- 
graph disclosed  a  partially  developed  and  unerupted 
third  molar  in  the  left  lower  jaw.  The  Wassermann 
examination  was  negative. 

The  patient  was  anaesthetized  with  ether,  iodine 
was  applied  posterior  to  the  second  molar  over  the 
of>erative  field,  an  incision  was  made,  and  the 
tooth  removed.  The  cavity  was  then  thoroughly 
swabbed  with  tincture  of  iodine  and  a  small  piece  of 
iodoform  gauze  was  placed  in  the  opening  and  al- 
lowed to  remain  there  for  twenty-four  hours.  Heal- 
ing occurred  normally.  There  was  no  recurrence  of 
the  twitching  of  the  facial  muscles  until  April  21 
when  the  patient  retiu-ned  for  examination  stating 
that  he  had  experienced  the  same  f)eculiar  pain  in 
the  right  side  of  the  face  but  no  recurrence  of  the 
epilepsy. 

Radiographic  examination  of  the  right  side  re- 
vealed a  condition  similar  to  that  which  was  foimd 
on  the  left  side.  Therefore  on  April  23  the  right 
side  was  op)erated  uf>on  in  the  same  way.  Healing 
again  occurred  normaUj*. 

On  July  15,  when  the  patient  reported  for  exam- 
ination, he  w^as  improved  in  appearance  and  con- 
dition and  had  had  no  epileptiform  attacks  or  con- 
vulsions since  the  removal  of  the  third  molars. 

M.'VRGARET  I.  M.\LONZY. 

Amone,  L.:  On  the  Therapeutic  Action  of  the  X- 
Rays  in  Diseases  of  the  Oral  Cavity.  Denial 
Cosmos,  1922,  Ixiv,  73. 

Arnone's  first  patient  was  an  army  oflScer  who 
returned  from  war  with  a  serious  form  of  trench- 
mouth.  Hygienic  treatment,  attention  to  general 
hygiene,  the  most  scrupulous  cleanliness,  and  the 
electric  cautery  afforded  only  temporary  relief. 
The  X-ray  was  finally  used  as  advised  by  Posch. 


The  first  application  was  of  ten  minutes'  duration 
with  an  interval  of  five  minutes  to  rest  the  mouth. 
The  gums  immediately  became  paler  and  the  patient 
noticed  a  sensation  of  dryness  and  heat.  Other 
applications  were  given  at  three-day  intervals.  At 
the  fourth  sitting  the  improvement  was  such  that 
all  bleeding  and  discomfort  had  ceased  completely 
and  there  was  no  offensive  odor  from  the  mouth. 
After  the  sixth  application,  twenty  days  after  the 
first  sitting,  all  raw  surfaces  had  healed  and  the 
gums  had  resumed  their  normal  asjiect.  After  a 
month  and  a  half,  when  the  X-ray  applications  had 
been  suspended,  regeneration  of  the  gum  tissue, 
which  had  receded  from  3  to  4  mm.,  took  place. 

In  a  second  case  four  appUcations  of  ten  minutes 
each  were  sufl5cient  to  relieve  all  turgidity  and  dis- 
comfort of  the  gimis  and  to  cause  the  disappearance 
of  mucopus. 

After  experimenting  for  six  months  the  author  is 
convinced  that  diseases  of  the  mouth  open  up  a 
new  therapeutic  field  for  the  X-rays  and  that 
excellent  results  may  be  expected.  He  believes  that 
if  the  necessar>-  precautions  are  taken  and  the 
methods  suggested  b3'  Coen-Cagli  are  followed,  all 
danger  may  be  avoided. 

The  work  is  still  in  the  experimental  stage  and  as 
yet  no  definite  conclusions  can  be  drawn.  However, 
when  the  disease  has  just  begun  and  the  patient  is 
yoimg,  one  may  be  sure  of  100  per  cent  cures.  Fol- 
lowing the  extraction  or  loss  of  teeth  in  the  cases  of 
old  jiersons  with  pyorrhoea  the  alveolus  often 
remains  open  and  the  gimis  are  tender  and  do  not 
adhere  to  the  bone.  In  such  cases  the  X-rays  stimu- 
late the  periosteum  and  cause  rapid  cicatrization 
of  the  woimd.  In  haemorrhagic  gingivitis  they  have 
an  excellent  haemostatic  effect. 

Masgaket  I.  Maloney. 
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I 


THE  more  common  causes  of  bleeding  from 
a  single  kidney  are  usuaUy  demonstrable. 
Kretschmer  (i),  for  example,  observed  the 
phenomenon  in  seventy-three  cases  including 
twenty-three  cases  of  renal  tuberculosis,  twelve  of 
nephritis,  eight  of  renal  calculus,  eight  of  hyper- 
nephroma, eight  of  colon-bacillus  infection,  two 
of  renal  tumor,  two  of  polycystic  disease,  two  of 
trauma,  two  of  hydronephrosis,  two  of  renal 
carcinoma,  one  of  pyonephrosis,  one  of  movable 
kidney,  one  of  doubtful  stone,  and  one  of  oxaluria. 
In  twenty-eight  cases  observed  by  Chute  (2)  the 
renal  pathology  was  divided  as  follows:  hyper- 
nephroma eight,  nephritis  seven,  renal  tuber- 
culosis five,  calculus  four,  hydronephrosis  three, 
and  polycystic  kidney  one. 

Unilateral  haematuria  of  the  so-called  essential 
type,  however,  is  the  subject  of  much  conjecture. 
Young  (3)  states  that  the  first  case  of  varicose 
veins  of  a  papilla  was  demonstrated  in  1898. 
Fen  wick  (4),  in  1904,  found  varicosities  of  a 
papilla  in  six  instances  in  which  he  opened  the 
pelves  of  bleeding  kidneys.  Dowd  (5),  Myles 
(6),  Kretschmer,  Pilcher  (7),  Braasch  (8),  Mac- 
Gowan  (9),  Bunts  (10),  Whitney  (11),  Newman 
(12),  Cabot  (13),  Payne  and  Ballenger  (14),  and 
Rytina  (15)  have  since  encountered  the  same 
condition. 

In  this  connection  Payne  and  MacNider  (16) 
describe  the  microscopic  findings  in  three  cases  of 
nephrectomy  as  consisting  of  "few  if  any  changes 
in  the  cortex,  a  marked  overgrowth  of  chronic 
inflammatory  tissue  in  the  medulla  and  pyramids 
which  surrounded  the  vessels  of  this  zone,  and 
these  vessels,  in  turn,  dilated  and  resembling  vari- 


cosities. "  The  ov^ergrowth  of  connective  tissue  in 
the  papillae  and  at  the  cortico-meduUary  junction 
interfered  with  the  venous  return,  thereby  pro- 
ducing varicosities  and  actual  haemorrhage  from 
the  papillae.  Braasch  reminds  us  that  clamping 
of  the  kidney  pedicle  at  operation  gives  the 
appearance  of  varicosity  and  therefore  the 
diagnosis  of  renal  varix  is  not  positive  without 
microscopic  confirmation. 

Quimby  (17)  examined  two  kidneys  which  had 
been  removed  because  of  persistent  haematuria. 
Macroscopically  both  organs  appeared  normal. 
Microscopic  examination  showed  the  parenchyma 
to  be  normal  but  revealed  haemorrhage  just 
beneath  the  epithelium  of  the  pelvis  and  to  a 
less  extent  in  the  substance  of  the  papilla  itself  in 
both.  In  one  there  was  no  evndence  of  inflamma- 
tion, but  vascular  distention,  rupture,  and  haemor- 
rhage were  found,  the  latter  due  to  mechanical 
rupture  or  injury  of  the  thin- walled  vessels  by 
some  injurious  circulating  agent.  In  the  other 
case  inflammatory^  changes  were  present  but  there 
were  no  evidences  of  bacteria  although  they 
might  have  been  present  within  the  lesions. 
Certainly  some  local  injurious  agent  was  present. 

Wulflf  (18)  in  one  instance  discovered  micro- 
scopically the  presence  of  red  blood  cells  between 
the  tuft  and  the  wall  in  the  glomerule  without 
evidences  of  nephritis,  and  Gunn  (19)  found 
severe  interstitial  changes  in  an  excised  kidney. 
Young  states  that  the  examination  of  three  ex- 
cised kidneys  showed  in  one  instance  angioma  of  a 
papilla,  in  another  merely  congestion,  and  in  the 
third  the  evidences  of  chronic  infectious  ne- 
phritis.   Young  observes  that  since  bleeding  re- 
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curred  twice  after  operation  in  the  third  case,  the 
condition  was  either  bilateral  or  was  not  the 
original  cause  of  the  haematuria. 

Kretschmer  (20),  in  reviewing  the  microscopic 
findings  in  eighty-seven  cases,  noted  the  fre- 
quent occurrence  of  nephritic  changes  and 
stated  that  obscure  haematuria  may  be  due  also  to 
infections  and  to  changes  in  the  blood  vessels  of 
the  pyramids,  arteriosclerotic  dilatation  of  small 
vessels,  or  jingioma  of  the  papillae. 

Although  the  microscopic  findings  in  these  ob- 
scure cases  are  varied  and  sometimes  negative, 
Newman  reminds  us  that  we  should  hesitate  to 
make  a  diagnosis  of  essential  haematuria  since 
careful  search  may  reveal  a  few  discrete  lesions 
of  a  glomerulo-nephritis.  And  SchuUer  (21) 
states  that  there  are  practically  always  either 
gross  or  microscopic  lesions  in  these  bleeding 
kidneys. 

Young  and  Walther  (22)  also  believe  that  idio- 
pathic haematuria  is  very  rare.  Morris  (23), 
however,  reported  three  instances  in  which,  after 
nephrectomy,  no  lesion  could  be  demonstrated. 
Kretschmer  reported  two  negative  microscopic 
findings  in  twenty-seven  cases,  and  MacGowan, 
Levy  (24),  and  Braasch  each  found  no  pathology 
in  one  instance.  Ross  (25)  also  observes  that 
sometimes  sections  do  not  show  the  cause  of  the 
bleeding. 

Rytina  enumerates  the  causes  to  which  obscure 
haematuria  has  been  attributed  as  follows:  (i) 
passive  congestion,  (2)  patchy  or  diffuse  fibrosis 
of  the  kidney,  (3)  chronic  papillitis,  (4)  varicose 
papillae,  (5)  nervous  vasomotor  reflexes  without 
anatomical  lesions,  (6)  glomerular  nephritis, 
(7)  bacillus  coli  communis  infection,  and  (8) 
localized  nephritis.  Braasch  concludes  that  the 
unexplained  haematurias  are  due  probably  to 
chronic  insidious  infections  confined  around  the 
papillae. 

The  frequency  of  nephritic  change  has  been 
noted  by  many  observers.  Kretschmer,  for  ex- 
ample, records  the  discovery  of  such  changes  in 
seventy-five  of  eighty-nine  microscopic  examina- 
tions. Bunts  observes  that  operation  revealed 
unsuspected  nephritis  in  eleven  cases,  and 
Squier  (26)  states  that  the  usual  findings  are 
those  of  a  glomerulo-nephritis  due  probably  to  a 
chronic  focal  infection  elsewhere  in  the  body. 
Rytina  believes  that  localized  nephritis  without 
the  usual  nephritis  signs  is  probably  the  most 
frequent  cause  of  obscure  haematuria. 

Ross  observes  that  microscopic  examination  of 
kidneys  removed  for  essential  haematuria  often 
reveals  evidences  of  interstitial  nephritis  although 
the  clinical  signs  and  symptoms  of  nephritis  are 


lacking.  Dowd  reported  a  case  of  painless  haema- 
turia of  five  years'  duration  in  which  no  abnor- 
mality was  found  when  the  pelvis  of  the  kidney 
was  opened.  The  bleeding  stopped.  Later  albu- 
min and  hyaline  casts  appeared  in  the  urine. 
Apparently  the  bleeding  had  been  due  to  a 
chronic  nephritis  which  had  not  been  manifest 
before. 

Walther  (27)  reported  an  instance  in  which, 
following  nephrectomy  to  save  life,  microscopic 
examination  revealed  infectious  nephritis.  Young 
believes  that  obscure  haematuria  usually  indicates 
a  prenephritic  renal  disturbance.  Most  observers 
agree  with  Randall  (28)  and  Spitzer  (29)  that 
chronic  passive  congestion  is  an  important  eti- 
ological factor  in  obscure  renal  haemorrhage. 

Renal  calculi,  tuberculosis,  and  tumors  must 
be  differentiated  from  the  so-called  essential 
haematuria  because,  according  to  Newman,  they 
may  be  painless  and,  as  Kretschmer  states,  they 
may  often  occasion  profuse  urinary  haemorrhage. 
Newman  observes  that  these  conditions  and 
unilateral  nephritis  also  are  demonstrable  by  our 
usual  diagnostic  aids,  the  X-ray,  bacteriologic 
and  microscopic  examinations  of  the  urine,  and 
cystoscopy. 

On  the  other  hand,  Ross  found  evidences  of 
interstitial  nephritis  on  microscopic  examination 
of  excised  bleeding  kidneys  although  the  clinical 
signs  and  symptoms  of  nephritis  had  been  lacking. 
Rytina  believes  that  localized  nephritis  without 
nephritic  signs  is  the  most  frequent  cause  of 
obscure  renal  haemorrhage,  and  Bunts  observes 
that  operation  revealed  nephritis  in  eleven  cases 
undiagnosed  before  operation. 

Regarding  the  differentiation  from  essential 
haemorrhage  Braasch  states  that  in  chronic 
nephritis  the  haematuria  is  scanty  and  other 
symptoms  of  nephritis  are  present.  Infectious 
nephritis  is  indicated  by  the  presence  in  the  urine 
of  pus  and  bacteria,  by  chills  and  fever,  and  fre- 
quently by  a  dull  pain  over  one  or  both  kidneys. 
Such  infections  are  usually  bilateral.  Pyelitis  is 
marked  by  dull  persistent  pain,  whereas  the  pain 
of  essential  haematuria  is  caused  only  by  a  blood 
clot.  The  pus  cells  in  pyelitis  are  few  and 
pyelography  shows  irregularity  of  the  renal  pelvis. 
In  renal  tuberculosis  haematuria  is  occasionally 
the  only  early  symptom.  Guinea-pig  inoculation 
may  clear  up  the  difficult  differentiation  from 
essential  haematuria.  Braasch  reminds  us  further 
that  small  stones  may  be  negative  to  the  X-ray 
and  that  the  diagnosis  of  renal  varix  may  depend 
upon  the  microscope. 

The  problem  of  differentiation  between  bleed- 
ing due  to  renal  neoplasm  and  haemorrhage  of  the 
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essential  type  demands  thoughtful  consideration. 
Essential  haematuria  is  rare  and  Squier  observes 
that  renal  tumors  also  are  unusual.  Both  may 
be  characterized  merely  by  bleeding. 

In  this  connection  Ross  states  that  haematuria 
is  the  primary  symptom  of  malignant  kidney 
neoplasms  in  36  per  cent  of  the  cases  and  the  only 
symptom  in  12  per  cent.  Barney  (30)  observed 
bleeding  as  the  first  symptom  in  eighteen  of 
seventy-four  cases,  and  W^illan  (31)  witnessed 
the  same  phenomenon  in  fourteen  of  fifty-two 
instances.  Israel  (32)  noted  haematuria  as  the 
initial  symptom  of  hypernephroma  in  70  per 
cent  of  sixty-six  cases,  and  Denaclara  (33)  states 
that  haematuria  is  very  often  an  early,  or  the 
only,  symptom  of  renal  neoplasm.  Hinman  (34), 
in  reviewing  the  statistics  of  eight  surgeons, 
discovered  that  haematuria  was  the  onset  symp- 
tom in  301  of  709  cases. 

The  insidious  onset  of  h)T>emephroma  is  illus- 
trated by  a  case  reported  by  Hinman  in  which 
death  occurred  seven  months  after  the  first  and 
only  attack  of  bleeding.  In  this  instance  a  pri- 
mary pyelogram  was  not  made  although  the  ure- 
ters were  catheterized.  After  one  experience  of 
instrumentation  the  patient  refused  further 
examination.  Hinman  states  that  deformity  of 
the  renal  pelvis  is  the  most  positive  urological 
e\ndence  of  timior  although  the  diagnosis  must 
rest,  of  course,  upon  a  correlation  of  the  clinical 
and  the  urological  findings.  Ross  observes  that  as 
a  rule  renal  timaor  occurs  in  persons  over  40  years 
of  age;  pain  is  slight,  but  haemorrhage  is  frequent 
and  severe.  Ordinarily  there  is  no  frequency  of 
urination  or  pyuria.  There  is  absence  of  fever 
and  sweat,  and  the  loss  of  weight  and  of  appetite 
progresses  slowly.  The  tumor  is  marked  and  can 
be  easily  outUned  by  the  X-ray.  The  finding  of 
fragments  of  tumor  and  atypical  cells  in  the 
urine  makes  the  diagnosis  of  renal  tumor  com- 
paratively positive. 

Braasch  (35)  informs  us  that  the  haematuria  of 
renal  neoplasm  usually  lasts  but  a  day  or  two 
and  occurs  at  short  and  irregular  intervals, 
whereas  bleeding  which  is  prolonged  over  several 
weeks  or  months  with  recurrences  at  long  inter- 
vals suggests  nephritic  or  essential  haematuria. 
Differentiation  is  difficult  if  the  tumor  cannot  be 
palpated.  Pyelography  reveals  deformity  in 
over  two-thirds  of  the  cases  coming  to  operation, 
but  early  tumor  may  not  show  pelvic  irregularity. 

A  tumor  advanced  enough  to  cause  haema- 
turia, however,  would  probably  show  deformity 
with  pyelography  but  considerable  variation  in 
the  pelvic  outUne  is  necessary  to  distinguish  the 
normal  from  the  abnormal.    Of  twenty-two  cases 


with  operation  in  which  pyelography  was  em- 
ployed recognizable  deformity  was  demonstrated 
in  seventeen.  Profuse  haematuria  is  a  grave 
symptom  and  should  be  considered  a  symptom 
of  malignancy  imtil  it  can  be  proved  otherwise. 
"Even  after  all  possible  clinical  evidence  has 
been  obtained,  the  question  will  often  be  raised 
whether  or  not  operation  is  indicated.  Tumor  of 
the  kidney  was  discovered  at  operation  in  two 
cases  in  which  the  clinical  evidence  rather  sug- 
gested essential  haematuria." 

In  this  connection  Braasch  cites  the  case  of  a 
man  aged  50  years  who  had  had  haematuria  for 
three  months  with  a  weight  loss  of  15  lb.  There 
was  neither  tumor  nor  pain.  Cystoscopy  dis- 
closed the  right  kidney  as  the  source  of  the  bleed- 
ing but  examination  was  otherwise  negative.  At 
operation  the  kidney  appeared  of  normal  size  and 
form  but  after  nephrectomy  microscopic  exam- 
ination revealed  hypernephroma.  Rytina  states 
that  a  beginning  neoplasm  may  cause  haematuria 
which  would  be  diagnosed  as  of  the  essential  type 
because  all  examinations  are  negative.  Braasch 
makes  the  important  observation  that  varicocele 
in  a  man  40  years  of  age  or  over  which  is  of  re- 
cent origin  and  associated  with  unexplained 
haematuria  is  very  suggestive  of  h\T>emephroma. 

The  differentiation  is  further  compUcated  by 
the  fact  that  essential  haematuria  sometimes 
induces  pain.  Bunts,  for  example,  observed  this 
phenomenon  in  thirty-six  of  seventy  cases. 
However,  as  it  is  due  to  the  passage  of  blood  dots 
through  the  ureter,  it  usually  simulates  renal 
colic  rather  than  the  pain  due  to  a  neoplasm. 

The  early  diagnosis  of  renal  ttunor  is  excepK 
tional  since  Hinman  found  that  although  haema- 
turia was  the  onset  symptom  in  47  per  cent  of 
709  cases,  only  6.6  per  cent  showed  haematuria 
without  pain  or  tumor  at  the  time  of  operation. 
Braasch,  in  reviewing  eighty-three  cases  of 
hypernephroma,  discovered  that  77  per  cent  of 
these  patients  had  observed  haematuria  for  more 
than  a  year  before  other  symptoms  necessitated 
treatment.  Of  these  eighty-three  cases  which 
came  to  operation  the  kidney  was  irremovable 
in  twenty-two.  Of  sixty-one  patients  in  this 
series  who  were  subjected  to  nephrectomy  seven 
died  in  the  hospital  and  twenty-seven  succumbed 
later.  One  case  in  five  is  clinically  considered 
inoperable. 

Young,  on  the  other  hand,  stresses  the  fact 
that  renal  tumors  can  usually  be  diagnosed 
before  operation  and  reminds  us  that  malignant 
disease  is  rarely  if  ever  discovered  by  exploration. 
Braasch  warns  us  that  operation  is  not  warranted 
by  only  one  or  two  attacks  of  haematuria. 
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Levy,  in  a  recent  paper,  voices  the  prevailing 
opinion  regarding  haematuria  in  his  statement 
that  the  term  indicates  merely  renal  bleeding  of 
unknown  etiology  and  that  such  a  diagnosis  is 
arrived  at  by  exclusion  after  a  most  thorough 
investigation. 

The  report  of  a  case  in  which  such  examination 
was  made,  although  merely  confirmatory,  seems 
amply  justified  since  the  condition  remains  a 
diagnostic  mystery: 

The  subject  of  this  report  was  a  man  aged  46  years, 
who  had  always  been  well  except  that  he  had  had  pneu- 
monia afx)ut  one  year  ago.  Two  months  ago  he  fell, 
striking  his  back  on  the  edge  of  a  box.  The  resultant  pain 
was  transient  and,  to  his  knowledge,  he  never  passed 
blood.  The  present  disturbance  began  early  in  the  morn- 
ing of  May  24,  1921.  The  patient  was  awakened  from  a 
sound  sleep  by  an  agonizing  pain  in  the  right  side  of  the  back. 

One  of  us  (Fowler)  saw  him  in  consultation  with  his 
family  physician.  Dr.  G.  C.  Whitney,  the  same  morning. 
Examination  revealed  a  large,  robust  man  evidently  suffer- 
ing intensely.  The  paroxysmal  pain  radiated  from  the 
back  to  the  groin.  Alorphia  afforded  only  partial  relief. 
He  voided  by  request  with  great  difficulty  about  4  oz.  of 
clear  urine.  The  pain  was  so  characteristic  in  spite  of  the 
apparent  absence  of  haematuria  that  the  diagnosis  of 
renal  colic  was  concurred  in. 

Subsequent  examination  at  the  Highland  Hospital  by 
one  of  us  (Waterman)  \-ieIded  the  following  data: 

Bladder  normal.  Left  ureteral  orifice  normal.  Catheter 
easily  passes  7  inches  from  meatus.  Right  ureteral  orifice 
of  true  "golf-hole  "  type.  Catheter  enters  for  H  inch  only. 
On  withdrawal,  ribbon-like  clots  were  expressed  and 
followed  by  a  gush  of  urine.  The  catheter  could  not  be 
passed  more  than  %  inch  beyond  the  meatus  even  after 
several  attempts.  Phenolsulphonephthalein  injected. 
Excretion  time  three  minutes  from  the  left  catheter,  four 
minutes  (transvesical)  from  right.  Six  per  cent  from  both 
sides  in  fifteen  minutes. 

The  radiographs  of  both  kidneys  and  ureters  revealed 
that  the  right  kidney  was  somewhat  larger  than  the  left. 
There  were  no  suspicious  shadows.    A  pyelogram  showed 


the  sodium  bromide  solution  filling  the  pelvis  of  the  left 
kidney  and  the  two  lower  calices. 

The  diagnoses  suggested  to  one  of  us  (Waterman)  were : 
(i)  h>'j)emephroma,  (2)  tuberculosis,  (3)  haematoma 
following  the  injury  of  the  previous  month,  and  (4)  stone. 
The  latter  was  not  shown  by  the  X-ray.  The  absence  of 
ulceration  and  other  bladder  disturbances  was  against 
tuberculosis.  The  diminished  excretion  of  phthalein  on 
both  sides  was  due  probably  to  the  inhibitory  influence  of 
the  renal  colic  of  the  prenous  day  and  the  pain  of  exam- 
ination, but  the  equality  of  excretion  and  excretion  time 
on  both  sides  was  rather  against  tumor,  although  in  hj-per- 
nephroma  the  excretion  may  not  be  affected.  Tumor  and 
haematoma  were  therefore  to  be  considered  the  most 
probable  causes.  An  exploratory  incision  was  recom- 
mended. The  possibility  of  essential  haematuria  was  also 
to  be  considered. 

The  blood  count  showed  12,400  leucocytes  and  72  per 
cent  txjlymorphonuclears.  The  blood  Wassermann  was 
negative. 

The  examination  of  a  single  specimen  of  clear  urine 
upon  admission  to  the  hospital  prior  to  the  urological 
investigation  revealed  merely  the  presence  of  a  few  pus 
and  blood  cells.  This  urine  represented  the  output  from 
the  left  kidney  only  as  the  right  ureter  was  still  completely 
plugged  with  blood  clots.  .\  twenty-four-hour  specimen, 
completed  two  days  later,  in  amount  32  oz.  and  with  a 
specific  graN-ity  of  i.oig,  showed  blood  -+--1-,  mucus  +-)-, 
albumin  -f-  -f- ,  and  a  few  pus  cells.  The  patient  complained 
of  colic  following  the  injection  into  the  left  kidney  pelvis. 
It  is  doubtful  if  he  would  have  consented  at  any  time  to 
further  instrumentation. 

Operation  was  done  May  27,  1921.  The  kidney,  when 
delivered  into  the  incision,  appeared  larger  than  normal 
and  was  encircled  at  its  midsection  by  an  irregular  purplish 
discoloration.  .After  some  hesitation  nephrectomy  was 
decided  upon  chiefly  because  of  uncertainty  regarding  the 
cause  of  the  haematuria.  Removal  was  diflicult  because  of 
inacces-sibility  of  the  pedicle.  A  silk  ligature  was  therefore 
applied. 

Convalescence  was  complicated  by  infection,  and  a  sinus 
persisted  for  several  weeks.  Even  after  apparently  com- 
plete healing,  pain  in  the  back  radiating  along  the  course 
of  the  ilio-hj-pogastric  ner\'e  occurred  frequently  without 
apparent  cause. 


Fig.  I.  Greatly  dilated  interlobar  vein.  In  an  adjoining 
field  there  is  much  blood  beneath  the  pelvic  mucosa. 
Cellular  infiltration,  which  is  marked  in  nearby  fields,  is 
only  scattering  here. 


Fig.  2.   Widely  dilated  venous  channel  at  cortico-medul- 
lary  junction. 


FOWLER  AND   WATERMAN:  ESSENTIAL   UNILATERAL   HEMATURIA       445 


Seven  months  after  nephrectomy,  intense  pain,  fever, 
and  bulging  about  the  incision  developed  simultaneously 
and  a  large  abscess  which  contained  the  silk  hgature  in  its 
depths  was  evacuated.  As  much  of  the  latter  was  removed 
as  practicable.  Although  the  original  cause  of  the  post- 
operative infection  is  problematical,  its  perpetuation  was 
due  probably  to  the  presence  of  the  non-absorbable 
material. 

The  pathologic  report  was  as  follows: 

"The  kidney  is  about  normal  in  size,  weighing  150  gm. 
No  abnormalities  of  form  or  color  are  noted.  The  capsule 
strips  easily,  leaving  a  smooth  surface.  The  corte.x  and 
pyramids  are  negative  on  the  cut  surface.  The  mucosa  of 
the  pelvis  is  thickened  and  yellowish,  and  in  places  has 
attached  to  its  surface  thin  layers  of  blood  which  cannot 
be  wiped  off  easily. 

Microscopic  sections  show  extensive  hasmorrhage  beneath 
the  pelvic  mucosa  and  into  the  areolar  tissue  nearby. 
Many  of  the  interlobar  veins  appear  dilated.  Much  of  the 
haemorrhage  lies  near  such  dilated  veins,  though  no  actual 
venous  rupture  is  found  in  the  sections.  At  the  level  of  the 
vascular  arcade  there  are  many  widely  dilated,  thin-walled 
veins,  amounting  nearly  to  blood  channels.  These  are  not 
extensive,  nor  are  all  the  veins  involved  in  this  way.  At 
this  level,  a  few  arteries  show  a  thickened  intima,  and 
some  are  completely  obUterated.  There  is  haemorrhage 
into  the  tissues  around  some  of  these  vessels.  No  abnormal 
fibrosis  is  observed.  The  capillaries  of  the  cortex  are  in 
many  cases  widely  dilated.  Along  the  cortico-meduUary 
junction  near  the  vessels  of  the  vascular  arcade  and  be- 
neath the  pelvic  mucosa  near  the  tips  of  the  papillae  there 
is  a  considerable  cellular  exudation  consisting  mainly  of 
polymorphonuclear  and  endothelial  cells.  In  the  former 
location  this  is  mostly  in  sharply  circumscribed  focal 
areas  two  or  three  times  the  diameter  of  a  tubule.  The 
tubules  and  glomeruli  are  negative  throughout. 

The  pathological  diagnosis  was  submucosal  haemorrhage 
in  pelvis;  varix  of  renal  venules;  focal  infective  nephritis; 
early  arteriosclerosis. 

Regarding  treatment  Levy  states  that  nephrec- 
tomy is  the  only  operation  ever  indicated,  and 
then  only  as  an  emergency  measure  to  save  life; 
that  non-operative  measures  such  as  the  intra- 
pelvic  injection  of  silver  nitrate  and  adrenalin, 
the  passage  of  a  ureteral  catheter,  the  oral  ad- 
ministration of  calcium  lactate,  and  the  sub- 
cutaneous or  intramuscular  injection  of  horse 
serum  have  proved  effectual,  although  it  is  unsafe 
to  predict  cures  as  recurrences  are  common, 
sometimes  developing  even  after  long  intervals 
(eighteen  recurrences  in  a  series  of  thirty  cases). 
Levy  states  further  that  the  bleeding  in  essential 
haematuria  often  ceases  spontaneously,  that  the 
general  health  is  usually  not  affected  by  the  loss 
of  blood,  that  none  of  the  carefully  observed 
thirty  cases  developed  subsequent  serious  kidney 
disease,  and  that  the  prognosis  is  favorable  in 
spite  of  the  recurrences  and  the  loss  of  blood. 

SUMMARY 

I.  Clinically,  the  so-called  essential  haematuria 
is  rare  and  microscopically  it  is  rarer  still  since 


only  occasionally  does  thorough  examination  of 
the  excised  kidney  prove  negative. 

2.  The  apparent  efficacy  of  various  measures, 
both  surgical  and  non-surgical,  in  the  treatment 
of  essential  haematuria  may  be  due  to  the  fact 
that  the  bleeding  often  ceases  spontaneously. 

3.  Between  the  cases  considered  idiopathic 
clinically  and  those  proved  idiopathic  by  the 
microscope  lies  a  group  including  varicosities  of 
the  papillae  and  early  hypernephromata. 

4.  In  view  of  the  difficulties  attendant  upon 
the  early  diagnosis  of  renal  malignancy,  unilateral 
haematuria  should  be  considered  of  malignant 
origin  until  proved  otherwise. 

5.  The  writers  suggest  the  term  "obscure  hae- 
maturia" in  preference  to  the  term  "essential 
haematuria. " 


The  writers  acknowledge  their  indebtedness  to  Dr.  R.  R. 
Mellon,  Director  of  Laboratories,  and  Dr.  W.  S.  Hast- 
ings, Tissue  Pathologist,  of  the  Highland  Hospital,  for 
their  co-operation  in  the  preparation  of  this  paper. 
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OPERATIVE  SURGERY  AND  TECHNIQUE 

Pickerill,  H.  P.,  and  White,  J.  R.:  The  Tube  Skin 
Flap  in  Plastic  Surgery.  Brit.  J.  Surg.,  1922,  xi, 
321. 

The  recent  war  led  to  many  changes  in  the  man- 
agement of  surgical  lesions,  especially  in  plastic 
surgery.  The  tube  skin  flap  was  first  used  exten- 
sively at  Queen's  Hospital,  Sidcup.  Pickerill,  who 
was  on  the  staff  of  Queen's  Hospital,  describes  and 
discusses  the  methods  employed.  The  purpose  of 
the  formation  of  a  tube  flap  in  plastic  facial  surgery 
is  to  convey  tissue  to  the  face  from  the  chest,  neck, 
scalp,  or  forehead  in  a  viable  state.  The  flap  is  al- 
most sure  to  retain  its  vitality  and  its  use  reduces 
scarring  of  the  face  to  the  minimum.  Such  flaps 
lend  themselves  to  what  Pickerill  terms  "caterpillar 
grafting"  which  is  of  particular  value  when  the 
tissue  must  be  obtained  from  areas  without  large 
blood  vessels. 

The  tube  graft  is  an  extension  of  the  idea  of  the 
tube  flap  and  is  applicable  especially  to  plastic  work 
on  the  lips  and  palatal  defects.  The  double  tube 
flap  lends  itseK  to  plastic  reconstruction  of  the  nose, 
chin,  and  cheek.  White  describes  his  methods  of 
applying  the  principles  learned  of  plastic  surgery  of 
the  face  to  plastic  work  in  general  surgery.  The 
failure  of  chronic  ulcers  to  heal  is  due  to  fibrosis  in 
the  deeper  layers.  White  describes  a  method  of 
dealing  with  such  cases  which  gives  very  satisfactory 
resxilts.  M.  R.  Flynn,  M.D. 

ANESTHESIA 

Groenberg,  J.:  Studies  of  Blood  Ferments  in  Men 
and  Animals  in  Narcosis  and  Certain  Poison- 
ings (Studien  ueber  die  Blutfermente  bei  Menschen 
und  Tieren  bei  Narkosen  und  einigen  Vergif tungen) . 
Finska  laek.-saellsk.  handl.,  1921,  Ixiii,  429. 

The  author  studied  the  effects  of  ether,  chloro- 
form, carboUc  acid,  lysol,  veronal,  morphine,  and 
lead  on  the  blood  ferments  by  Abderhalden's  dialy- 
sis. To  determine  the  effects  of  ether  and  chloro- 
form, the  serum  of  young  and  healthy  patients 
operated  on  for  surgical  lesions  acquired  in  the  war 
or  for  hernia,  and  the  serum  of  rabbits  and  dogs  was 
tested  during  and  after  the  narcosis  with  substrata 
of  various  organs.  In  acute  poisoning  the  test  was 
made  only  once,  but  in  chronic  poisonings  it  was 
tested  twice,  at  an  interval  of  two  to  four  weeks. 
At  the  same  time,  for  purposes  of  control,  parallel 
tests  were  made  with  the  same  substrata  with  sera 
from  normal  persons. 


The  tests  showed  that  almost  all  sera  of  men  and 
animals  subjected  to  the  effects  of  ether,  chloroform, 
carbolic  acid,  lysol,  veronal,  morphine,  or  material 
containing  lead  contain  Abderhalden's  prophylactic 
ferments  reacting  to  brain  and  nerve  substance. 
When  ether  was  used  the  reactions  of  serum  and 
lung  were  more  frequently  positive  than  when  chlo- 
roform was  employed.  In  acute  poisoning  with  car- 
boUc acid  or  lysol,  substrata  of  liver  and  kidney  in 
particular  were  attacked,  while  the  serum  of  patients 
poisoned  with  veronal  reacted  only  to  Uver.  In 
chronic  morphinism  and  lead  poisoning  the  result 
was  the  same,  the  sera  almost  constantly  attacking 
the  liver.  The  serum  of  morphine  addicts  appeared 
to  be  peculiar  in  that  it  had  a  positive  reaction  in 
respect  to  the  thyroid. 

Before  the  narcosis  from  ether  or  chloroform, 
the  sera  of  all  the  individuals  tested  showed  a 
negative  reaction  with  respect  to  all  the  substrata 
tried  out,  but  during  the  narcosis  the  reaction  was 
positive  with  regard  to  certain  substrata.  Further, 
sera  taken  from  cases  of  acute  or  chronic  poisoning 
showed  a  positive  Abderhalden  reaction  ^^-ith  regard 
to  certain  substrata,  while  the  sera  of  normal  individ- 
uals, tested  at  the  same  time,  showed  a  negative  re- 
action to  the  same  substrata. 

From  this  research  the  impression  is  gained  that 
substances  with  pronoimced  toxic  quahties,  besides 
causing  the  clinical  symptoms  which  can  be  demon- 
strated objectively  in  the  usual  examination  of  the 
patient,  affect  the  blood  in  such  a  manner  as  to 
cause  the  formation  of  ferments  which  are  not  pres- 
ent in  the  blood  of  normal  individuals.  If  all  the 
precautions  mentioned  by  Abderhalden  are  taken 
and  the  reactions  are  judged  with  great  care,  one 
comes  to  the  conclusion  that,  in  spite  of  its  defects 
in  the  present  stage  of  its  development,  dialysis 
gives  typical  results  which  speak  in  favor  of  the  cor- 
rectness of  Abderhalden's  ideas  regarding  prophy- 
lactic ferments. 

Details  of  the  tests  and  case  histories  are  given  in 
the  article.  Koritzinsky  (Z). 

Gwathmey,  J.  T.,  and  Greenough,  J.:  Experiences 
with  Synergistic  Anaesthesia.  Am.  J.  Surg., 
1922,  xxxvi,  Anaes.  Supp.,  22. 

Gwathmey  discusses  the  synergistic  action  of 
magnesium  sulphate  with  other  anaesthetics  and 
describes  in  detail  experiments  on  animals. 

Clinically  he  has  used  magnesium  sulphate  with 
morphine  and  chloretone  in  thirty-nine  cases;  these 
drugs  were  employed  with  nitrous  oxide-oxygen 
and  novocaine  .in  twenty-one  cases,  ether  in  one 
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case,  nitrous  oxide-oxygen  and  ether  in  eight  cases, 
nitrous  oxide-oxygen  and  novocaine  in  four  cases, 
and  novocaine  alone  in  five  cases.  The  technique 
employed  is  described.  The  authors'  conclusions 
are  as  follows: 

1.  Magnesium  sulphate  may  be  combined  with 
nitrous  oxide  or  ether  for  anaesthesia  to  the  advan- 
tage of  both. 

2.  The  synergistic  action  of  the  magnesium  sul- 
phate decreases  by  about  one-half  the  amount  of 
nitrous  oxide  or  ether  necessary  for  anaesthesia. 

3.  Morphine,  magnesium  sulphate,  and  nitrous 
oxide-oxygen  give  more  relaxation  than  morphine 
and  nitrous  oxide-oxygen,  and  frequently  as  much 
as  morphine,  nitrous-oxide  oxygen,  and  ether. 

4.  With  the  technique  described  a  very  satis- 
factory anaesthesia  may  be  induced  with  reduction 
or  elimination  of  postoperative  nausea,  vomiting, 
pain,  distention,  pneumonia,  and  shock. 

Isabella  C.  Herb,  M.D. 

McCurdy,  J.  R. :    Rebreathing  and  Etherization. 

Am.  J.  Surg.,  1922,  xxxvi,  Anaes.  Supp.,  2. 

McCurdy  discusses  particularly  the  advantages 
of  rebreathing  during  etherization.  He  is  of  the 
opinion  that  they  depend  upon  the  tension  or 
relative  volume  of  carbon  dioxide  in  the  blood  and 
tissues  during  anaesthesia.  Any  amount  of  re- 
breathing,  if  maintained  for  more  than  a  few  breaths, 
causes  a  relative  change  in  the  carbon  dioxide  ten- 
sion. The  ratio  of  this  change  varies  directly  with 
the  percentage  of  tidal  air  rebreathed.  There  occurs, 
therefore,  a  gradual  and  progressive  accumulation 
of  surplus  or  overload  of  carbon  dioxide  in  the  bloodi 
and  tissues  —  an  increased  carbon  dioxide  tension  — 
which  hypothetically  will  go  on  to  carbon  dioxide 
poisoning  or  asphyxia.  Practically,  this  is  regulated 
and  controlled  by  the  amount  of  oxygen  admitted, 
the  amount  of  exhalation  permitted  to  escape,  and 
the  amount  of  ether  vapor  added  to  the  inspired  air. 
Another  very  important  element  which  enters  into 
this  control  to  a  greater  or  lesser  extent  in  every 
closed  ether  apparatus  is  intrapulmonic  pressure  in 
excess  of  the  normal  which  is  created  either  nega- 
tively by  flexible  resistance  to  exhalation  or  posi- 
tively by  mechanical  force  added  to  inhalation. 
With  the  increased  carbon  dioxide  tension  there  is 
a  relative  diminution  in  the  oxygen  content  of  the 
blood.  Other  factors  to  be  considered  are  the  heat, 
moisture,  and  waste  products  of  metabolism  other 
than  carbon  dioxide  in  the  expired  air. 

For  the  past  seven  years  the  author  has  been 
using  a  mixture  of  10  per  cent  carbon  dioxide  and 
90  per  cent  oxygen  in  all  conditions  of  depressed 
respiration  and  circulation  during  ether  anaesthesia. 
This  causes  an  increased  respiratory  rate  and  vol- 
ume, a  stronger  pulse,  and  an  increase  in  the  blood 
pressure.  He  states  that  if  rebrfeathing  of  ether 
vapor  is  to  be  non-injurious,  beneficial,  and  scientific 
it  must  be  measurable  and  flexible  and  adjustable  as 
to  volume,  the  anaesthetist  must  be  able  to  regulate 
the  percentage  of  carbon  dioxide  and  the  oxygen 


pressure  at  will,  and  the  anaesthesia  must  be  suited 
to  the  varying  conditions  of  pathology,  metabolism, 
and  surgical  shock.  Is.\bella  C.  Herb,  M.D. 

Webster,  W.:  A  Consideration  of  Etliyl-Chloride 
Anaesthesia.  Am.  J.  Surg.,  1922,  xxxvi,  .\naes. 
Supp.,  10. 

Webster  discusses  the  chemistry  of  ethyl-chloride 
anaesthesia,  its  physiological  effects,  scope,  and 
utility,  the  methods  by  which  it  is  induced,  its 
after-effects,  and  its  mortality. 

In  regard  to  safety,  which  must  always  be  tlu 
chief  consideration  in  the  use  of  any  anassthetic,  lu 
states  that  nitrous  oxide  is  undoubtedly  better  than 
ethyl  chloride.  It  lacks  the  ix)rtability  of  ethyl 
chloride,  however,  and  unless  it  is  administered  with 
oxygen  continuously,  the  duration  of  the  anaesthesia 
is  not  so  great  as  when  ethyl  chloride  is  used. 

If  necessary,  the  dose  of  ethyl  chloride  may  br 
repKsated  several  times.  In  certain  dental  cases 
requiring  a  large  number  of  difficult  extractions  two 
and  even  three  capsules  may  be  used.  In  such  cases 
the  recovery  f>eriod  is  somewhat  more  prolonged 
and  the  tendency  to  nausea  is  increased,  but  not 
nearly  to  the  same  extent  as  when  chloroform  or 
ether  is  used  for  the  same  length  of  time. 

Isabella  C.  Herb,  M.D. 

Guedel,  A.  E. :  Ethyl-Chloride  General  .\nssthesia : 
A  Classification  of  Si(ins  of  Overdose  and  Its 
Action  on  the  Cardiovascular  System.    Am.  J . 

Surg.,  1922,  xxxvi,  .\na.>s.  Supp.,  14. 

Guedel's  report  is  based  upon  personal  observa- 
tions made  during  the  past  five  years  in  the  use  of 
ethyl  chloride  for  general  anaesthesia  in  about  2,000 
cases.  Most  of  the  operations  consumed  from  one 
to  five  minutes,  but  about  200.required  from  fifteen 
minutes  to  one  hour.  In  nineteen  cases  carcfull> 
studied  the  average  time  of  operation  was  fifty- 
three  minutes. 

Most  of  the  author's  observations  were  madt- 
upon  wounded  soldiers  in  good  physical  condition. 

Ethyl  chloride  in  overdose  produces  one  of  two 
types  of  symptoms,  the  spasm  type  and  the  respir- 
atory depression  tyf>e. 

Approximately  nine  out  of  ten  patients  overdosed 
with  ethyl  chloride  manifest  the  spasm  type  of 
symptoms. 

The  first  indication  of  approaching  spasm  is  a 
sardonic  grin  due  to  contraction  of  the  muscles 
about  the  mouth.  About  the  same  time  there  is 
beginning  contraction  of  the  masseter  muscles  and 
beginning  crowing  of,  inspiration.  This  crowing, 
which  is  due  to  partial  obstruction  of  inspiration,  is 
the  chief  warning  that  the  dose  must  be  reduced. 

If  the  overdose  of  the  drug  is  continued,  the  spasm 
progresses  rapidly  until,  in  about  one  or  one  and  a 
half  minutes,  it  completely  obstructs  respiration 
and  causes  peripheral  asphyxia. 

When  the  masseteric  spasm  is  well  developed,  it 
is  practically  impossible  to  pry  the  jaws  apart  sufll- 
ciently  to  insert  a  mouth  gag. 
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When  the  general  spasm  is  well  developed,  all  of 
the  muscles  of  the  body  are  somewhat  rigid  but 
chiefly  the  muscles  of  the  face,  mouth,  phaiy-nx,  and 
larynx.   The  respirator\'  eflFort  is  violent. 

Once  inaugurated,  the  spasm  develops  so  rapidly 
that  cyanosis  usually  does  not  appear  imtil  the 
obstruction  is  almost  total.  It  then  develops  very 
rapidly  and  in  about  half  a  minute  the  patient  is 
black. 

The  rapidity  of  progress  of  the  spasm  is  apparently 
in  proportion  to  the  vapor  tension  of  the  ethyl 
chloride. 

In  prolonged  ethyl-chloride  anaesthesia  the  spasm 
may  re-app>ear  as  often  as  the  patient  is  overdosed. 
In  many  cases  the  latitude  between  operative  anaes- 
thesia and  consciousness  is  so  narrow  and  the  stage 
of  overdose  so  close  to  the  operative  state  that  it  is 
difl5cult  to  maintain  anaesthesia  without  frequently 
causing  the  beginning  of  this  spasm. 

With  knowledge  of  this  action  there  is  ample 
warning  from  the  beginning  spasm  to  avoid  its  more 
serious  aspects  by  the  immediate  removal  of  the 
drug. 

The  beginner  in  the  use  of  ethyl  chloride  should 
always  insert  a  mouth  gag  before  starting  the 
anaesthesia. 

The  depression  tjpe  of  symptoms  of  overdosage 
of  ethyl  chloride  is  a  progressive  central  respiratory 
depression  and  occurs  in  approximately  one  of  ten 
cases  in  which  an  overdose  is  given.  From  the  onset, 
the  respiratory  effort  grows  less,  both  in  volume  and 
in  rate.  The  depression  in  volume  is  greater  than 
that  of  the  rate.  With  the  continuance  of  the  drug 
in  overdose,  this  depression  progresses  to  a  complete 
respiratory  paralysis  in  from  one-half  to  two  min- 
utes, depending  upon  the  patient's  resistance  and 
the  vapor  tension  of  the  drug.  The  patient  is  entirely 
relaxed. 

The  picture  dining  the  deeper  degrees  of  de- 
pression is  one  of  collapse.  The  color  is  ashen,  the 
pupUs  are  widely  dilated,  and  the  respiratory  effort, 
if  there  is  any  at  aU,  is  feeble.  The  picture  resembles 
that  of  cardiac  syncope,  but  the  pulse,  although 
slowed,  is  of  good  quality  and  regxilar.  In  fact,  it 
seems  to  be  affected  in  rate  only,  and  in  cases  of 
light  depression  is  not  affected  at  all.  Clinically,  in 
many  cases  of  this  depression  the  author  has  not 
foimd  any  change  in  the  pulse  other  than  a  moderate 
slowing.  The  greatest  fall  in  pulse  rate  observed  by 
him  was  from  loo  to  50  in  a  period  of  five  minutes, 
diuing  one  minute  of  which  there  was  no  respiratory 
effort  whatever. 

The  slowing  pulse  rate  begins  with  the  slowing  of 
the  respiration  and  progresses  with  the  respiratory 
depression. 

Like  the  spasm,  this  respiratory  depression  may  be 
repeated  during  the  same  anaesthesia  as  often  as 
the  patient  is  overdosed.  Following  recovery,  the 
anaesthesia  may  be  continued  as  usual. 

During  the  depression  there  is  a  progressive 
secondary  dilatation  of  the  pupils.  This  does  not 
occur  in  spasm. 


To  the  observant  anaesthetist  there  is  ample 
warning  of  the  approach  of  the  depression.  There- 
fore total  paralysis  of  the  center  can  be  avoided. 
If  it  occurs,  however,  resuscitation  is  simple.  As 
there  is  no  respiratory  obstruction,  two  or  three 
forceful  manual  compressions  of  the  thorax  serve 
to  eliminate  the  excess  of  the  drug  from  the  respira- 
tory center  and  automatic  respiration  is  re-estab- 
lished to  carry  itself  to  the  anaesthetic  normal  in 
from  one  to  foiu:  minutes. 

The  first  stage  of  dilatation  of  the  pupUs  is  more 
marked  than  that  caused  by  any  other  anaesthetic. 
Early  dilatation  is  of  no  importance.  Dilatation  of 
the  pupil  after  anaesthesia  is  well  begun  occurs  only 
in  cases  of  overdose  causing  respiratory  depression. 

It  is  impossible  to  pre-determine  the  type  of 
symptoms  that  wiU  be  produced  by  overdosage  in  a 
given  case,  but  when  a  typ)e  is  once  manifested,  it 
remains  constant  throughout  the  anaesthesia.  The 
author  has  seen  only  one  case  which  manifested 
both  the  spasm  and  the  depression  t>T)es  dining  the 
same  anaesthesia,  and  in  this  instance  neither  of  the 
syndromes  was  typical.       Isabella  C.  Herb,  M  J). 

Boyle,  H.  E. :  Gas-Oxygen-Ethanesal-Chlorofonn 
Combined  Anaesthesia  for  Nose  and  Throat 
and  Abdominal  Surgery.  Am.  J.Surg.,  1922, 
xxxvi,  Anass.  Supp.,  17. 

Boyle  discusses  ethanesal,  a  new  anaesthetic  agent 
which  has  been  prepared  recently  by  WaUis  and 
Hewer,  WaUis  has  found  that  an  absolutely  pure 
ether  will  not  produce  anaesthesia;  that  it  is  merely 
a  vehicle  to  convey  the  true  complex  anaesthetic. 
Ethanesal  is  a  compound  of  ketone  in  which  carbon 
dioxide  and  other  gases  are  united.  This  ketone 
complex  is  dissolved  in  pure  ether  to  the  extent  of 
from  2  to  5  per  cent. 

The  purification  of  the  ether,  a  necessary  prelim- 
inary, is  carried  out  in  two  stages:  (i)  the  oxida- 
tion of  aldehydes  and  mercaptans  by  finely  diAdded 
permanganate,  and  (2)  the  removal  of  acids,  per- 
oxides, and  water  by  means  of  anhydrous  copper 
sulphate.  By  distillation  in  a  special  condenser  a 
pure  ether  with  a  constant  boiling  point  and  remark- 
able properties  is  obtained.  The  author  summa- 
rizes its  properties  as  follows: 

1.  It  is  anaesthetic  only  in  very  large  quantities. 

2.  It  is  a  cerebral  excitant.  When  the  ketone  is 
added  to  this  pure  ether  its  properties  change  at 
once. 

3.  It  is  a  safe  and  reliable  anaesthetic. 

4.  Its  action  on  the  circulatory  system  lies  be- 
tween that  of  chloroform  and  that  of  ether. 

5.  It  causes  none  of  the  irritating  effects  usually 
produced  by  ordinary  anaesthetic  ethers. 

6.  By  means  of  it  analgesia  can  be  maintained  for 
a  prolonged  period. 

7.  It  is  practically  non-toxic.  Large  doses  given 
to  animals  do  not  kill  them. 

8.  It  does  not  produce  either  glycosuria  or  ketosis 
and  does  not  aggravate  these  conditions  when  they 
are  present. 
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9.  In  animals  it  is  without  eflfect  on  the  blood 
pressure  or  respiration. 

The  agent  responsible  for  the  anaesthetic  action 
is  the  ketone  complex.  This  is  non-toxic  in  the 
amount  given  in  the  anaesthetic  ethanesal. 

Many  hypnotics  and  analgesics  owe  their  specific 
action  to  the  ketones  they  contain. 

As  ketones  are  not  easily  oxidized,  they  are 
present  even  in  the  very  poor  samples  of  ordinary 
ether.  On  the  other  hand,  some  of  the  higher 
grades  of  anaesthetic  ether  have  very  little  anaes- 
thetic action  because  of  a  deficiency  in  their  ketone 
complex.     '  Isabella  C.  Herb,  M.D. 

Farr,  R.  E. :  Infiltration  and  Infiltration  Block  vs. 
Regional  Ansesthesia  in  Abdominal  Work.  N. 

York  Stale  J.  M.,  1922,  xxii,  49. 

Simplicity,  speed,  accuracy,  and  minimal  dis- 
turbance of  the  patient  are  the  important  elements 
in  the  induction  of  local  anaesthesia  in  abdominal 
surgery.  Direct  infiltration  and  infiltration-block 
possess  these  attributes  to  a  much  higher  degree 
than  regional  anaesthesia.  The  principal  advantage 
of  regional  anaesthesia  is  that  it  requires  the  use  of  a 
smaller  amount  of  the  anaesthetic.  That  this  is  an 
advantage  cannot  be  gainsaid  but  the  simple 
infiltration  of  the  abdominal  wall  for  the  induction 
of  anaesthesia  is  without  danger.  So  far  as  the 
author  knows,  there  have  been  no  accidents  due  to 
this  procedure.  Provided  the  usual  infiltration  or  a 
circumferential  block  is  used,  the  dose  differs  but 
slightly  from  that  necessary  for  regional  blocking. 

As  the  result  of  increased  experience  operations 
which  were  formerly  thought  to  be  difficult  or 
impossible  are  now  performed  routinely  imder  local 
anaesthesia.  In  other  words,  we  have  learned  that 
many  of  our  failures  were  due  to  inability  to  use 
the  method  properly. 

Direct  infiltration  with  the  pneumatic  injector 
makes  it  possible  to  establish  anaesthesia  with  the 
minimum  of  discomfort  to  the  patient.  By  this 
method  the  solution  may  be  disseminated  through- 
out the  area  of  the  incision  in  less  than  three 
minutes  in  any  case  and  immediate  and  complete 
anaesthesia  obtained  in  nearly  every  instance. 

In  the  pelvis  the  more  simple  work  is  preceded 
by  a  blocking  of  the  round  ligaments  and  ovarian 
pedicles.  More  extensive  operations,  such  as  uncom- 
plicated hysterectomies,  may  be  performed  under 
an  infiltration  across  the  round  ligament  and  about 
the  uterine  cervix.  Complete  pelvic  anaesthesia 
may  be  obtained'by  blocking  the  sacral  nerves  from 
in  front  or  by  means  of  caudal  anaesthesia.  If  there 
is  to  be  operative  traction  on  the  mesentery,  opera- 
tion must  be  preceded  by  a  mesenteric  block.  In 
the  upper  abdomen  splanchnic  anaesthesia  is  in- 
duced, the  anaesthetic  being  injected  by  the 
anterior  method,  a  modification  of  that  proposed  by 
Kappis.  Cholecystectomies,  choledochotomies,  and 
the  most  extensive  stomach  resections  may  be  done 
quite  painlessly  by  this  method. 

Isabella  C.  Herb,  M.D. 


Bulson  A.  E.,  Jr.:  Butyn,  a  New  Synthetic  Local 
Anaesthetic:  Report  Concerning  Its  Clinical 
Use — Special  Report  of  the  Committee  on 
Local  Anaesthesia  of  the  Section  on  Ophthal- 
mology of  the  American  Medical  Association. 
/.  Am.  M.  Ass.,  1922,  Ixxviii,  343. 

Repeated  trials  with  butyn  as  an  anaesthetic  indi- 
cate a  striking  rapidity  of  action  as  demonstrated 
by  the  fact  that  one  minute  after  one  instillation  of 
a  2  per  cent  solution  into  the  eye  the  surface  anaes- 
thesia is  sufficient  to  permit  touching  of  the  cornea 
without  discomfort.  In  the  average  case  this  surface 
anaesthesia  lasts  from  fifteen  to  twenty  minutes,  but 
occasionally  it  has  persisted  for  from  twenty-five 
to  thirty  minutes.  The  depth  of  anaesthesia  pro- 
duced by  one  instillation  is  not  sufficient  for  opera- 
tions or  the  removal  of  deeply  embedded  foreign 
bodies  in  the  cornea  but  allows  the  painless  extrac- 
tion of  superficial  foreign  bodies,  the  application  of 
irritating  astringents,  and  the  determination  of 
intra-ocular  pressure  with  the  tonometer.  When  the 
number  of  instillations  is  increased,  the  depth, 
degree,  and  duration  of  the  anaesthesia  are  decidedly 
increased. 

For  operative  work  the  committee  has  followed 
the  plan  generally  used  when  cocaine  is  the  anaes- 
thetic employed;  four  instillations  are  given  three 
minutes  apart  and  the  operative  work  is  begun  from 
five  to  ten  minutes  after  the  last  instillation.  This 
method  produces  an  anaesthesia  deep  and  complete 
enough  for  all  of  the  more  common  major  operations 
on  the  eye,  with  the  exception  of  enucleation  which 
up  to  the  present  time  has  not  been  jierformed  under 
butyn  anaesthesia  by  any  member  of  the  committee. 
The  anaesthesia  appnears  to  reach  its  maximum  at 
about  five  to  eight  minutes  after  the  fourth  instilla- 
tion of  the  anaesthetic.  Its  duration  is  from  twenty 
to  thirty  minutes  in  the  average  case,  although 
frequently  it  lasts  much  longer,  in  a  few  instances 
for  nearly  an  hour. 

One  instillation  of  a  2  per  cent  solution  of  butyn 
almost  invariably  produces  a  mild  hyperaemia  of  the 
conjunctiva.  This  is  not  noticeably  increased  by 
subsequent  instillations  of  the  anaesthetic.  It  is 
controlled  readily  by  epincphrin  solution  or  may 
be  averted  by  combining  epinephrin  with  the  butyn. 
When  epinephrin  is  not  employed,  the  hypcraemia 
gradually  disappears  in  from  thirty  to  sixty  minutes. 
It  seems  to  be  more  marked  and  of  longer  duration 
in  diseased  eyes,  even  though  the  active  stage  of  the 
disease  has  passed. 

The  committee  is  unanimous  in  the  opinion  that 
for  purely  surface  anaesthesia  for  minor  oj)erations 
butyn  is  superior  to  cocaine  as  it  acts  more  quickly, 
it  gives  the  desired  effect  after  fewer  applications, 
it  does  not  cause  objectionable  side  actions,  such  as 
dilatation  of  the  pupil  and  desiccation  of  the  cornea, 
and  it  produces  a  more  profoimd  anaesthesia. 

For  major  operations,  particularly  those  requiring 
opening  of  the  eyeball,  such  as  iridectomy  and 
cataract  extraction,  the  technique  employed  to 
obtain    butyn    anaesthesia   is    the    same    as    that 
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usually  employed  to  induce  cocaine  anaesthesia. 
The  use  of  a  2  per  cent  solution  of  butyn  results  in  a 
more  profound  anaesthesia  than  that  obtained  with 
a  4  per  cent  solution  of  cocaine,  and  has  no  objec- 
tionable effects.  For  operations  on  the  extrinsic 
muscles  of  the  eyeball  the  results  are  equal  to  those 
obtained  with  cocaine,  but  the  committee  believes 
that  a  solution  stronger  than  a  2  per  cent  solution 
-may  be  preferable. 

As  but\Ti  produces  no  ischaemic  effects,  there  is 
no  shrinking  of  tissues  following  its  use;  hence  the 
condition  of  the  intranasal-  tissues  remains  approxi- 
mately imchanged.  This  is  of  importance  when  a 
portion  or  all  of  a  turbinate  is  to  be  removed.  When 
combined  with  epinephrin,  butyn  in  5  per  cent 
solution  produces  an  anaesthesia  sufficient  for  all  of 
the  major  intranasal  operations,  including  sub- 
mucous resection  of  the  septum,  turbinotomy,  and 
intranasal  operations  on  the  accessor)'  sinuses.  Not 
only  is  the  anaesthesia  ver\'  satisfactor>',  but  up  to 
the  present  time  not  the  slightest  toxic  effects  have 
been  noted  in  the  himdreds  of  operative  cases  in 
which  the  anaesthetic  has  been  used. 

The  committee  now  has  a  detailed  record  of 
clinical  experiences  with  butyn  in  several  himdred 
major  operations  on  the  eye,  the  nose,  and  the 
throat.  These  include  cataract  extraction,  iridec- 
tomy (including  that  done  for  the  relief  of  glau- 
coma), trephine  operations,  magnet  extraction  of 
foreign  bodies,  tenotomy  and  advancement  of  the 
ocular  muscles,  pterygium  operations,  the  removal 
of  cN'stsand  other  tumors  from  the  eyeball  or  lids, 
grattage,  and  a  few  cases  of  plastic  surgery  of  the 


lids,  including  the  correction  of  entropion  and 
ectropion. 

Local  anaesthesia  is  tested  best  when  used  for 
operations  which  involve  cutting  of  the  iris  or 
intrinsic  muscles  of  the  eyeball.  December  i,  the 
committee  had  a  record  of  thirty-nine  cataract 
extractions  combined  with  iridectomy,  twenty-three 
iridectomies  performed  for  glaucoma  or  as  opera- 
tions preliminary  to  cataract  extraction,  twenty-one 
capjsulotomies  and  iridectomies,  and  eight  muscle 
advancements,  all  done  satisfactorily  imder  butyn 
anaesthesia. 

ButjTi  anaesthesia  has  been  used  in  practically  all 
of  the  major  intranasal  operations,  including 
submucous  resection  of  the  septum,  turbinotomies, 
opening  of  the  accessory  sinuses  (including  exentera- 
tion of  the  ethmoid  ceUs),  tonsillectomy,  and 
adenoidectomy,  numbering  in  aU  nearly  200  cases. 

The  results  of  the  clinical  and  experimental  use 
of  but>Ti  seem  to  justify  the  following  conclusions: 

1.  Butyn  is  more  powerful  than  cocaine  and 
therefore  a  smaller  quantity  is  required. 

2.  It  acts  more  rapidly  than  cocaine. 

3.  Its  action  is  more  prolonged  than  that  of 
cocaine. 

4.  According  to  experience  to  date,  butyn  in  the 
quantity  required  is  less  toxic  than  cocaine. 

5.  It  produces  no  drying  effect  on  the  tissues. 

6.  It  produces  no  change  in  the  size  of  the  pupil. 

7.  It  has  no  ischaemic  effect  and  therefore  does 
not  cause  shrinking  of  the  tissues. 

8.  It  can  be  boiled  without  impairing  its  anaes- 
thetic efficiency.  Isabella  C.  Herb,  M.D. 
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Cutler,  E.  G. :  The  Relation  of  the  Hypophysis  to 
Antibody  Production.   J.  Exper.  M.,  1922.  xxxv, 

243- 

The  important  i>art  that  many  of  the  endocrine 
organs  play  in  development  and  function  suggests 
the  possibility  that  they  may  enter  also  into  the 
mechanism  of  resistance  to  infection.  Up  to  the 
present  time  there  is  little  positive  evidence  that 
such  is  the  case.  It  was  felt,  however,  that  a  study 
of  the  more  inaccessible  glands  of  internal  secretion 
whose  function  in  relation  to  immunity  had  not  been 
investigated  might  yield  valuable  information. 
Hence  a  study  of  the  pituitary  gland  was  made  as 
part  of  a  general  investigation  into  this  field. 

The  guinea  pig  was  selected  as  the  experimental 
animal  because  its  reactions  had  already  been  stand- 
ardized in  immunological  studies.  An  operative 
technique  was  elaborated  for  partial  h\TX)physec- 
tomy.  The  serum  reactions  of  typhoid  agglutination, 
haemagglutination,  and  haemolysis  were  studied. 
These  studies  were  run  in  the  following  series: 
Series  i,  the  production  of  antibodies  after  hypo- 
physectomy;  Series  2,  the  effect  of  hypophysectomy 


on  antibody  production;  and  Series  3,  the  effect  of 
feeding  and  injecting  pituitary  extract  on  the  pro- 
duction of  antibodies.  A  detailed  description  of  the 
operative  technique  and  the  serum  reactions  is 
given,  and  the  exp>erimental  findings  are  recorded. 
The  residts  of  the  study  are  summarized  as  follows: 

Guinea  pigs  immunized  to  bacilliis  tv'phosus  pro- 
duced specific  agglutinins  in  the  same  quantity  and 
at  the  same  rate  as  guinea  pigs  not  operated  upon 
and  as  operative  controls  immunized  at  the  same 
time  and  by  the  same  method. 

In  guinea  pigs  previously  immunized  to  bacillus 
typhosus  and  red  blood  corpuscles  of  the  hen, 
partial  hypophysectomy  had  no  effect  on  the  con- 
tinued production  and  persistence  of  typhoid 
agglutinins,  haemagglutinins,  and  haemolysiiis. 

In  guinea  pigs  immunized  to  bacillus  t>'phosus, 
both  the  continued  ingestion  and  the  intraperitoneaJ 
injection  of  the  whole  pituitar>'  gland  extract  had  no 
effect  on  the  subsequent  agglutinin  titers  as  com- 
pared with  those  of  normal  animals. 

The  experiments  appear  to  show  either  that  the 
hyjwphysis  does  not  play  an  important  direct  or 
indirect  p>art  in  the  production  of  and  persistence 
in  the  blood  of  typhoid  agglutinins,  haemagglutinins. 
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and  haemolysins,  or  that  the  amount  of  hypophysis 
left  behind  in  the  operation  to  maintain  life  is 
adequate  also  to  exercise  the  degree  of  functional 
influence  on  these  processes  which  the  entire  hypo- 
physis conceivably  exercises. 

Adolph  Hartung,  M.D. 

Precechtel,  A.:    Subcranial  and  Cervical  Abscesses 
Following  Suppurative  Processes  of  the  Middle 

Ear  (Subkranielle  und   Halsabscesse  nach   eitrigen 
Mittelohrprozessen) .    Shorn,  lek.,  1921,  xxii,  119. 

This  is  a  comprehensive  work  in  the  form  of  a 
monographs  The  mode  of  infection,  general  dis- 
eases (tuberculosis,  diabetes,  etc.),  fractures  of  the 
base  of  the  skull  associated  with  otitis  media,  and 
traumatic  haematomata  of  the  base  of  the  skull  play 
an  important  role  in  the  extension  of  otogenous 
abscesses  toward  the  base  of  the  skull  and  the  neck 
as  far  as  the  mediastinum. 

The  inflammation  may  penetrate  the  bone  by  the 
lymph  passages,  along  the  blood  vessels  (the  jugular 
vein,  the  mastoid  and  condyloid  emissary  veins)  or 
directly  by  destruction  of  the  bone  and  the  forma- 
tion of  fistula.  Further  progress  into  the  soft  parts 
at  the  base  of  the  skull  and  the  neck  usually  occurs — 
except  in  very  severe  infections — along  definite 
anatomical  routes,  the  spaces  formed  by  muscles 
and  aponeuroses.  These  are:  (i)  the  suboccipital 
space,  between  the  four  layers  of  muscles  of  the  nap)e 
of  the  neck;  (2)  the  retrostyloid  space  below  the 
prevertebral  fascia  or  its  lateral  process,  between  the 
sternocleidomastoid  muscle  and  the  bundle  of  large 
vessels  and  nerves;  (3)  the  retropharyngeal  space 
at  the  anterior  wall  of  the  vertebral  column,  which 
continues  into  the  posterior  mediastinum;  (4)  the 
prestyloid  space,  between  the  wall  of  the  pharynx, 
the  descending  ramus  of  the  lower  jaw,  and  the 
pterygoid  muscles;  and  (5)  the  previsceral  space, 
between  the  trachea  and  the  muscles  of  the  hyoid 
bone,  which  is  continuous  below  with  the  anterior 
mediastinum. 

The  subcranial  abscesses  originating  in  the  ear  are 
of  the  following  topographical  and  anatomical  types: 

1 .  Subcutaneous  abscesses. 

2.  Abscesses  of  the  sternocleidomastoid  muscle 
and  its  sheath  following  perforation  of  the  tip  of  the 
mastoid  process. 

3.  Bezold's  abscesses,  deep  abscesses  of  the  ster- 
nocleidomastoid region  which  not  infrequently  are 
associated  with  other  abscesses  or  involve  other 
spaces.  They  advance  toward  the  trapezius  or  the 
deep  musculature  of  the  nape  of  the  neck,  along  the 
occipital  artery  or  medially  along  the  digastric  mus- 
cle to  the  large  vessels.  In  rare  instances  they  enter 
the  retropharyngeal  or  retrovisceral  spaces. 

4.  Abscesses  between  the  posterior  belly  of  the 
digastric  muscle  and  the  large  vessels  (Alouret's 
type),  medial  to  Bezold  s  abscesses.  These  arise 
principally  from  an  inferior  or  posterior  mastoiditis. 

5.  Abscesses  in  the  tissue  clefts  of  the  large  vessels, 
which  descend  along  the  jugular  vein  or  through  the 
jugular  foramen  or  the  occipitomastoid  suture.  They 


may  arise  also  indirectly  from  thrombosis  of  the 
lateral  sinus. 

6.  Suboccipital  abscesses  or  abscesses  of  the  mus- 
culature of  the  nape  of  the  neck,  which  may  form 
in  various  ways,  but  develop  usually  following  a 
phlebitis  or  periphlebitis  along  the  condyloid  or 
mastoid  emissaries.  In  rare  cases  these  abscesses 
may  perforate  through  the  occipital  bone  into  the 
cranial  cavity. 

7 .  Retropharyngeal  and  parapharyngeal  abscesses, 
the  former  in  the  retropharyngeal  space,  the  latter  * 
in  the  prestyloid  space  in  front  of  the  cervicofacial 
diaphragm. 

8.  Anterior  and  posterior  mediastinitis,  which 
arises  by  continuity  from  the  abscesses  already  men- 
tioned. 

The  prognosis  depends  on  the  type  of  infection. 
In  the  author's  cases  the  mortality  was  6.2  p>er  cent. 
Treatment  aims  especially  at  preventing  the  com- 
plications so  far  as  possible  by  rational  treatment  of 
the  otitis  media.  The  abscesses  should  be  opened 
early,  each  according  to  its  situation.  In  medias- 
tinitis an  anterior  or  posterior  mediastinotomy  is 
indicated.  Kutol  (Z). 

Eagleton,  W.  P.:    The  Operative  Treatment  of 
Suppurative  Meningitis  with  Especial   Refer- 
ence to  Irrigation  of  the  Cranial  and  Spinal 
Subarachnoid  Spaces;  and  the  Importance  of 
Protective  Meningitis  from  a  Prognostic  and 
Therapeutic  .Standpoint,  with  an  .\nalysis  of 
the  Cases  of  Recovery -Exclusive  of  Menin- 
gococcic -Reported  in  the  Literature.  Laryngo- 
scope, 1932,  xxxii,  I. 
The   number  of  cures   of   general   suppurative 
meningitis,  either  of  local  or  blood-stream  origin,  is 
even  smaller  than  generally  is  supposed.    General 
suppurative  meningitis  with  micro-organisms  free 
in  the  cerebrospinal  fluid  system  is  almost  always 
fatal. 

The  fundamental  facts  that  suppurative  meningi- 
tis is  primarily  a  disease  of  the  cerebrospinal  fluid 
system — a  circulatory  system  which,  while  in- 
timately associated  with  the  cerebral  tissue  and  the 
blood  circulatory  system,  is  distinct  from  them — 
and  that  the  cerebral  tissue  is  involved  only  sec- 
ondarily, are  of  prime  importance  in  approaching 
the  subject  from  the  surgical  standpoint. 

The  misconception  that  a  fair  proportion  of  re- 
coveries from  general  suppurative  meningitis  of 
local  origin  have  followed  operation  had  its  origin 
in  the  failure  to  appreciate  the  diagnostic  and 
pathologic  distinction  between  a  lumbar  puncture 
which  reveals  a  cloudy  fluid  filled  with  leucocytes 
but  without  bacteria,  indicating  a  protective 
and  reparative  process,  and  the  puncture  which 
yields  a  turbid  or  a  clear  fluid  containing  micro- 
organisms and  indicating  a  general  suppurative 
meningitis. 

Consequently  a  considerable  number  of  the  cases 
of  suppurative  meningitis  reported  cured  were  in 
reality  cases  of  protective  meningitis,  and  while 
chnically  they  presented  severe  meningeal  symp- 
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toms,  the  general  cerebrospinal  fluid  system  was  not 
invaded  by  bacteria. 

In  a  review  of  the  literature  the  author  collected 
thirt}'-one  reports  of  cured  cases.  In  the  reported 
cases  of  ciure  from  meningitis  of  blood-stream 
origin — five  cases  of  pneumococcus  meningitis — the 
successful  treatment  undoubtedly  was  the  intra- 
spinous  injection  of  a  seriun  which  controlled  the 
bacterial  invasion  of  the  meninges  and  probably 
stimulated  the  protective  meningeal  mechanism. 
The  elimination  of  the  blood-stream  infection  by 
the  action  of  the  blood  alone  or  with  the  assist- 
ance of  a  serum  or  vaccine  acting  upon  the  circulat- 
ing blood  plays  but  a  secondary  part.  Proving  this 
is  the  immense  number  of  spontaneous  cures  of 
pneumococcus  blood-stream  infection  as  compared 
with  the  almost  constantly  fatal  resvdt  when  the 
meninges  become  involved  by  the  bacteria.  Micro- 
scopic evidence  warrants  the  belief  that  25  per  cent 
of  aU  general  pneumococcic  invasions  are  associated 
with  a  protective  meningeal  reaction. 

Of  the  twenty-one  cases  of  general  suppiu"ative 
meningitis  of  local  origin  which  were  reported  cured, 
over  two-thirds,  or  from  fifteen  to  seventeen  cases, 
had  had,  prior  to  the  general  meningeal  infection,  a 
meningeal  protective  reaction  which  was  in  effect 
at  the  time  of  the  general  meningeal  invasion.  The 
invasion  of  the  cerebrospinal  drculatorj'-  system 
was  possibly  a  temporary  breaking  loose  of  micro- 
organisms through  the  Umiting  process. 

On  accoimt  of  the  relatively  large  proportion  of 
cures  in  all  the  cases  of  local  origin  it  is  reasonable 
to  assimie  that  recover^'  was  due  largely  to  the 
presence  and  immediate  action  of  this  protective 
process  assisted  by  the  evacuation  of  the  causative 
localized  intra-dural  suppuration  (i.e.,  brain  abscess, 
intra-piarachnoid  abscess,  or  suppurative  laby- 
rinthitis), and  in  rare  cases  possibly  by  the  elimina- 
tion of  a  causative  extra-diural  suppurative  focus 
which  might  have  been  associated  with  a  pachy- 
meningitis interna  such  as  extra -diural  abscess,  sinus 
thrombosis,  or  adjacent  caries  of  the  bone. 

If  this  deduction  is  correct,  it  is  of  prime  impor- 
tance in  the  treatment  of  general  suppurative 
meningitis  for  the  surgeon  to  direct  his  efforts  to 
stimulating  and  assisting  the  protective  meningeal 
mechanism.  In  the  absence  of  a  specific  serum  such 
as  is  now  available  for  meningococcus  meningitis 
this  can  be  accomphshed  best  by  keeping  the 
cerebrospinal  pathwav^s  open  by  subarachnoid 
irrigations.    The  technique  is  described  in  detail. 

In  the  small  number  of  recovered  cases  of  local 
origin  in  which  apparentiy  there  was  no  protective 
process  in  operation — five  in  all — the  curative 
agents  were  so  diversified  that  they  may  be  regarded 
as  more  or  less  accidental. 

Lumbar  puncture  alone  is  imdoubtedly  of 
therapeutic  value.  Probably  because  it  is  the  means 
of  removing  some  of  the  infected  fluid,  and  possibly 
by  keeping  open  the  cerebrospinal  pathways  it 
temporarily  reUeves  the  cerebral  compression  which 
favors  intra-cerebral  and  meningeal  suppuration. 


The  nimiber  of  cases  in  which  a  cure  has  been 
effected  by  the  intrathecal  injection  of  serimi  either 
alone  or  in  conjimction  with  other  measures  is  too 
large  to  be  ignored.  It  suggests  that  the  intra- 
spinous,  intra-ventricular,  or  cerebrc^subarachnoid 
injection  of  a  senim,  even  if  it  possesses  no  specific 
action  on  the  particular  type  of  infecting  organism, 
imdoubtedly  has  a  therapeutic  value,  probably  be- 
cause it  stimulates  a  protective  meningeal  reaction 
to  the  foreign  protein. 

As  a  result  of  his  analysis  the  author  concludes 
that,  if  bacteria  are  free  in  the  cerebrospinal  fluid 
circulatory  s>'stem  in  the  presence  of  a  localized 
focus  of  suppuration  within  or  involving  the  dura, 
drainage  of  the  intra-dural  focus  of  infection  with 
lumbar  puncture  offers  a  sUght  chance  of  recover\-. 
In  the  absence  of  such  an  intra-dural  suppuration, 
stimulation  by  a  senun  injected  into  the  spinal  or 
cerebral  spaces  of  the  cerebrospinal  system  offers  a 
slight  prospect  of  recovery.  Logically,  however, 
subarachnoid  lavage  holds  out  in  all  cases  a  prospect 
not  offered  by  any  other  theraf)eutic  measure  as  it 
alone  keeps  the  cerebrospinal  sj^tem  of  pathways 
open.  C.  CoRBiN  Yancey,  M.D. 

Meyer,  A.  W. :  A  Method  to  Discover  Brain  Tu- 
mors at  Trephination  by  Measuring  the  Elec- 
trical Resistance  (Methode  zum  .\uffinden  von 
Hirntumoren  bei  der  Trepanation  durch  elek- 
trische  Widerstandsmessimg).  Zeniralbl.  f.  Chir., 
1921,  xlviii,  1824. 

The  localization  of  tumors  of  the  brain  has  here- 
tofore presented  considerable  difficulty.  Puncture, 
palpation,  percussion  of  the  skull,  etc.,  the  means 
used  up  to  the  present  time,  have  often  given  im- 
satisfactory  results.  On  the  assumption  that  the 
brain  mass,  because  it  is  more  fatty,  would  have  a 
greater  electrical  resistance  than  a  brain  tumor, 
blood,  or  fluid,  Meyer  examined  its  electrical  con- 
ductivity in  cadavers  and  animals.  The  expected 
differences  were  found  and  were  in  fact  so  great  that 
timior  resistance  could  be  confused  at  most  only 
with  blood  resistance.  Since  this  is  of  no  practical 
importance — one  would  not  be  apt  to  make  the 
mistake  of  inserting  both  electrodes  into  one  brain 
sinus — the  measurement  of  the  electrical  conduct- 
ivity will  give  valuable  aid  in  the  localization  of 
brain  tumors. 

A  fine,  aseptic  bipolar  electrode  is  inserted  into 
the  brain  in  various  directions.  The  method  was 
foimd  to  be  of  practical  value  in  the  first  case  in 
which  it  was  used.  Wrzde  (Z). 

Hult^n,  O. :  The  Development  of  the  Falx  Cerebri 
and  the  Tentorium  Cerebelli,  Considered  in 
Consequence    of    a    Case    of    Malformation 

(Ueber  die  Entwicklung  der  Fabc  cerebri  und  des 
Tentorium  cerebelli  im  Anschluss  an  elnen  Fall 
von  MissbilduQg  derselben).  Upsala  Laekaref. 
Foerh.,  1921,  xxvi,  18. 

The  falx  and  tentorium  are  developed  by  plastic 
modeling  of  the  connective  tissue  during  the  growth 
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of  the  brain.  Because  of  the  arrangement  and 
branching  of  the  vessels  (the  two  anterior  cerebral 
arteries  between  the  cerebral  vesicles  and  the 
posterior  cerebral  and  superior  cerebellar  arteries 
between  the  cerebrum  and  cerebellum),  this  con- 
nective tissue  is  divided  into  a  non-vascular  middle 
zone  and  two  vascular  lateral  zones.  The  middle 
layer  attains  in  its  further  course  a  functional  con- 
nection with  the  skull,  while  the  vascular  lateral 
layers  attain,  by  the  ramifications  of  their  vessels 
into  the  brain  mass,  an  intimate  correlation  with 
the  brain.  The  pulsations  of  the  brain  finally  cause 
a  splitting  of  the  three  layers.  The  cleft  then  be- 
comes the  subdural  space,  the  non- vascular  middle 
layer  becomes  the  falx  or  tentorium,  and  the  vas- 
cular lateral  layers  become  the  soft  cerebral  mem- 
branes. 

The  structures  of  falx  and  tentorium  are  dis- 
tinctly suited  to  their  function  of  reinforcing  the 
skull;  the  tentorium  has  an  upf>er  fibrous  layer 
with  a  frontal  direction  which  opfKjses  forces  tend- 
ing to  enlarge  the  frontal  diameter  of  the  skull,  while 
below  are  strong  bundles  of  fibers  extending  from 
the  posterior  clinoid  process  to  the  internal  occipital 
protuberance  which  oppose  widening  of  the  skull 
in  its  sagittal  diameter. 

Following  this  account  of  the  development  of  the 
falx  and  tentorium,  Hulten  describes  a  case  of 
defect  of  the  falx  and  malformation  of  the  tentorium 
in  a  70-year-old  woman.  This  condition  he  attrib- 
utes to  a  primary  vascular  anomaly  in  the  region  of 
the  anterior  cerebral  artery.  Wrede  (Z). 

Hesser,  C,  and  Troell,  A.:  The  Problem  of  Cere- 
bellar Localization  (Zur  Diskussion  ueber  das 
cerebellareLokalisationsproblem).  Upsala  Laekaref. 
Foerh.,  1921,  xxvi,  20. 

Chiefly  through  the  work  of  Bolk,  the  Luciani 
doctrine  of  the  functional  homogeneity  of  the 
cerebellum  has  been  replaced  by  the  view  that 
the  cortex  of  the  cerebellum  shows  a  functional 
localization.  It  is  believed  by  many  that  the  cor- 
tex contains  a  large  number  of  well-demarcated 
interdependent  centers.  The  view  is  held  also  that 
each  set  of  muscles  working  together  and  grouped 
according  to  direction  of  movement  has  its  limited 
and  separate  area  of  projection  on  the  cortical 
surface. 

On  the  basis  of  their  own  animal  experiments,  the 
authors  have  come  to  the  conclusion  that  muscle 
groups  which  carry  out  a  definite  movement  to- 
gether are  represented  by  an  interaction  of  cells  or 
cell  groups  distributed  over  regions  of  the  cerebellar 
cortex  of  greater  or  less  size,  but  are  not  confined  to 
these  alone,  being  mingled  with  the  cell  groups 
of  other  synergistic  muscles.  Each  cell  unit  is  to  be 
regarded  as  a  functional  unit  or  center.  These  cell 
unions  are  not  ranged  side  by  side  in  the  cerebellar 
cortex  like  the  squares  of  a  chess  board,  but  are 
between  and  above  one  another.  Thus  the  centers 
do  not  have  a  gross  topography  such  as  is  generally 
understood  by  the  term  "localization." 


In  discussing  the  problems  of  localization  in  the 
cerebellum  one  must  not  forget  that  it  is  by  no 
means  certain  that  the  cerebellar  cortical  substance 
is  a  motor  sphere,  such,  for  instance,  as  the  central 
region  of  the  cerebrum.  The  cerebellum  is  an  organ 
that  works  by  reflexes,  the  motor  impulses  of  which 
are  called  forth  by  perceptions  from  without  carried 
directly  to  the  cortex  along  the  afferent  paths  of 
conduction.  Theoretically,  therefore,  the  cerebellar 
cortex  may  be  considered  a  sensory  (receptive) 
nerve  substance.  The  findings  of  research  on  the 
anatomy  of  the  fibers  of  the  cerebellum  agree  very 
well  with  this  theory. 

Regarding  the  general  function  of  the  cerebellar 
cortex  the  authors  point  out  that,  in  their  animal 
experiments,  severe,  complicated  cerebellar  dis- 
turbances were  to  be  ascribed  less  to  an  injury  of 
the  gray  cortical  substance  alone  than  to  a  simul- 
taneous injury  of  the  paths  of  association  below 
the  cortex.  Wrede  (Z). 

Horsley,  J.  S, :  The  Surgical  Treatment  of  Extensive 
Basal-Cell  Carcinoma.  J.  Am.  M.  Ass.,  1922 
Ixxviii,  413. 

Cancers  of  the  skin  are  of  the  basal-cell  and  the 
spinous-cell  types.  The  basal-cell  cancer  is  usually 
less  malignant  than  the  spinous-cell  cancer.  It  does 
not  metastasize,  but  extendi  by  th?  continuity  or 
contiguity  of  tissue.  Even  though  it  may  occupy 
the  same  region  on  the  face  as  the  spinous-cell  can- 
cer and  has  access  to  the  same  lymphatics,  its  cells  do 
not  find  favorable  soil,  and  perish.  On  the  basis  of 
malignancy  the  >pinous-cell  cancer  has  several  sub- 
types. The  type  in  which  the  "pearh"  predominate 
is  the  least  malignant,  while  the  types  containing  no 
"  I)earls  "  are  rarely  cured,  even  by  the  most  thorough 
resection. 

It  is  apparently  useless  to  treat  basal-cell  cancer 
with  the  knife  as  the  resistance  of  the  neighboring 
tissue  is  lowered  and  the  cancer  cells  are  trans- 
planted into  the  new  raw  surface.  To  prevent  trans- 
plantation the  surface  of  the  cancer  must  be  de- 
stroyed and  sealed  by  cauterization.  The  excision 
must  be  done  as  far  as  possible  by  means  of  the 
actual  cautery  and  the  raw  i-urface  covered  with 
tissue  from  a  distance  which  still  retains  its  normal 
resistance  to  the  cancer  cells. 

The  following  cases  are  reported: 

Case  i  .  The  patient  was  a  man  4Q  years  of  age 
who  had  had  a  small  ulcer  on  the  left  side  of  the 
upper  lip  for  two  years.  At  operation  under  ether 
the  pharynx  was  packed  wi  h  gauze  and  the  anaes- 
thesia continued  by  means  of  a  tube  introduced 
into  the  upper  part  o  the  trachea.  The  cancer, 
which  extended  over  most  of  the  nose  and  the  upper 
alveolar  process,  was  cauterized  with  the  Percy 
cautery,  the  mass  of  tissue  was  excised  down  to  the 
bone  by  means  of  a  sharp  electric  cautery,  and  the 
bone  was  removed.  A  skin  flap  was  then  outlined 
on  the  left  side  of  the  face  with  its  base  near  the 
lower  jaw  and  its  body  over  the  left  pectoral  region. 
The  pedicle  of  the  flap  wa^  dissected  up  and  its 
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edges  were  brought  together  with  a  continuous  su- 
ture of  catgut  according  to  fhe  method  of  Gillies. 
Afte  some  minor  plastic  work  complete  healing 
occurred  and  there  has  been  no  recurrence  after  a 
period  of  eighteen  months. 

Case  2.  The  patient  was  a  woman  55  years  old 
who  for  many  years  had  had  a  lesion  involving  the 
right  cheek,  the  right  upper  lip,  and  the  nose.  At 
operation  the  trachea  was  opened  and  the  anaesthe- 
sia continued  through  a  tracheal  tube.  The  cancer- 
ous area  was  thoroughly  cooked  with  the  Percy 
cautery  and  removed  with  a  sharp  electric  cautery. 
One  skin  flap  was  outlined  on  the  forehead  and 
another  from  below  and  then  sutured  in  place,  as  in 
Case  I.  A  minor  recurrence  beneath  the  right  eyelid 
and  another  at  the  stump  of  the  alveolar  process 
have  been  cauterized.  The  patient  is  still  under 
observation.  Both  recurrences  developed  where  the 
transplanted  flap  had  not  grown. 

The  author  draws  the  conclusion  that  it  is  impor- 
tant to  apply  the  raw  surface  of  a  pedunculated  flap 
from  a  distance  as  soon  as  possible  to  the  raw  siu^ace 
from  which  the  cancer  has  been  excised. 

William  J.  Pickett,  M.D. 

NECK 

Pemberton,  J.  deJ.:The  Surgical  Treatment  of 
Toxic  Goiters.  Boston  M.  cs"  S.  J.,  1922,  clxxxxi, 
244. 

The  term  "toxic  goiter"  includes  exophthalmic 
goiter  and  hyperfunctioning  adenomatous  goiter. 
The  statistics  on  exophthalmic  goiter  quoted  in  this 
article  are  based  on  1,224  operations  performed  on 
677  patients.  The  statistics  on  hyperfimctioning 
adenomatous  goiter  are  based  on  281  operations  on 
281  patients. 

Exophthalmic  goiter  occurs  in  two  forms,  the 
remittent  and  the  chronic.  In  the  greater  number 
of  cases  surgery  is  now  the  treatment  of  choice.  The 
high  operative  risk,  however,  clearly  contra-indicates 
operation  in  three  phases  of  the  disease:  during  an 
impending  crisis  (evidenced  by  a  steady  rise  in  the 
basal  metabolic  rate  and  loss  of  weight),  during  a 
crisis,  and  immediately  after  a  crisis. 

Surgically,  cases  of  exophthalmic  goiter  are  of 
three  typ>es:  (i)  those  in  which  a  primary  thyroid- 
ectomy can  be  p)erformed  with  reasonable  safety, 
(2)  those  in  which  the  advisability  of  thyroidectomy 
is  doubtful,  and  (3)  those  in  which  indications  for 
extended  observation  or  preliminary  measures  are 
clearly  defined. 

It  is  important  to  increase  the  fluid  intake  to  aid 
elimination  and  supply  the  high^  calorie  require- 
ments. In  cases  of  exophthalmic  goiter  local  anaes- 
thesia alone  or  combined  with  the  minimum  general 
anaesthesia  that  will  satisfy  the  patient  (gas  oxygen 
or  ether)  is  safest.  After  the  ligation  of  both  superior 
thyroid  vessels  and  a  period  of  rest  (three  nionths), 
remarkable  improvement  is  usually  noted. 

With  regard  to  thyroidectomy,  the  patient's  age  is 
the  most  important  factor  determining  the  amount 


of  gland  to  be  saved;  the  largest  amount  is  preserved 
in  yoimg  persons. 

Recurrences  and  a  lack  of  the  improvement  nor- 
mal to  the  majority  of  patients  are  due  to  one  of 
four  factors:  (i)  too  early  resumption  of  muscular 
exertion  (overwork)  and  mental  stress,  (2)  infection 
(recurrent),  (3)  failure  to  remove  a  sufficient  amoimt 
of  thyroid  gland,  or  (4)  irreparable  visceral  changes. 

The  s\Tidrome  due  to  an  adenomatous  goiter 
causing  hyperf  unction  may  resemble  that  of  cardio- 
vascular disease  or  that  of  true  exophthalmic  goiter. 
In  aU  of  these  cases,  however,  the  pre-operative 
medical  measures  and  the  strict  operative  proce- 
dures outlined  for  patients  with  exophthalmic  goiter 
are  of  equal  importance. 

The  thirty-five  deaths  (1.78  per  cent)  were  due 
to:  (i)  accidental  causes,  (2)  intense  hyperth>T:oid- 
ism,  or  (3)  moderate  hyp)erth\'roidism  plus  pulmo- 
nary complications  due  to  the  patient's  lowered 
resistance  incident  to  the  long-continued  progress  of 
the  disease  or  some  intercvu-rent  cause  such  as 
haemorrhage  or  infection.     Morris  H.  Kahn,  M.D. 

Crile,  G.  W.,  and  Lower,  W.  E.:  The  Technique  of 
Operations  on  the  Thyroid  Gland.  Surg., 
Gynec.  cs'Obst.,  1922,  xxxiv,  258. 

The  authors  describe  the  surgical  technique 
evolved  by  them  as  the  result  of  their  experience  in 
3,512  operations  on  the  thynroid  gland. 

LIG.\TIOXS 

Ligations  are  done  under  local  anaesthesia  and 
analgesia  without  moving  the  patient  from  bed. 
The  superior  thyroid  arter>'  is  the  artery  of  choice. 
The  slun,  subcutaneous  tissues,  muscles,  etc.  artf 
flooded  with  1:200  novocaine  solution.  The  skin  is 
divided  parallel  to  the  folds  of  the  neck,  the  muscle 
fibers  are  separated  with  a  narrow-blade  haemostatic 
forceps,  and  the  upper  pole  of  the  gland  is  exposed. 
The  artery  is  then  picked  up  and  Ugated  with  silk. 
A  second  silk  ligature  is  passed  around  most  of  the 
superior  pole  of  the  gland.  This  tissue  and  the  sub- 
cutaneous margins  are  flooded  with  a  i  :6oo  quinine- 
urea  hydrochloride  solution.  The  skin  is  closed 
with  skin  clips  which  are  removed  on  the  third  day. 

TYPICAL  RESECTION  OF  THE  THYROID  GLAND 

The  patient  is  placed  in  an  inclined  position,  feet 
downward,  with  the  base  of  the  neck  elevated  by  a 
small  pillow  so  as  to  elevate  the  chin.  After  infil- 
tration of  the  skin  and  subcutaneous  tissues  with 
1 :2oo  novocaine  solution  the  incision  is  made  parallel 
to  the  natural  folds  at  the  juncture  of  the  middle  and 
lower  thirds  of  the  neck.  In  cases  of  small  goiters, 
the  preglandular  muscles  are  divided  vertically  and 
held  apart  by  retractors,  but  in  cases  of  medium- 
sized  or  large  goiters  they  are  divided  transversely 
between  special  muscle  clamps  after  the  areas  to  be 
grasped  and  divided  have  been  infiltrated  with 
novocaine. 

The  capsule  and  the  entire  portion  of  gland  to  be 
removed  are  then  infiltrated  with  1:200  novocaine 
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solution,  care  being  taken  not  to  infiltrate  the  recur- 
rent nerves.  The  superior  thyroid  arteries  are 
ligated  with  silk  and  the  gland  is  resected,  a  margin 
of  thyroid  tissue  being  left  along  each  lateral  border 
from  the  upper  to  the  lower  margin.  Before  division, 
the  tissue  is  grasped  with  Halsted  forceps.  After- 
ward the  forceps  are  tied  off  with  catgut  on  a  needle. 
The  division  of  tissue  is  done  with  a  sharp  knife  on 
a  clean  field,  and  contact  with  the  trachea  or  larynx 
is  avoided.  All  vessels  held  by  forceps  are  tied  and 
a  warm,  moist  gauze  sponge  is  laid  on  the  field. 

After  a  thorough  inspection  of  the  field  for  bleed- 
ing, the  head  is  raised  and  the  preglandular  muscles 


are  united  with  a  buttonhole  stitch  of  catgut.  The 
vertical  incision  in  the  muscles  is  closed  by  suture, 
a  small  drain  is  inserted,  and  the  skin  is  closed  with 
clips.    The  drain  is  removed  in  twenty-four  hours. 

The  procedure  may  be  stopped  at  any  point  if  the 
patient's  condition  indicates  such  interruption,  in 
which  case  the  wound  is  dressed  with  flavine  or  ster- 
ile gauze  and  the  completion  of  the  operation  is 
delayed  until  a  more  opportune  time. 

In  the  authors'  last  1,783  thyroidectomies,  includ- 
ing 1,022  for  exophthalmic  goiter,  the  mortality 
was  1.4  per  cent,  and  in  their  last  783  ligations,  it 
was  0.16  per  cent.  .\lbert  \V.  Holm.\n,  M.D. 
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CHEST  WALL  AND  BREAST 
Lukowsky,  A.:    Diffuse  Fibromatosis  of  the  Mam- 
mary Gland  and  Its  Transition  to  Carcinoma 

(Uebcr  die  diffuse  Fibromatose  der  Mamma  und 
ihren  Uebergang  in  Carcinom).  Deutsche  Zlschr.  f. 
Chir.,  1921,  clxvii,  81. 

There  is  as  yet  no  unanimity  of  opinion  regarding 
the  nature  of  diffuse  fibromatosis.  Some  authors 
consider  it  a  tumor,  others  regard  it  as  the  product 
of  chronic  inflammation,  while  still  others  take  a 
middle  ground.  , 

Lukowsky  first  reviews  the  literature  and  then 
describes  the  structure  of  the  tissue  in  twelve  cases 
he  examined.  He  gives  the  most  important  clinical 
data  in  the  majority  of  these  cases  and  then  discusses 
the  differential  diagnosis  between  cancer  and  atyp- 
ical epithelial  growths.  He  states  that  as  long  as  the 
cells  lie  in  normal  organic  association  it  cannot  be 
told  with  certainty  whether  they  are  malignant  or 
not.  Glandular  proliferation  of  unusual  activity 
and  an  irregular  arrangement  of  the  gland  ducts 
may  strengthen  the  suspicion  of  carcinoma,  but  do 
not  indicate  it  definitely.  The  only  certain  criterion 
of  cancer  is  a  destructive  growth,  and  as  long  as  this 
cannot  be  demonstrated  a  decision  as  to  whether 
carcirtoma  is  present  or  not  is  impossible. 

Diffuse  fibromatosis  is  neither  a  true  tumor  nor 
an  inflammation;  it  is  to  be  regarded  as  a  chronic 
condition  of  irritation  associated  with  active  growth 
of  connective  tissue,  retrogressive  processes,  and 
epithelial  proliferation.  The  terms  "cystadenoma 
mammae"  and  "chronic  cystic  mastitis"  are  unsat- 
isfactory; "diffuse  fibromatosis  of  the  mammary 
gland"  is  histologically  correct.  The  particular 
characteristics  of  the  case  can  be  brought  out  by  the 
addition  of  such  a  phrase  as  "with  cyst  formation," 
"with  fibro-adenoma  formation,"  "with  atypical 
epithelial  proUferation,"  etc. 

Every  breast  with  diffuse  fibromatosis  should 
awaken  the  suspicion  of  cancer.  Small  foci  of  begin- 
ning carcinoma  may  be  overlooked  at  the  histologic 
examination.  The  fact  that  tissue  excised  for  exam- 
ination shows  no  signs  of  malignant  epithelial 
growth  is  no  security  against  the  possibility  that  a 
cancer  nodule  may  be  found  after  the  lapse  of  time. 


because  at  the  time  of  the  excision  for  examination 
a  small  focus  of  carcinoma  may  have  remained  in 
the  parts  left  behind.  The  specter  of  approaching 
carcinoma  always  threatens.  Hence  it  is  important 
for  the  surgeon  to  amputate  the  breast  when  a 
diagnosis  of  chronic  cystic  mastitis  has  been  made. 

COLLEY  (Z). 

TRACHEA  AND  LUNGS 

Weiss,  E.,  and  Krusen,  F.  H.:  A  Foreign  Body  in 
the  Lung  for  Thirty-five  Years  Complicated 
by  Abscess  and  Tumor  Formation.  J .  Am.  M. 
Ass.,  1922,  Ixxviii,  506. 

This  very  interesting  case  was  that  of  a  woman 
37  years  old  who,  when  13  months  of  age,  had 
a  violent  attack  of  choking  and  coughing  due 
apparently  to  the  inhalation  of  a  foreign  body. 
Subsequently  she  was  troubled  continuously  with 
cough  and  expectoration.  At  the  age  of  7  years  a 
thoracotomy  was  performed  but  was  unsuccessful. 
Except  for  the  chest  condition  she  was  healthy. 
She  had  had  six  children.  Four  months  before  her 
death  she  was  operated  upon  for  some  abdominal 
condition.  After  the  operation  the  cough  became 
more  severe  and  she  began  to  exf>ectorate  bloody 
sputum.  She  then  was  confined  to  her  bed  and 
suffered  with  severe  pain  in  the  right  lower  chest. 

At  the  time  she  was  seen  by  the  authors  she  was 
emaciated,  sallow,  and  slightly  dyspnoeic.  Flat- 
ness at  the  right  base  and  extreme  tenderness  of  the 
skin  were  present. 

Roentgen-ray  examination  revealed  a  round  mass 
in  the  lower  right  chest  and  the  presence  of  a  foreign 
body  resembling  a  scarf  pin.  The  haemoglobin  was 
slightly  diminished  and  there  was  a  moderate  leuco- 
cytosis. 

Bronchoscopy  evacuated  foul  pus  but  the  foreign 
body  was  not  found.  Four  days  later  death  occurred 
from  pulmonary  haemorrhage. 

At  autopsy,  the  right  lung  was  found  densely 
adherent  at  the  base,  and  when  it  was  separated 
dense  rhasses  of  yellowish -white  tissue  resembhng 
new-growth  were  found.  The  lower  lobe  was  in- 
volved by  a  large  multilocular  abscess.  In  the  center 
of  the  abscess  the  head  of  a  scarf  pin  was  found. 


GENERAL  SURGERY— SURGERY  OF  THE  CHEST 


457 


Sections  showed  chronic  inflammatory  tissue  and 
a  tumor  process.  The  tumor  had  the  appearance  of 
squamous-ceU  carcinoma  which  probably  arose  from 
bronchial  mucosa  or  alveolar  epithelium. 

RoscoE  C.  Webb,  M.D. 

Keman,  J.  D.,  Jr. :  Report  of  an  Upholsterer's  Tack 
in  the  Right  Main  Bronchus  for  Seven  Years: 
Removal  by  Peroral  Bronchoscopy:  Drainage 
of  Lung  Abscess:  Recovery.  Laryngoscope,  1^22, 
xxxii,  102. 

Keman  reports  the  case  of  a  girl,  aged  21  years, 
who  had  suffered  from  an  obscure  pulmonary  condi- 
tion for  seven  years. 

When  first  seen  by  the  author  she  complained 
of  haemoptysis  which  had  begun  eighteen  months 
previously.  For  seven  years  previously  she  had  had 
frequent  attacks  of  fever,  night  sweats,  sharp  pain 
in  the  right  axilla,  and  a  hacking  cough. 

On  physical  examination  the  right  lung  showed 
slightly  diminished  expansion  and  a  triangular  area 
at  the  right  base  behind,  where  diminished  voice 
and  breath  soimds  and  fremitus  were  noted.  Rales 
were  present  over  the  right  lung  and  there  was  a 
slight  leucocytosis.  Careful  study  of  the  X-ray 
revealed  a  shadow  suggesting  a  tack  at  the  base  of 
the  right  lung. 

Under  morphine  and  cocaine  anaesthesia  a 
bronchoscope  was  passed.  The  right  bronchus  was 
found  to  be  closed  by  granulation  tissue  at  about  the 
origin  of  the  first  dorsal  branch.  This  was  pushed 
aside  with  forceps  and  a  small  bronchoscope  passed 
into  an  abscess  cavity.  The  tack  was  found  and 
removed  and  the  cavity  cleaned.  The  symptoms 
cleared  up  rapidly. 

The  author  calls  attention  to  the  importance  of 
directly  questioning  all  patients  with  obscure  pul- 
monary conditions  regarding  the  aspiration  of  a 
foreign  body.  Roscoe  C.  Webb,  M.D. 

Haynes,  G.  S.,  and  Gaskell,  J.  F.:  A  Case  of  Pri- 
mary Carcinoma  of  the  Lung.  Brit.  M.  J.,  1922, 
i,  222. 

Primary  carcinoma  of  the  lung  is  rare.  Hamman 
states  that  this  condition  was  found  in  only  2  per 
cent  of  46,169  atuopsies,  and  according  to  Ewing 
only  I  per  cent  of  primary  cancers  occur  in  the  lung. 

Primary  growths  may  be  classified  in  three  groups 
according  to  their  origin:  (i)  those  arising  from  the 
bronchial  epithelium;  (2)  those  arising  from  the 
bronchial  mucous  glands;  and  (3)  those  arising  from 
the  lung  substance.  Clinically,  carcinoma  of  the 
lung  presents  itself  as  a  chronic  inflammatory  dis- 
ease of  the  lungs,  a  chronic  pleurisy  with  effusion, 
or  a  local  patch  of  permanent  consolidation.  The 
usual  diagnosis  is  pulmonary  tuberculosis,  fibroid 
phthisis,  or  unresolved  pneumonia. 

The  following  case  is  reported: 

A  polisher,  27  years  of  age,  was  admitted  to  the 
hospital  in  December,  complaining  that  for  the  last 
three  weeks  he  had  been  troubled  with  dyspnoea, 
cough,  and  haemoptysis.     When  examined  he  was 


found  to  be  poorly  nourished  and  slightly  dys- 
pnoeic  but  not  cyanosed.  The  physical  signs  were 
those  of  pleurisy  with  slight  effusion  and  patchy 
consolidation  of  the  lower  lobe  of  the  right  lung. 
The  condition  was  thought  to  be  tuberculosis.  Dur- 
ing the  first  fortnight  in  the  hospital  there  was  some 
loss  of  weight,  a  daily  evening  rise  of  temperature  to 
just  under  100  degrees  F.,  and  an  increasing  pulse 
rate.  The  patient  was  kept  in  the  open  air  and 
at  the  end  of  three  weeks  had  slightly  improved. 

Toward  the  end  of  January  well-marked  signs  of 
pneumothorax  appeared.  There  was  no  pain  or 
distress  and  the  onset  was  very  insidious.  X-ray 
examination  showed  hydropneumothorax  on  the 
right  side.  A  few  days  later  a  sterile  blood-stained 
fluid  containing  polymorphonuclear  and  mono- 
nuclear leucocytes  in  about  equal  numbers  was 
aspirated  from  the  right  chest.  The  pneumothorax 
slowly  disappeared,  leaving  the  right  chest  flat  and 
immobile,  dull  to  percussion,  and  with  very  feeble 
breath  sounds.  The  heart  was  displaced  to  the 
right.  Early  in  March  enlargement  of  the  left  cer- 
vical glands  was  noted.  Toward  the  end  of  the 
month  hoarseness,  stridor,  and  oedema  of  the  face 
began  and  the  superficial  veins  of  the  upper  thorax 
became  engorged.  The  obstruction  increased  and 
the  patient  died  in  April.  During  the  last  eight 
weeks  his  temperature  was  normal  or  subnormal. 

At  autopsy  almost  the  whole  right  lung  was  found 
to  be  involved  by  a  hard,  white  fibrous  growth.  This 
was  most  dense  at  the  hilum  and  involved  the  waUs 
of  the  bronchus  almost  to  the  bifurcation.  The 
left  lung  was  entirely  free  from  the  growth  and  was 
emphysematous  and  congested.  The  left  chest 
cavity  contained  about  a  pint  of  milky  fluid  which 
was  chylous  in  nature  and  due  probably  to  involve- 
ment of  the  thoracic  duct.  The  bronchial  and  tra- 
cheal glands  were  involved  and  formed  a  continuous 
chain  with  those  in  the  neck.  On  the  upf)er  surface 
of  the  liver  were  four  small  nodules.  Microscopic 
examination  showed  the  lung  substance  to  be  re- 
placed by  a  mass  of  cubical  cells  which  were  ar- 
ranged irregularly  in  most  areas  but  here  and  there 
showed  palisade-like  arrangement.  The  original 
structure  of  the  lung  was  indicated  only  by  bron- 
chial cartilage  belonging  to  the  larger  bronchi. 
The  condition  was  diagnosed  as  carcinoma  of  the 
cuboidal-cell  type  which  probably  had  grown  from 
the  termination  of  the  bronchioles.  The  secondary 
nodules  on  the  liver  resembled  those  in  the  lung. 

Points  emphasized  by  the  authors  are  the  age  of 
the  patient  (27  years),  the  duration  of  the  symp>- 
toms  (five  months),  the  similarity  of  the  symptoms 
to  those  of  tuberculosis  of  the  lungs,  the  temporary 
improvement  under  open  air  treatment,  the  total 
absence  of  pain,  the  involvement  of  one  lung  only, 
and  the  rapid  enlargement  of  the  mediastinal  and 
cervical  glands.  Although  it  was  the  right  lung 
which  was  involved,  the  left  lymph  glands  were  con- 
siderably more  affected  than  the  right  lymph 
glands.  The  path  of  spread  was  probably  along  the 
thoracic  duct.  Ralph  B.  Bettman,  M.D. 
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Itnperatori,    C.    J.:    Primary  Adenocarcinoma  of 
the  Bronchus.   Laryngoscope,  1922,  xxxii,  123. 

For  the  past  ten  years  the  patient  had  felt  weak 
and  usually  tired.  Ten  weeks  before  his  admission 
to  the  hospital  he  became  weaker  and  developed  a 
cough  with  expectoration,  fever,  and  night  sweats. 
There  was  no  haemoptysis  or  pain  in  the  chest. 

Physical  examination  revealed  a  poorly  nourished 
anaemic  male  with  a  long  chest  of  the  phthisical 
type  with  signs  of  fluid  at  the  base.  Compensated 
endocarditis  was  found.  There  was  no  clubbing  of 
the  fingers^  The  sputum  examination  for  tubercle 
bacilli  was  negative. 

Roentgenograms  made  at  intervals  over  a  period 
of  five  weeks  showed  congestion  of  the  upper  lobes 
of  the  lungs,  interlobar  plastic  pleurisy,  and  marked 
thickening  of  the  pleura  at  the  right  base.  Ultimate- 
ly a  diagnosis  of  abscess  of  the  lung  and  bronchiec- 
tasis was  made. 

A  bronchoscopic  examination  revealed  a  mass  of 
granulation  tissue  about  i  cm.  in  diameter  within 
the  right  bronchus  near  its  termination,  about  5  cm. 
from  the  carina  to  the  right  and  in  front.  The 
center  of  this  mass  exuded  pus  and  it  bled  slightly 
when  touched  but  appeared  to  be  soft  in  consistency. 

At  a  later  bronchoscopic  examination  the  abscess 
cavity  was  irrigated.  The  granulation  tissue  nearly 
disappeared  and  an  apparently  hard  white  mass 
was  seen  protruding  from  the  abscess  cavity. 
Microscopic  examination  of  a  section  removed 
showed  adenocarcinoma. 

Radium  was  then  applied  but  the  patient  died  of 
bronchopneumonia,  the  cancer  growing  rapidly 
after  the  biopsy. 

At  autopsy  the  right  lung  was  found  to  be  firmly 
bound  by  old  adhesions.  At  the  second  bifurcation 
of  the  right  bronchus  was  a  solid  polypoid  tumor 
mass  measuring  2  by  4  cm.  which  arose  from  the 
bronchia)  mucosa  and  wall  and  projected  above  into 
a  dilated  bronchus.  A  purulent  bronchitis  was 
present  in  both  lungs.  Sections  showed  the  tumor 
to  be  a  very  cellular  adenocarcinoma  with  an  area 
of  squamous-cell  growth.  It  probably  arose  from 
the  bronchial  mucosa.  There  were  no  metastases. 

RoscoE  C.  Webb,  M.D. 

HEART  AND  VASCULAR  SYSTEM 

Schmidt,   F. :    Intracardial    Injections   (Ueber  die 
intrakardialen  Injektionen).   Orvosi  hclil.,  1921,  Ixv, 
361,  372- 
The  author  gave  intracardial  injections  in  the 
cases  of  fifteen  moribund  patients  with  inoperable 
diseases.    He  used  camphor,  caffeine,  strophanthin, 
adrenalin,   pituitrin,   digitalis,   and  strychnin.     In 
the  last  cases  only  strophanthin  and  adrenalin  in 
small  doses  were  employed,  either  alone  or  in  com- 
bination.  The  mixture  consists  of  o. 2  to  0.3  c.  cm. 
of  strophanthin,   o.  i   to   0.2  c.  cm.  of   adrenalin 
solution,  and  2  to  3  c.  cm.  of  sterile,  distilled  water. 
The    fluid    must    be    injected    slowly,    as    rapid 
injection  may  cause  tetanic  spasm  of  the  heart, 


causing  it  to  stop  in  systole.  An  overdose  does  harm. 
The  injections  may  be  rep>eated  only  when  the  dose  is 
too  small  or  the  drug  is  changed.  In  the  injection  the 
following  regions  are  to  be  avoided:  the  walls  of 
the  auricle  and  ventricle  and  the  dividing  septum, 
the  region  of  the  His-Tawara  bundle,  SpangarofT's 
region  (the  upper  and  middle  thirds  of  the  anterior 
part  of  the  anterior  longitudinal  sulcus),  the  base  of 
the  heart,  the  openings  of  both  venae  cavae,  and  the 
posterior  part  of  the  auriculoventricular  dividing 
wall.  Schmidt  sought  the  apex  of  the  left  ven- 
trical. 

The  injection  always  stimulated  the  heart  action 
and  in  some  cases  maintained  it  for  as  long  as  three 
days.     Many  patients  regained  consciousness. 

The  indications  are:  acute  arrest  of  the  heart's 
action,  when  slight  respiration  persists  and  the 
drug  cannot  be  given  effectively  in  any  other  way 
because  of  inadequate  circulation  of  the  blood; 
heart  weakness  following  severe  illness;  collapse; 
cases  of  poisoning  (chloral  hydrate,  toxins)  in  which 
the  strength  of  the  heart  has  not  yet  been  exhausted 
by  the  drugs;  severe  syncope  in  narcosis;  severe 
collapse  due  to  loss  of  blood  (the  purpose  in  such 
cases  being  to  gain  time  for  infusion);  and  lightning 
stroke,  injury  from  electricity,  and  exposure  to 
intense  cold.  von  Lobuayer  (Z). 

Hedblom,  C.  A.:    The  Treatment  of  Pericarditis 
with  Eflfusion.    Minnesota  Med.,  1922,  v,  40. 

Inflammatory  exudation  in  pericarditis  suggests 
infection  and,  with  rare  exceptions,  this  is  probably 
always  present.  The  most  frequent  cause  of  primary 
pericarditis  is  the  infective  organism  of  acute  articu- 
lar rheumatism.  Other  primary  disease  conditions 
commonly  associated  with  it  are  pleurisy,  pneu- 
monia, the  acute  general  infections,  tuberculosis, 
and  chronic  nephritis.  In  young  children  and  in- 
fants suppurative  pericarditis  seems  to  be  largely  a 
complication  of  pleurisy  and  pneumonia. 

Clinically,  pericarditis  with  eflfusion  is  classified 
usually  as  serous,  haemorrhagic,  or  purulent,  or  as 
some  combination  of  these  types  of  exudates.  Of 
100  cases  with  necropsy  records  at  the  Mayo  Clinic 
since  1910  twenty-one  were  acute  fibrous,  twenty 
adhesive  or  obliterative,  twenty-seven  serous,  twen- 
ty-one purulent,  and  four  haemorrhagic. 

The  most  characteristic  symptoms  are  increased 
precardiac  dullness,  feeble  or  absent  heart  sounds, 
absent  apex  impulse,  a  small  rapid  pulse,  dyspnoea, 
and  cyanosis.  Occasional  signs  are  dysphagia,  pre- 
cardiac pain,  pulsus  paradoxus,  and  recurrent  nerve 
paralysis.  Downward  displacement  of  the  liver 
and  dullness  in  the  left  side  of  the  back  may  also 
be  found.  The  onset  may  be  insidious  and  the 
symptoms  latent.  Exploratory  pericardiocentesis 
may  be  necessary  to  establish  the  presence  of  fluid 
and  to  determine  its  nature.  A  negative  aspiration 
does  not  exclude  the  presence  of  fluid. 

Exploratory  pericardiocentesis  with  a  short  hyjx)- 
dermic  needle  which  infiltrates  the  tissues  with  novo- 
caine  as  it  enters  is  as  simple  and  painless  as  ex- 
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ploratory  aspiration  of  the  pleural  cavity.  The 
point  of  election  for  aspiration  seems  to  be  in  the 
region  of  the  left  mammary  line,  the  fifth  inter- 
space, just  inside  the  left  border  of  dullness.  In  case 
aspiration  here  is  negative,  alternate  points  are 
beneath  the  xiphoid  process  at  the  left  sternal  border 
and  at  the  right  sternal  border  in  the  fifth  inter- 
space. 

A  serous  effusion  is  usually  sterile,  but  may  be 
infected.  A  purulent  exudate  is  usually  infected, 
but  it  may  be  tuberculous  or  secondary  to  malig- 
nant disease.  A  sterile  exudate,  except  the  per- 
sistently recurring  type,  should  be  evacuated  by 
aspiration  through  a  small  .short  needle.  An  infected 
exudate  should  be  evacuated  by  pericardiotomy 
after  preliminary  resection  of  the  cartilage  to  secure 
wide  open  dependent  drainage. 

Pericardiotomy  with  drainage  is  indicated  in  cases 
of  non-tuberculous  purulent  effusion.  It  is  indicated 
also  to  establish  the  diagnosis  when  exploratory 
aspiration  has  failed  and  in  cases  with  large  effusion 
embarrassing  the  heart  in  which  aspiration  fails  to 
evacuate  a  sufficient  amount  of  fluid  to  relieve  the 
pressure. 

Because  of  anatomic  variations  in  the  reflection 
of  the  left  pleura,  a  transpleural  operation  may  be 
unavoidable.  In  suppurative  pericarditis,  however, 
the  leaves  of  the  pleura  are  probably  adherent  and 
therefore  wall  off  the  pleural  cavity. 

To  secure  the  most  efficient  drainage  and  prevent 
possible  encapsulation  of  exudate  behind  the  heart 
the  most  dependent  parts  of  the  pericardial  cavity 
on  each  side  of  the  vena  cava  must  be  reached. 

Asdt  promotes  evacuation  of  the  exudate,  irriga- 
tion seems  to  be  a  rational  measure  supplementary  to 
drainage. 

On  account  of  the  severity  of  the  primary  disease 
conditions  with  which  especially  purulent  peri- 
carditis is  associated,  the  mortality  rate  will  prob- 
ably remain  relatively  high;  it  may  be  reduced 
materially,  however,  by  the  earliest  possible  diag- 
nosis, prompt  evacuation  of  exudate  causing 
mechanical  embarrassment  to  the  heart,  and  wide- 
open  adequate  drainage  in  the  infected  type  of  the 
disease.  L.  H.  Fowler,  M.D. 

PHARYNX  AND  (ESOPHAGUS 

Henrard,  E.:  The  Extraction  of  Foreign  Bodies 
from  the  CEsophagus  and  the  Upper  Respira- 
tory Passages  (Extraction  des  corps  etrangers  de 
I'oesophage  et  des  voies  a^riennes  sup^rieures). 
Arch.  med.  beiges,  192 1,  bcxiv,  897. 

Henrard  has  extracted  a  coin  from  the  cricoid 
stricture  of  the  oesophagus  under  X-ray  control  in 
fifty-five  cases. 

The  screen  control  method  has  been  assailed  as  a 
blind  method  because  the  oesophagus  is  not  visible; 
the  contents  is  seen  but  not  the  container.  Henrard 
points  out  that  oesophagoscopy  is  also  a  blind 
method  as  it  will  not  reveal  the  lower  part  of  a 
foreign  body  in  the  oesophagus. 


WTien  a  foreign  body  is  arrested  above  the 
cricoid  stricture  an  attempt  shovdd  be  made  first 
to  remove  it  under  screen  control.  If  this  fails,  its 
extraction  by  means  of  the  cesophagoscope  should 
be  attempted.  If  this  fails  also,  external  oesophago- 
tomy  is  indicated. 

If  the  foreign  body  has  not  passed  the  aortic 
stricture  of  the  oesophagus,  extraction  under  screen 
control  should  be  tried  first,  and  if  this  fails  the 
oesophagoscopic  method  should  be  attempted  or  the 
foreign  body  pushed  down  to  the  cardia. 

If  the  body  is  in  the  lower  third  of  the  oesophagus 
it  should  be  extracted  through  the  cardia  after 
gastrotomy.  No  attempt  at  extraction  from  above 
should  be  made  in  this  case  as  it  would  be  attended 
by  the  danger  of  bringing  the  foreign  body  to  the 
aortic  stricture  from  which  it  might  be  impossible 
to  extricate  it. 

In  cases  of  foreign  bodies  in  the  upper  respiratory 
tract  (trachea,  bifurcation  of  the  bronchi)  the 
bronchoscopic  method  seems  indicated,  but  is  very 
difficult.  In  Henrard 's  opinion  it  would  be  better 
to  attempt  extraction  under  screen  control.  In 
certain  cases  of  bronchial  foreign  bodies  it  is 
necessary  to  make  a  thoracic  flap  opening.  The 
foreign  body  may  then  be  removed  imder  screen 
control.  W.  A.  Brznn.^x. 

Ballin,  M.,  and  Saltzstein,  H.  C. :  Perforations  of 
the  CEsophagus;  Report  of  a  Case  of  Trans- 
pleural (Esophageal  Fistula.  Surg.,  Gytiec.  is" 
Obst.,  1922,  xxxiv,  42. 

The  authors  report  a  case  of  transpleural  oesoph- 
ageal fistvda  developing  during  lobar  pneumonia  and 
accompanied  by  pyopneumothorax  in  which  in- 
gested food  was  discharged  through  the  thoracic 
drainage  opening.  The  perforation  healed  spon- 
taneously after  many  months.  They  have  been 
able  to  find  in  the  literature  the  reports  of  only  six 
cases  in  which  the  oesophagus  perforated  into  the 
pleural  cavity  without  communicating  with  the  tra- 
chea, bronchi,  or  lungs.   These  cases  are  abstracted. 

The  literature  contains  the  reports  of  oesophageal 
perforation  due  to  congenital  malformation,  neo- 
plasms, aneurisms,  oesophageal  instrumentation, 
surgical,  stab,  and  gunshot  wounds,  foreign  bodies, 
spontaneous  rupture,  acute  oesophagitis,  diverticula, 
simple  or  peptic  ulcer,  and  luetic  idcer,  and  tuber- 
culosis. The  authors  discuss  these  causative  con- 
ditions. J.  D.  Ellis,  M.D. 

Van  Wildenberg,  L.:  Diverticula  of  the  Pharynx 
and  CEsophagus  (Les  diverticules  du  phar>Tix  et 
de  roesophage).    Bull.  Acad.  roy.  de  mid.  de  Belg., 

1922,  5  s.,  ii,  20. 

There  are  two  types  of  oesophageal  diverticula: 
diverticula  due  to  traction  and  pressure  and  propul- 
sion diverticula.  Van  Wildenberg's  case  was  of  the 
latter  type  and  was  probably  congenital  as  the  con- 
dition was  present  at  birth. 

When  a  diverticulum  is  suspected  its  presence  or 
absence  can  be  determined  definitely  by  catheteriza- 
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tion  or  X-ray  examination.  By  these  means  also 
not  only  the  volume  of  the  diverticulum  but  also 
the  depth  to  which  it  descends  in  the  mediastinum 
can  be  determined.  In  all  clearly  diagnosed  cases  sur- 
gical operation  is  indicated.  The  dangers  of  opera- 
tion are  the  opening  of  the  diverticulum,  failure  of 
suture,  opening  of  the  oesophagus,  and  mediastinal 
infection.  To  prevent  such  complications  Mayo 
fixes  the  diverticulum  to  the  skin  and  delays  its 
removal  until  a  barrier  of  protective  granulations 
has  been  formed  in  the  mediastinum.  Other 
operators  have  invaginated  the  diverticulum,  but  the 
dangers  to  respiration  contra-indicate  this  method. 
Van  Wildenberg,  following  the  suggestion  made 


by  Schmidt  in  191 2,  dissected  the  sac  and  did  a 
diverticulopexy,  aflSxing  the  fundus  of  the  sac  in 
the  most  elevated  part  of  the  wound.  He  has  per- 
formed this  operation  in  seven  cases.  In  three  he 
ultimately  removed  the  sac.  There  were  six  recov- 
eries and  one  death.  The  first  cases  were  operated 
upon  in  191 7.  In  Van  VVildenberg's  opinion  it  is 
best  to  do  the  diverticulopexy  first.  The  patient 
may  then  be  allowed  to  go  home  and  after  eight 
days  will  feel  perfectly  well.  Fifteen  days  to  three 
weeks  later  the  pocket  should  be  excised  and  the 
pharyngeal  wound  sutured.  The  last  case  treated, 
that  of  a  man  aged  56  years,  is  described  in  detail 
and  illustrated.  W.  A.  Brennan. 
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ABDOMINAL  WALL  AND  PERITONEUM 

Lerche,  W. :  Insufficiency  (Eventration)  of  the  Dia- 
phragm ;  with  the  Report  of  a  Case  and  the  Sur- 
gical Treatment  Thereof.  Surg.,  Gynec.  is"  Obst., 
1922,  xxxiv,  224. 

Cases  of  abnormally  high  diaphragm  have  been 
reported  in  the  literature  as  cases  of  "  paralysis  of  the 
diaphragm,"  "phrenic  paralysis,"  "true  hernia  of 
the  diaphragm,"  "eventration  of  the  diaphragm," 
etc.  "Insufficiency  of  the  diaphragm"  is  an  appro- 
j)riate  term  for  this  condition.  It  may  be  congenital 
or  acquired.  Reference  is  made  to  two  cases  of  the 
congenital  type  reported  in  the  literature. 

Acquired  insufficiency  may  be  either  acute  or 
chronic.  It  is  due  to  a  lesion  of  the  phrenic  nerve  or 
degenerative  changes  in  the  musculature  of  the 
diaphragm.  Barbano  cites  thirty-eight  cases  due  to 
degenerative  changes  in  the  nerve  and  musculature 
following  infectious  fevers  such  as  pneumonia,  ty- 
phoid, diphtheria,  etc.  Traumatic  fracture  or  luxa- 
tion of  the  spinal  column,  spondylitis,  spinal  haemor- 
rhage, tumor  of  the  spinal  cord  or  mediastinum, 
tuberculous  bronchial  glands,  etc.  may  affect  the 
phrenic  nerve  in  a  similar  manner.  Muscular  changes 
in  the  diaphragm,  such  as  pseudohypertrophic  lipo- 
matosis, myositis,  and  degenerative  atrophy,  have 
also  been  observed.  Dilatation  of  the  colon  and 
stomach  by  pressure  may  produce  this  condition. 

Acute  insufficiency  of  the  diaphragm  may  follow 
an  acute  infection,  persist  for  a  few  weeks,  and  then 
disappear.  Chronic  insufficiency  of  the  diaphragm 
includes  the  cases  in  which  the  diaphragm  is  per- 
manently disabled.  A  case  of  this  type  reported  was 
that  of  a  woman,  37  years  old,  who  for  twelve  years 
following  a  violent  coughing  spell  with  choking  due 
to  a  bit  of  cornflake  lodged  in  the  larynx,  had 
coughed  up  a  part  of  any  liquid  swallowed.  OEso- 
phagoscopic  examination  revealed  an  opening  in  the 
anterior  part  of  the  oesophagus  19  cm.  from  the 
incisor  teeth,  which  communicated  with  the  tra- 
chea. This  was  verified  by  bronchoscopic  examina- 
tion. Fluoroscopy  and  X-ray  examination  of  the 
stomach  and  chest  showed  the  heart  to  be  pushed  to 


the  right-  Barium  was  seen  to  pass  from  the  oesopha- 
gus into  the  bronchi,  and  the  stomach  and  colon 
were  found  to  be  higher  than  normal,  extending  to 
the  third  intersjiace  on  the  left.  These  viscera 
occupied  a  dome-shaped  gas-filled  space  which  gave 
a  tympanitic  percussion  note  on  this  side  of  the  chest. 
The  differential  diagnosis  between  diaphragmatic 
hernia  and  insufficiency  was  difficult.  It  was  de- 
cided to  repair  the  diaphragmatic  condition,  regard- 
less of  the  type  of  the  lesion,  before  a  plastic  closure 
of  the  ocsophagotracheal  fistula  was  made. 

At  op>eration  through  a  left  rectus  incision  dia- 
phragmatic insufficiency  was  found;  the  sac-like 
dilatation  contained  the  dilated,  rotated  stomach 
and  colon.  The  diaphragm  was  pulled  down  and 
pleated  twice  to  form  a  triple  layer  of  tissue. 

Suppuration  of  the  bronchial  lymph  nodes  fol- 
lowed by  ulceration  and  rupture  into  the  oesophagus 
was  regarded  as  the  cause  of  the  ocsophagotracheal 
fistula  and  the  involvement  of  the  phrenic  nerve. 
When  lung  tissue  can  be  seen  through  the  gas-filled 
stomach  it  is  a  point  strongly  in  favor  of  hernia,  but 
in  the  case  reported  this  fact  was  of  no  value  in  the 
differential  diagnosis  between  diaphragmatic  hernia 
and  insufficiency. 

The  value  of  the  operation  described  has  not  been 
determined,  although  seven  months  later  the  symp- 
toms had  markedly  decreased,  the  patient  had 
gained  in  weight  and  was  able  to  work,  and  it  seemed 
unnecessary  to  attempt  the  repair  of  the  ocsophago- 
tracheal fistula.  Merle  R.  Hoon,  M.D. 

CuUen,  T.  S. :  A  Method  of  Dealing  with  Intes- 
tinal Loops  Densely  Adherent  to  an  Umbilical 
Hernia.    J.  Am.  M.  Ass.,  1922,  Ixxviii,  564. 

After  dissecting  the  sac  free  from  the  fascia  until 
the  outer  layers  of  the  hernial  ring  are  exposed  on 
all  sides  CuUen  makes  a  small  longitudinal  incision 
through  the  fascia  and  peritoneum  just  above  the 
ring.  A  finger  having  been  inserted  as  a  guide,  the 
hernial  ring  is  cut  loose  and  the  sac  is  lifted  well 
away  from  the  abdominal  wall  and  packed  off. 

If  the  sac  contains  omentum  only  and  this  is 
densely  adherent,  the  incarcerated  portion  is  tied 
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off  and  removed  with  the  sac.  If  the  omentum  is 
free,  the  ring  is  closed  by  the  overlapping  method. 

If  intestinal  loops  are  contained  in  the  sac,  the 
latter  is  opened  from  the  neck  outward.  Occasion- 
ally the  loops  of  intestines  must  be  dissected  away 
from  the  sac  wall,  a  procedure  which  leaves  many 
bleeding  points  on  the  bowel. 

The  author  reports  a  case  of  umbilical  hernia  of 
eighteen  years'  duration  in  a  man  of  68  years.  The 
first  operation  was  done  in  1908  by  the  overlapping 
method.  The  patient  made  a  rapid  recovery  and 
was  well  for  ten  years.  A  protrusion  then  appeared 
at  the  site  of  the  old  hernia  and  obstruction  occurred. 
A  second  operation  was  performed  under  procaine 
anaesthesia.  The  sac  contained  many  loops  of  ad- 
herent bowel  so  densely  attached  that  liberation 
was  out  of  the  question.  The  loops  were  separated 
from  each  other  by  dissection,  thirty  to  forty  patches 
of  sac  being  left  adherent  to  the  intestinal  loops. 
These  loose  edges  were  carefvdly  trimmed  off  with 
the  scissors.  The  patches  were  smooth  and  did  not 
bleed.  The  ring  was  closed  by  the  overlapping 
method.  The  patient  recovered,  and  three  years 
after  the  second  operation  is  perfectly  well. 

By  leaving  these  patches  on  the  bowel  much  time 
was  saved.  The  patches  served  to  protect  the  bowel, 
and  there  was  no  bleeding  or  raw  surface  to  cause 
subsequent  intestinal  obstruction. 

The  condition  of  the  hernia  and  intestines  in  dif- 
ferent stages  of  the  operation  is  illustrated  by  three 
sketches.  C.  F.  Andrews,  M.D. 

Farr,  R.  E. :  Closure  of  Large  Hernial  Defects  in  the 
Upper  Abdomen.  Surg.,  Gynec.  &•  Obst.,  1922, 
xxxiv,  264. 

Farr  reports  the  histories  of  three  cases  of  repair  of 
the  abdominal  wall  with  fascial  flaps  from  the  chest. 

A  vertical  incision  is  made  over  the  sternum  and 
the  sheath  of  the  pectoral  muscles  exposed  as  high 
as  the  nipple  line.  A  quadrangular  flap,  10  in.  long, 
with  its  base  below,  and  composed  of  pectoral 
fascia  and  a  considerable  amount  of  muscle,  is  dis- 
sected downward  until  a  flap  approximately  6  in.  in 
width  has  been  raised.  The  flap  is  then  sutured  over 
the  hernial  opening. 

The  lower  portion  of  the  thorax  is  an  ideal  area 
from  which  to  procure  a  pedicled  flap  as  the  protec- 
tion of  the  ribs  furnishes  adequate  insurance  against 
the  weakening  of  this  area  by  the  cutting  of  the 
flap.  If  flaps  can  be  obtained  without  too  greatly 
reducing  the  strength  of  the  area  from  which  they 
are  cut,  the  pedicled  flap  method  may  be  effectually 
applied  to  hernia  in  any  part  of  the  abdominal 
wall.  H.  A.  McKnight,  M.D. 

GASTRO-INTESTINAL  TRACT 

Ruben,  M.  A.:  Multiple  Primary  Carcinomata  of 
the  Pylorus  and  of  the  Ectopic  Gall-BIadder. 

Surg.,  Gynec.  or  Obst.,  1922,  x.xxiv,  201. 

The  case  reported  is  unique  in  that  the  patient 
received  surgical  treatment  at  one  operation  for 


primary  carcinoma  of  two  organs.  It  is  of  interest 
also  because  the  location  of  the  tumors  p>ossibly 
supports  the  theory  that  mechanical  lesions  cause 
the  development  of  malignant  growths  and  because 
the  location  and  the  ligamentous  connections  of  the 
gall-bladder  were  unusual. 

The  patient  was  a  woman  67  years  of  age  who  gave 
a  history  of  four  weeks  of  light  pain  on  the  right  side 
of  the  abdomen  coming  on  spontaneously  or  induced 
by  coughing  and  who  presented  a  round  fist-sized 
tumor,  movable  with  respiration,  to  the  right  and 
below  the  umbilicus.  The  lungs,  heart,  liver,  spleen, 
kidney,  and  pelvis  were  negative.  A  smaller  tumor 
was  palpable  just  behind  the  first  one.  No  ascites 
was  present  and  there  was  no  history  of  jaimdice. 
Gastric  analysis  and  X-ray  examination  of  the 
ileum,  caeciun,  and  colon  were  practically  negative. 
A  probable  diagnosis  of  cystic  tvimor  of  the  meso- 
colon was  made. 

At  operation  the  larger  tumor  was  found  in  the 
transverse  mesocolon  close  to  the  hepatic  flexure.  The 
gall-bladder  could  not  be  located  in  its  normal  po- 
sition. The  cystic  tumor  was  foimd  to  be  connected 
with  the  duodenum  by  a  duct  in  the  hepaticoduo- 
denal  Ugament.  In  the  upper  part  of  the  tumor  were 
hard  particles  the  size  of  a  hazel  nut.  A  pyloric  car- 
cinoma was  found  on  the  greater  curvatvire. 

About  20  cm.  of  the  transverse  colon  were  resected 
and  the  bowel  joined  by  side-to-side  anastomosis.  A 
resection  of  the  stomach  was  done,  both  ends  were 
closed,  and  an  anterior  gastro-enterostomy  with  a 
Braun  entero-anastomosis  was  performed. 

The  patient  reacted  satisfactorily  and  her  con- 
dition at  first  seemed  favorable,  but  five  days  later 
signs  of  peritonitis  developed  and  death  occurred  on 
the  eleventh  day. 

Pathologic  examination  showed  the  larger  tumor  to 
be  a  papillomatous  carcinoma  and  the  other  a  typical 
medullary  carcinoma  of  the  stomach.  From  the 
difference  in  their  macroscopic  and  microscopic 
appearance,  it  was  evident  that  the  growths  were 
distinct  primary  tumors. 

In  the  literature  the  frequency  of  primary  car- 
cinomata has  been  given  as  2  to  3  p>er  cent.  Very 
rarely  three  primary  carcinomata  have  been  found 
in  the  same  patient.  Billroth  emphasized  certain 
points  in  the  diagnosis  of  primary  tumo-s  as  con- 
trasted with  metastatic  tumors.  He  did  not  accept 
as  primary  any  growth  which  did  not  show  a  defi- 
nite histologic  structure,  which  could  not  be  traced 
histologically  to  the  epithelium  of  the  matrix,  and 
which  did  not  show  a  metastasis.  In  order  to  group 
the  tumors  according  to  their  location  Bauer  has 
proposed  the  following  scheme:  (i)  one  organ  or 
system  of  organs;  for  instance,  the  stomach  and 
rectum;  (2)  symmetrical  organs — breasts  and  ovaries; 
(3)  different  systems  of  organs — skin  and  rectum. 

The  author  calls  attention  to  the  presence  in  a 
small  percentage  of  cases  of  a  ligamentous  connec- 
tion between  the  neck  of  the  gall-bladder  and  the 
transverse  mesocolon.  Spalteholtz  called  it  the 
"ligamentum  hepaticocolicum." 
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.The  article  is  closed  with  the  suggestion  that  the 
case  reported  supports  the  theory  that  some  mechan- 
ical injury  is  responsible  for  starting  malignant  new 
growths.  In  this  case  the  gall-bladder  was  abnor- 
mally movable  and  by  its  connection  with  the  pylorus 
a  continuous  stretching  and  chronic  irritation  of 
the  pylorus  was  produced.     Merle  R.  Hoon,  M.D. 

Guillautne,  A.  C. :  The  Prognosis  in  Acute  Intes- 
tinal Occlusion  (Le  pronostic  dans  rocclusion 
intestinale  aigue).    Presse  mid.,  Par.,  1921,  xxix,  822. 

This  article  is  a  statistical  study  of  the  mortality 
of  intestinal  occlusion.  In  3,829  cases  op>erated 
upon  in  the  last  thirty  years  the  mortality  was  63.2 
per  cent.  In  cases  operated  upon  previous  to  1900 
it  was  66  per  cent,  and  after  that  date  fell  to  52  per 
cent.  This  decrease  Guillaume  attributes  partly  to 
better  surgery,  but  especially  to  earlier  diagnosis. 

Of  a  series  of  543  cases,  143  were  malignant  and 
had  a  mortality  of  64.3  per  cent,  while  in  the  remain- 
ing 400  in  which  the  occlusion  was  due  to  diverse 
causes  the  mortality  was  56.7  p)er  cent. 

The  prognosis  in  various  types  of  cases  is  dis- 
cussed in  detail  with  tables  of  statistics,  and  there 
is  a  particularly  inclusive  comparative  discussion  of 
the  published  statistics  of  intussusception  in  the 
different  periods  of  life  The  author  notes  particu- 
larly the  gravity  of  intestinal  obstruction  due  to 
biliary  calculus. 

The  mortality  of  ileus  is  compared  with  that  of 
strangulated  hernia,  and  the  lower  mortality  of  the 
latter  condition  is  explained  as  due  entirely  to 
earlier  diagnosis. 

The  article  is  illustrated  by  tables  and  five  charts. 
C.  L.  Hartsock,  M.D. 

Johnson,  R.:  Carcinoma  of  the  Jejunum  and 
Ileum.    Brit.  J.  Surg.,  1922,  ix,  422. 

Johnson  excludes  from  his  discussion  growths  in- 
volving the  duodenum  and  the  ileocjecal  valve. 
He  draws  attention  to  the  remarkable  rarity  of  both 
primary  and  secondary  growths  in  the  duodenum 
and  to  the  fact  that  malignancy  is  much  less  rare  in 
the  lower  part  of  the  ileum  than  in  the  upper  part 
of  the  jejunum. 

Three  cases  are  reported  in  this  article,  one  a  case 
of  polypoid  growth  occurring  18  in.  below  the  duo- 
denojejunal flexure,  the  second,  a  case  in  which  a 
ring-like  growth  was  present  about  3  or  4  ft.  below 
the  duodenojejunal  flexure,  and  the  third,  a  case  in 
which  a  ring-like  growth  was  found  about  6  in. 
above  the  ileocaecal  valve. 

A  correct  diagnosis  was  not  made  in  any  of  these 
cases  before  operation.  An  important  clinical  sign 
was  visible  peristalsis  of  the  small  bowel.  In  the 
third  case  the  distention  of  the  bowel  with  fluid  con- 
tents suggested  the  presence  of  free  peritoneal  fluid. 

Symptoms  emphasized  by  the  author  as  charac- 
teristic of  carcinoma  of  the  jejunum  and  ileum  are 
abdominal  pain,  vomiting,  increasing  constipation, 
and  rapid  wasting.  The  duration  of  the  symptoms  is 
variable.    Carcinoma  of  the  small  intestine  has  been 


diagnosed  before  operation  as  carcinoma  of  the 
stomach,  duodenal  ulcer,  strangulated  hernia,  and 
intestinal  obstruction  due  to  a  peritoneal  band. 

If  there  is  no  obstruction  the  operative  treatment 
consists  in  the  removal  of  the  growth  and  the  glands 
draining  it.  If  marked  obstruction  is  present  the 
author  forms  an  artificial  anus  in  a  first-stage  opera- 
tion and  removes  this  anus  with  the  growth  soon 
afterward  in  a  second-stage  operation. 

From  the  standpoint  of  pathology,  growths  of  the 
small  intestine  are  of  four  varieties:  (i)  the  stenos- 
ing  ring-like  form;  (2)  the  polypoid  form;  (3)  the 
ulcerative  type;  and  (4)  the  colloid  type.  Multiple 
growths  have  been  found.  Metastases  are  frequent 
and  usually  develop  in  the  mesenteric  glands,  the 
peritoneum,  and  the  liver.  Histologically  the 
growths  are  carcinomata  with  columnar,  sphenoidal, 
or  polyhedral  cells. 

Mention  is  made  of  growths  termed  "carcinoids," 
which  are  similar  in  nature  to  the  basal-cell  carcin- 
oma of  the  skin.  Carcinoids  arise  in  the  basal 
cells  which  lie  between  the  cylindrical  cells  of  the 
crypts  of  Lieberkuehn  and  are  found  in  the  intestine 
and  apf>endix.  Tumors  of  similar  structure  may 
arise  from  pancreatic  rests.        M.  R.  Fl\-xn,  M.D. 

Goullioud:  Gastro-Entero- Anastomosis  without 
Turning  of  the  Jejunal  Loop  (Dc  la  gastro- 
entdro-anastomose  sans  retournement  de  I'anse 
jejunale).   J.  de  chir.,  1922,  xix,  137. 

Goullioud  states  that  in  performing  a  gastro- 
enterostomy the  majority  of  French  surgeons  make 
a  turn  in  the  jejunal  loop.  As  a  result,  the  food 
coming  from  the  stomach  and  progressing  from  left 
to  right  continues  to  discharge  into  the  intestines 
in  the  same  direction.  This  method  is  termed 
"isoperistaltic  gastro-enterostomy. " 

Goullioud  does  not  twist  the  jejunal  loop  but 
preserves  the  left-to-right  direction  by  making  what 
he  calls  a  direct  anastomosis  between  the  stomach 
and  the  jejunum  very  near  the  ligament  of  Trcitz. 

Following  removal  of  the  transverse  colon  and 
exposure  of  the  mesocolon,  Goullioud  finds  the 
beginning  of  the  jejunum,  opens  the  mesocolon  in  an 
avascular  area  near  its  base,  and  through  this 
opening  .seeks  the  point  in  the  posterior  surface 
of  the  stomach  where  he  wishes  to  make  the  anasto- 
mosis. He  then  forms  a  fold  in  the  stomach  with  a 
Doyen  forceps  and  a  similar  fold  on  the  duodenum 
as  near  as  possible  to  the  ligament  of  Treitz.  The 
anastomosis  he  makes  with  three  rows  of  sutures. 
As  a  rule  its  proximal  extremity  is  about  two  finger- 
widths  from  the  ligament  of  Treitz  but  sometimes 
it  is  closer.  The  two  sides  of  the  mesocolon  breach 
are  fixed  to  the  gastric  wall  immediately  beneath 
the  anastomosis  in  order  to  prevent  herniation  of 
the  small  intestine  into  the  posterior  omental 
cavity  and  deviation  of  the  anastomosis  due  to 
dragging  of  the  stomach.  The  anastomosis  is  made 
near  the  greater  curvature  and  is  almost  transverse. 

This  type  of  gastro-enterostomy  rests  upon  an 
anatomical  basis.    The  duodenum  has  a  left  oblique 


GENERAL  SURGERY— SURGERY  OF  THE  ABDOMEN 


463 


direction  beginning  at  the  ligament  of  Treitz.  The 
jejunum  deviates  to  the  right  so  that  when  the 
anastomosis  is  made  at  a  distance  from  the  ligament 
of  Treitz  the  jejimimi  has  a  natural  direction  to  the 
right  and  it  is  necessary  to  turn  the  jejimal  loop 
as  in  the  isoperistaltic  gastro-enterostomy. 

GouUioud  does  not  lay  claim  to  innovation. 
The  short-loop  method  is  attributed  to  Patersen 
who  in  1 90 1  foimd  that  it  prevented  circulus 
vitiosus.  Hochenegg  described  the  method  in 
1897.  Roux  employed  it  in  1898  and  abandoned 
his  Y-method.  Mayo  ako  strongly  recommends 
the  formation  of  the  anastomosis  near  the  Treitz 
ligament.  He  insists  on  the  left  direction  of  the 
duodenimi  at  its  beginning  as  this  prevents  a 
vicious  circle  and  chronic  regurgitation  of  bile. 

W.  A.  Brexxan. 

Davis,  D.  L.,  and  Poynter,  C.  W.  M.:  Congenital 
Occlusions  of  the  Intestines;  with  Report  of 
a  Case  of  Multiple  Atresia  of  the  Jejunum. 

Surg.jGynec.  is'Obsl.,  1922,  xxxiv,  35. 

The  authors  present  a  brief  historical  review  of  the 
more  important  articles  dealing  with  the  subject  and 
report  a  case  of  midtiple  jejunal  atresia. 

There  seems  to  be  no  point  in  the  intestinal  canal 
where  atresia  appears  with  any  constancy,  and  in 
such  a  short  segment  as  the  duodenum  the  lesion 
may  occur  at  any  f)oint.  In  a  series  of  234  cases 
studied,  atresia  developed  in  the  ileum  and  aecum 
in  loi  cases,  in  the  duodenum  below  the  papilla  in 
seventy-five,  and  above  the  papilla  in  fifty-nine,  in 
the  jejunum  in  sixty,  and  in  the  colon  in  thirty-nine. 
Of  sixty-seven  cases  of  multiple  atresia,  there  were 
from  two  to  nine  occlusions  in  the  jejimum  and 
upper  Ueimi  in  slightly  more  than  50  per  cent, 
occlusions  of  the  small  intestines  and  colon  in  20 
per  cent,  and  scattered  occlusions  in  the  remainder. 

Emesis  almost  always  occurs  and  usually  begins 
on  the  second  day  of  life.  Haematemesis  may  be 
present,  appearing  frequenUy  with  the  first  emesis. 
Bile  may  be  vomited  even  if  the  obstruction  is 
above  the  papilla.  Constipation  is  usually  complete, 
but  small  amounts  of  a  grayish  mucus  may  be  noted 
when  the  obstruction  is  below  the  papilla,  and  small 
green  movements  may  occur  when  the  obstruction  is 
above  the  papilla.  In  some  cases  slight  icterus  or 
antiria  may  be  present. 

Errors  of  development,  congenital  volvulus, 
intussusception,  and  strangulation  of  a  loop  of 
intestine  at  the  umbilicus  or  some  other  point  are  all 
to  be  considered  as  possible  etiological  factors  in  the 
production  of  the  lesion.  Littie  support  of  the  theory 
of  foetal  peritonitis  as  a  cause  of  atresia  is  given  by 
the  results  of  examination  of  the  authors'  material, 
most  of  the  evidence  indicating  that  the  primary 
lesion  was  in  the  arteries,  causing  a  sclerosis,  and 
that  the  degeneration  of  the  mucosa  was  secondary 
to  this  sclerosis. 

The  diagnosis  of  the  intestinal  obstruction  gen- 
erally presents  little  difl5culty,  but  localization  of 
the  lesion  is  difficult  and  is  usually  made  too  low  in 


the  canal.  Multiple  atresia  cannot  be  diagnosed. 
The  treatment  is  surgical.  The  authors  advise 
entero-anastomosis  imder  procaine  anaesthesia. 

The  case  of  multiple  atresia  reported  was  that  of 
a  child  five  days  old  who  had  had  symptoms  of 
intestinal  obstruction  for  two  days  before  the  time 
of  operation,  when  an  external  enterostomy  was 
done  at  the  site  of  an  occlusion  of  the  ileum.  Death 
occurred  six  hours  after  the  operation.  Postmortem 
examination  showed  the  jejunum  to  be  composed 
of  several  segments  blind  at  both  ends  and  from  i  to 
17  cm.  in  length.  The  arteries  of  the  mesentery 
appeared  normal  on  macroscopic  examination,  but 
showed  sclerosis  on  microscopic  examination  of  the 
regions  in  which  hiatus  occurred.  The  process 
appeared  to  be  primary  in  the  smaller  radicles,  and 
the  authors  believe  that  it  cannot  be  classed  as  a 
developmental  anomaly. 

Geosge  H.  Jackson,  M.D. 

Magoun,  J.  A.  H.,  Jr.:  Dilatation  of  the  Colon 
Simulating  Hirschsprung's  Disease.  Surg., 
Gynec.  s"  Obst.,  1922,  xxxiv,  198. 

Hirschsprung  divided  cases  .of  Hirschsprung's 
disease  into  two  t>'pes,  true  megacolon  occurring  in 
infancy,  and  pseudomegacolon  occurring  in  adults. 
Magoim  classifies  them  into  three  groups,  as  follows: 

1.  The  congenital  tj'pe  or  true  Hirschsprung's 
disease:  (a)  occurring  in  infancy  or  early  Ufe,  (b) 
in  which  obstinate  constipation,  abdominal  disten- 
tion, and  emaciation  have  been  present  since  birth, 
but  the  patient  has  reached  adult  life. 

2.  Cases  in  which  chronic  constipation  has  been 
present  for  years  and  the  s>Tnptoms  of  Hirsch- 
spnmg's  disease  developed  within  a  short  period 
without  demonstrable  mechanical  obstruction. 

3.  Cases  of  megacolon  due  to  mechanical  obstruc- 
tion, such  as:  (a)  those  occurring  in  infancy  and 
due  to  atresia  or  stenosis  of  the  rectum,  (b)  those 
occurring  in  adult  life  and  due  to  timiors,  volvu- 
lus, adhesions,  inflammatory  stenosis,  or  external 
pressure  on  the  bowel. 

The  author  reports  the  case  of  a  man  36  years  of 
age  which  falls  into  the  last  group,  the  cause  being 
a  carcinomatous  papilloma  in  the  first  part  of  the 
descending  colon.  Although  the  patient  was  con- 
stipated from  childhood,  obstinate  constipation  had 
been  present  for  only  two  years.  During  this  period 
he  had  complained  of  occasional  cramp-like  pains. 
The  X-ray  demonstrated  a  dilated  colon.  -At  first, 
a  modified  Brown  operation  was  performed.  At 
the  end  of  five  months  the  patient  had  gained  35 
lbs.  and  was  free  from  pain.  At  the  second  operation, 
the  lower  portion  of  the  ileum,  the  caecum,  appendix, 
and  the  colon  to  a  f>oint  below  the  growth  were  re- 
moved and  the  ilevun  and  colon  joined  by  end-to-end 
anastomosis.   Convalescence  was  imeventful. 

The  pathologic  findings  in  this  case  were  similar 
to  those  of  true  Hirschspnmg's  disease  and  in  ad- 
dition there  was  a  carcinomatous  papilloma  of  the 
ring-type.  The  muscular  layers  of  the  colon  were 
markedly  hypertrophied.      Merle  R.  Hoox,  M  J). 
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LIVER,  GALL-BLADDER,  PANCREAS, 
AND  SPLEEN 

Willis,  A.  M.:  The  Relative  Merits  of  the  "Ideal 
Cholecystotomy,"  Cholecystectomy,  and  Cho- 
lecystostomy.  Surg.,  Gynec.  d*  ObsL,  1922,  xxxiv, 
183. 

Gall-bladder  cases  are  divided  into  two  groups. 
The  first  comprises  the  acute  cases  and  those  with 
long-standing  severe  pathology.  Many  of  the 
persons  so  affected  are  elderly  and  obese,  and  in 
some  cases  there  may  be  complications.  When  the 
abdomen  is  opened  disease  of  the  gall-bladder  is 
distinctly  apparent.  Although  cholecystectomy 
seems  indicated,  the  author  advises  cholecystos- 
tomy  because  of:  (i)  the  disastrous  results  which 
sometimes  attend  cholecystectomy  in  these  cases, 
(2)  the  fact  that  a  secondary  operation  is  not  always 
needed  but  if  it  is  necessary  is  more  often  jxjssible 
following  cholecystostomy  than  following  cholecys- 
tectomy, and  (3)  the  fact  that  often  a  gall-bladder 
which  appears  to  be  hopelessly  diseased  will  recover 
a  surprising  amount  of  functional  ability  following 
cholecystostomy.  Though  dense  adhesions  are 
produced,  they  are  a  minor  discomfort. 

The  second  group  of  gall-bladder  cases  consists  of 
those  with  mild  or  vague  symptoms,  little  local 
change,  and  slight  damage  to  vital  organs — cases 
in  which  it  is  sometimes  difficult  to  tell  whether  or 
not  the  gall-bladder  is  diseased  even  on  inspection. 
The  author  believes  that  in  these  cases  cholecystos- 
tomy, which  causes  the  formation  of  dense  adhesions, 
will  often  produce  more  discomfort  than  the  original 
trouble,  and  that  therefore  cholecystectomy  without 
drainage  is  the  operation  of  choice. 

Among  other  functions,  the  normal  gall-bladder 
stores  and  concentrates  the  bile.  While  patients 
whose  gall-bladders  have  been  removed  are  relieved 
of  their  symptoms  and  resume  their  normal  lives,  it 
cannot  be  proved  that  they  have  not  suffered  some 
obscure  disturbance  of  function.  Therefore  the 
promiscuous  sacrifice  of  gall-bladders  in  such  con- 
ditions as  cholelithiasis  without  the  presence  of 
infection  is  to  be  deplored.  For  these,  in  properly 
selected  cases,  the  old  operation  of  "ideal  cholecysto- 
tomy," abandoned  many  years  ago,  is  urged.  With 
the  improvements  in  diagnosis  and  operative 
technique,  this  procedure  seems  indicated  for  cases 
in  which  it  is  impossible  to  make  a  definite  diag- 
nosis, the  gall-bladder  being  often  normal  in  appear- 
ance. Under  such  circumstances  cholecystectomy 
is  not  justified,  and  a  cholecystostomy  would  result 
in  adhesions. 

This  statement  applies  also  to  cases  of  silent 
stone  discovered  on  X-ray  examination  of  the 
gastro-intestinal  tract  or  at  operation  in  which 
there  is  no  history  of  gaU-bladder  disturbance  or 
there  has  been  at  most  only  a  mild,  recurring 
epigastric  distress.  Silent  calculi,  acting  as  foreign 
bodies,  may  be  causes  of  infection  but  do  not  justify 
either  cholecystectomy  or  cholecystostomy. 

O.  S.  Proctor,  M.D. 


Delore,  X.,  and  Wertheimer,  P.:  Enterobiliary 
Anastomoses,  Cholecysto-Enterostomy  and 
Cholecystogastrostomy  (Las  anastomoses  ent^ro- 
biliaires,  cholecystoenterostomie  et  chol^cysto- 
gastrostomie).   Rev.  de  chir..  Par.,  192 1,  xl,  400. 

The  introductory  paragraph  of  this  article  traces 
the  development  of  the  different  types  of  anasto- 
mosis during  a  period  of  thirty  years. 

Bile  may  be  drained  from  the  gall-bladder  to  the 
exterior  through  a  permanent  channel  or  by  means 
of  an  anastomosis  of  the  gall-bladder  with  a  part  of 
the  digestive  tract,  the  stomach,  small  intestine,  or 
colon.  The  authors  describe  the  chronological 
development  of  the  different  tyF>es  of  anastomosis, 
dealing  first  with  the  purely  theoretical  side  and 
then  with  the  successful  development  of  the  opera- 
tive technique  in  man.   Bibliographies  are  included. 

Because  of  the  ease  of  its  exposure,  its  mobility, 
and  the  fact  that  it  is  generally  found  dilated,  the 
gall-bladder  is  the  usual  site  of  anastomosis.  Never- 
theless, both  experimentally  and  in  man  the  hepatic 
duct,  and  more  often,  the  common  duct  have  been 
used.  In  twenty-one  anastomoses  done  in  Kehr's 
clinic,  the  gall-bladder  was  employed  in  twelve 
and  the  hepatic  duct  in  nine.  Other  cases  have  been 
repx)rted  in  which  choledochoduodenostomies  were 
performed.  In  one  instance  a  rubber  prosthesis  was 
used  as  a  means  of  effecting  anastomosis.  In  the 
very  great  majority  of  reported  cases,  however,  the 
anastomoses  were  made  with  the  gall-bladder. 

Because  of  the  normal  phj'siological  processes  of 
digestion  the  duodenum  is  the  natural  site  for  the 
anastomosis,  but  its  lack  of  mobility  and  its  partial 
covering  by  peritoneum,  in  addition  to  the  com- 
plicated technique  of  a  cholecystoduodenostomy, 
have  led  to  the  development  of  other  types  of 
operation — cholecystoje j  unostomy ,  cholecys to  en- 
terostomy, cholecystogastro-enterostomy.  The  last- 
named  operation  is  the  simplest  and  the  one  to  be 
preferred. 

Cholecystostomy  is  a  simple  temporary  method 
for  the  evacuation  of  gall-stones,  stones  in  the  com- 
mon duct,  and  infected  bile.  It  is  used  also  in  cases 
in  which  immediate  drainage  is  indicated  as  a 
temporary  measure.  However,  in  cases  of  retention 
of  bile  and  distention  of  the  gall-bladder  due  to  a 
neoplasm,  carcinoma  of  the  pancreas,  or  extrinsic 
compression,  cholecystostomy  with  exterior  drainage 
is  inconvenient,  is  apt  to  cause  a  secondary  infection 
leading  to  many  metabolic  disturbances,  and  in 
many  instances  leaves  permanent  fistulas  necessitat- 
ing a  secondary  intervention.  By  the  diversion  of 
bile  from  the  intestinal  tract  alimentary  metabolism 
is  disturbed,  intestinal  motility  is  lessened,  and  the 
physiological  reactions  are  affected. 

Anastomosis  eliminates  these  inconveniences  and 
also  prevents  the  damages  which  result  from  icterus, 
but  it  should  be  performed  at  a  time  when  the 
simplest  type  of  operation  is  needed. 

Anastomosis  with  the  first  portion  of  the  duodenum 
gives  the  most  nearly  normal  function,  yields 
satisfactory  clinical  results,  and  is  less  liable  to  set 
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up  infection,  but  the  operative  technique  is  very 
difficult.  Anastomosis  with  the  jejunum  is  less 
satisfactory,  and  anastomosis  with  the  transverse 
colon  interferes  with  digestion  and  the  metabolic 
processes  and  has  the  highest  risk  of  infection. 
However,  the  probability  of  infection  is  not  as  high 
practically  as  theoretically. 

Cholecystogastro-enterostomy  has  been  shown  to 
be  satisfactory  both  from  a  physical  and  a  physiolog- 
ical standpoint.  The  former  belief  that  bile  in  the 
stomach  retarded  the  digestion  of  the  albumins  and 
impaired  the  gastric  secretions  has  been  disproved 
chnically  and  experimentally.  It  is  pointed  out  that 
cholecystogastro-enterostomy  is  the  operation  of 
choice  because  of  the  satisfactory  clinical  and 
operative  results  and  the  simplicity  of  the  operative 
technique. 

The  authors  review  seventeen  cases,  giving  the 
history,  diagnosis,  operation,  operative  findings, 
postoperative  developments,  and  the  end-results. 
In  this  group  there  were  twelve  cholecystogastro- 
enterostomies,  three  cholecystocolostomies,  and  two 
cholecystojejuno-enterostomies  with  no  operative 
deaths.  The  cases  were  followed  for  varying  periods 
after  the  operation. 

For  all  the  operations  preliminary  exploration  is 
recommended.  This  should  include  special -examina- 
tion of  the  gall-bladder  region,  separation  of  the 
adhesions,  and  careful  selection  of  the  sites  of  anasto- 
mosis. In  cases  of  distended  gall-bladder  or  numer- 
ous stones,  the  gall-bladder  should  be  emptied.  The 
technique  and  the  different  steps  in  the  operations 
are  given  in  detail.  Cholecystogastro-enterostomy 
is  strongly  advocated. 

Operative  intervention  is  indicated  in  the  follow- 
ing types  of  cases: 

1.  Cases  of  complete  or  incomplete  occlusion  of 
the  common  duct  with  dilatation  of  the  gall- 
bladder and  retention  of  bile. 

2.  Cases  of  hydrops  of  the  gall-bladder  with 
obliteration  of  the  cystic  duct,  whether  the  cause 
of  the  condition  is  known  or  not. 

3.  Cases  of  multiple  or  single  biliary  calculi  in 
which  there  is  obstruction  of  the  cystic  or  the 
common  duct  and  the  gall-bladder  wall  has  not  been 
greatly  damaged. 

4.  Cases  of  non-calculous  obliteration  of  the 
common  duct,  whether  this  is  caused  by  a  congenital 
malformation  or  by  a  neoplasm  of  the  biliar>'  ducts, 
the  pancreas,  or  more  extensive  involvement. 

The  authors'  conclusions  are  as  follows: 

1.  Cholecystogastrostomy  ought  to  be  considered 
the  typical  biliary  anastomosis. 

2.  It  should  be  done  in  preference  to  repair  when 
the  case  demands  rapid  intervention. 

3.  It  entails  the  least  operative  risk  and  causes 
no  disturbance  of  the  ph>^iological  digestive 
processes  and  no  complicating  infections. 

4.  It  is  indicated  in  chronic  icterus  when  ob- 
struction or  pressure  on  the  gall-bladder  by  neo- 
plasms has  occasioned  retention  with  distention  of 
the  bladder.   This  indication  is  limited  only  by  the 


possibility    of    excision    or    the    patient's    general 
condition. 

5.  It  is  utihzed  with  advantage  in  the  treatment 
of  certain  cases  of  icterus,  the  cause  of  which  it  is 
difficult  to  determine,  and  in  the  treatment  of 
biUary  fistulae  if  the  condition  of  the  gall-bladder 
warrants  anastomosis. 

6.  A  certain  degree  of  bladder  distention  is 
necessary  for  the  establishment  of  cholecystogastros- 
tomy. Because  of  this  fact  the  op)eration  is  indicated 
especially  in  cases  of  lithiasis,  for  aged  patients,  for 
those  whose  general  condition  is  precarious,  and  for 
cases  of  occlusion  of  the  common  duct  which  require 
complex  operative  manoeuvres. 

7.  This  operation  must  be  classified  as  a  pallia- 
tive measure.  The  unexpected  successful  results 
which  it  has  sometimes  given  depend  upon  errors  of 
diagnosis  and  the  curability  of  the  inflammatory 
lesions.  But  even  in  cases  in  which  the  development 
of  an  obliterating  tumor  means  death,  this  operation 
is  often  the  cause  of  a  temporary  amelioration 
which  may  be  of  considerable  duration. 

8.  In  all  of  these  cases  there  is  improvement  of 
symptoms.  Disappearance  of  itching  and  a  decrease 
of  the  icterus  are  always  observed,  and  frequently 
there  is  an  arrest  of  the  cachexia. 

W.  O.  Johnson,  M.D. 

Hartman,  F.  L.,  Smyth,  C.  M.,  Jr.,  and  Wood, 
J.  K.  W.:  The  Results  of  High  Ligation  of  the 
Cystic  Duct  in  Cholecystectomy.    Ann.  Surg., 

1922, Ixxv,  203. 

The  experiments  reported  were  carried  out  upon  a 
series  of  ten  dogs.  In  each  case  the  length  and  diam- 
eter of  the  cystic  duct  were  measured  and  the  gall- 
bladder was  removed  close  to  its  neck.  One  dog  died 
during  the  operation.  The  remainder  were  chloro- 
formed and  subjected  to  autopsy  at  intervals  vary- 
ing from  six  weeks  to  fourteen  weeks  after  the  op)era- 
tion.  In  seven,  the  cystic  duct  stump  was  dilated 
quite  markedly  and  filled  with  bile.  In  another,  a 
bud-hke  dilatation  filled  with  bile  was  found  at  the 
end  of  the  cystic  duct  stump.  In  some,  the  cystic 
duct  stump  was  increased  in  length. 

On  histologic  examination  of  a  section  from  these 
newly  formed  bladders  all  the  coats  of  the  gall- 
bladder could  be  recognized. 

In  one  dog  in  which  the  cystic  duct  was  cut  oflf 
practically  flush  with  the  common  duct  there  was  no 
dilation  of  the  small  stump,  but  a  marked  dilation  of 
the  common  and  hepatic  ducts  was  found.  In  two 
of  the  eight  cases  with  dilation  the  bile  had  become 
inspissated  and  apparently  was  beginning  to  form 
calculi.  Under  the  microscope  these  dilations  sug- 
gested chronic  catarrhal  cholecystitis.  It  seemed 
evident  that  the  dilated  duct  did  not  have  the  power 
to-force  the  bile  out. 

Two  clinical  cases  of  dilation  of  the  cystic  duct 
stump  observed  by  Deaver  and  Stewart  are  reported. 

The  conclusions  drawn  are  as  follows: 

I.  When  a  cystic  duct  stump  is  left,  it  usually 
dilates  to  form  a  pseudo-gall-bladder;   hence  there 
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may  be  a  recurrence  of  symptoms  after  a  cholecystec- 
tomy. 

2.  When  the  cystic  duct  is  ligated  flush  with  the 
common  duct  there  is  general  dilation  of  all  ducts, 
indicating  pressure  in  the  biliary  system. 

3.  The  gall-bladder  is  not  essential  to  life,  but  it 
seems  to  have  a  very  definite  function  in  storing  bile 
and  acting  as  a  tension  bulb  regulating  pressure  in 
the  biliary  system. 

4.  The  fact  that  after  the  removal  of  the  gall- 
bladder the  body  attempts  to  restore  the  normal 
condition  in  the  biliary  system  through  dilation  of 
the  ducts  and  the  stump  of  the  cystic  duct  indicates 
that  the  gall-bladder  has  a  definite  function. 

Carl  R.  Steinke,  M.D. 

Willis,  A.  M.:  Some  Problems  in  Connection  with 
the  Surgery  of  the  Biliary  Tract.  Ann.  Surg., 
1922,  Ixxv,  196. 

The  successful  treatment  of  gall-bladder  disease 
depends  on  an  accurate  diagnosis.  This  diagnosis  is 
difficult  even  when  we  have  as  aids  the  complete 
history,  a  careful  physical  examination,  a  roent- 
genological examination,  the  use  of  the  duodenal 
tube  and  magnesium  sulphate,  and  abdominal 
exploration. 

The  number  of  removed  gall-bladders  showing 
only  simple  cholecystitis  as  compared  with  those 
showing  cholecystitis  with  calculi  is  cited.  From  this 
comparison  Willis  is  inclined  to  believe  that  the 
surgeon  of  the  present  day  is  apt  to  infer  the  presence 
of  gall-bladder  disease  from  any  discomfort  in  the 
upper  part  of  the  abdomen.  When  the  diagnosis  has 
been  made  the  decision  as  to  what  should  be  done 
to  the  gall-bladder  surgically  is  not  as  easy  as  it  was 
formerly.  The  conditions  which  clearly  indicate 
cholecystectomy  are  malignancy,  hydrops,  cicatri- 
cial closure  of  the  cystic  duct,  and  the  strawberry 
gall-bladder. 

The  choice  of  cholecystostomy  and  drainage  of 
the  gall-bladder  instead  of  cholecystectomy  is  based 
on: 

1.  The  function  of  the  gall-bladder  in  digestive 
processes  as  shown  by:  (a)  the  concentration  of  the 
bile,  and  (b)  storage  of  the  bile. 

2.  The  increased  surgical  risk  of  cholecystectomy 
when  the  patient  is  debilitated. 

3.  The  presence  of  dense  adhesions  and  a  con- 
tracted and  thick-walled  gall-bladder. 

4.  The  good  results  obtained  from  cholecystos- 
tomy in  seemingly  functionless  gall-bladders. 

5.  The  lessened  chance  of  injury  to  adjacent 
structures  in  cholecystostomy. 

6.  The  fact  that  conditions  following  cholecystos- 
tomy are  more  favorable  for  secondary  op>€rations  if 
the  latter  are  necessary. 

The  author  does  not  agree  with  the  accepted 
theory  that  severe  cases  of  gall-bladder  involvement 
should  be  treated  by  cholecystostomy  and  drainage 
and  mild  cases  by  cholecystectomy.  The  removal  of 
the  gall-bladder  in  cases  showing  moderate  or  mild 
symptoms    evidencing    a    low-grade    cholecystitis 


is  based  on  the  poor  results  obtained  by  cholecystos- 
tomy and  drainage  and  the  results  in  animal  experi- 
mentation which  showed:  (i)  that  when  sterile 
bile  is  allowed  to  escape  into  the  p>eritoneal  cavity 
dense  adhesions  are  not  formed  and  the  action  of  the 
bile  is  not  lethal;  (2)  if  a  foreign  body  is  inserted  the 
adhesions  become  very  dense  and  numerous;  (3) 
if  infection  is  introduced,  the  bile  plus  a  foreign  body 
plus  infection  causes  very  dense  adhesions  and 
often  leaves  a  pericholecystitis  as  severe  as  that 
preceding  the  of)eration. 

Leakage  of  bile  after  the  removal  of  the  gall- 
bladder is  rare  and  drainage  can  be  dispensed  with 
to  a  great  extent.  In  thirty-eight  cases  treated  by 
cholecystectomy  without  drainage  in  a  period  of  five 
years,  and  in  a  later  series  of  seventy-two  cases  in 
which  there  were  two  deaths  there  was  no  bile  leak- 
age. In  the  removal  of  the  gall-bladder  in  the  milder 
cases  of  gall-bladder  disease  it  is  better  not  to  use 
drainage,  as  in  this  way  the  formation  of  dense 
adhesions  can  be  avoided. 

The  "ideal  cholecystotomy "  as  performed  by 
Meredith  in  1883  has  been  severely  condemned. 
This  opposition  should  be  overcome  by  our  advanc- 
ing technique  in  surgery.  The  omission  of  drainage 
following  the  ideal  cholecystotomy  is  no  more  radical 
than  the  omission  of  drainage  following  the  removal 
of  renal  calculi,  cholecystectomy,  operations  for  i)cr- 
forating  duodenal  ulcer,  and  cholcdochotomy. 

As  an  adjunct  to  cholecystotomy  and  the  removal 
of  calculi  following  the  ideal  operation,  the  non- 
surgical drainage  of  the  gall-bladder  by  Lyon's 
method  would  seem  full  of  promise.  In  this  manner 
a  definite  class  of  cases  might  be  relieved  of  the  gull- 
bladder  syndrome  with  preservation  of  the  organ. 

CiEORdK    K.  Sl'TTON,  M.D. 

Banting,  F.  G.,  and  Best,  C.  H.:  The  Internal 
Secretion  of  the  Pancreas.  ./.  Lab.  ^  Clin.  Sled., 
1922,  vii,  251. 

In  reading  an  article  on  the  relation  of  the  isles  of 
Langerhans  to  diabetes  which  gave  a  resume  of 
degenerative  changes  in  the  acini  of  the  pancreas 
following  ligation  of  the  ducts,  the  idea  presented 
itself  to  the  authors  that  since  the  acinous,  but  not 
the  islet  tissue,  degenerates  after  this  operation, 
advantage  might  be  taken  of  the  fact  to  prepare  an 
active  extract  of  islet  tissue.  \  subsidiary  hyix)the- 
sis  upon  which  the  experiments  here  reported  were 
based  was  that  trypsinogen  or  its  derivatives  is 
antagonistic  to  the  internal  secretion  of  the  gland. 

From  the  investigations  of  different  observers  it 
may  be  concluded:  (i)  that  the  secretion  produced 
by  the  acinous  cells  of  the  pancreas  is  in  no  way 
connected  with  carbohydrate  utiUzation;  (2).  that 
injections  of  whole-gland  extract  have  been  useless 
as  a  therapeutic  measure  in  defects  of  carbohydrate 
utilization;  and  (3)  that  the  islands  of  Langerhans 
are  essential  for  the  control  of  carbohydrate  metab- 
olism. According  to  one  investigator  there  are  two 
possible  mechanisms  by  which  the  islets  might 
accomplish  this  control:    (i)   the  blood  might   be 
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modified  while  passing  through  the  islet  tissue,  that 
is,  the  islands  might  act  as  detoxicating  stations,  and 
(2)  the  islets  might  produce  an  internal  secretion. 

The  authors  believe  that  the  experiments  herein 
reported  demonstrate  that  the  latter  mechanism  is 
in  operation.  The  majority  of  their  experiments 
were  performed  upon  female  dogs  which  were  com- 
pletely depancreatized  at  the  initial  operation.  The 
pancreatic  tissue  removed  after  seven  to  ten  weeks' 
degeneration  showed  an  abundance  of  healthy  islets 
and  a  complete  replacement  of  the  acini  by  fibrous 
tissue. 

In  the  course  of  the  experiments  over  seventy-five 
doses  of  extract  from  degenerated  pancreatic  tissue 
were  administered  to  ten  diabetic  animals.  Since 
the  extract  has  always  produced  a  reduction  of  the 
percentage  sugar  of  the  blood  and  the  sugar  excreted 
in  the  urine,  the  authors  feel  justified  in  stating  that 
this  extract  contains  the  internal  secretion  of  the 
pancreas.  While  they  have  always  observed  a  dis- 
tinct improvement  in  the  clinical  condition  of  dia- 
betic dogs  after  the  administration  of  extract  of 
degenerated  pancreas,  they  state  that  it  is  very  ob- 
vious that  the  results  of  their  experimental  work  do 
not  as  yet  justify  the  therapeutic  administration  of 
degenerated  gland  extracts  to  clinical  cases  of  dia- 
betes mellitus. 

The  results  of  the  experimental  work  reported 
may  be  summarized  as  follows: 

Intravenous  injections  of  extract  from  the  pan- 
creas of  the  dog  removed  from  seven  to  ten  weeks 
after  ligation  of  the  ducts  invariably  exercised  a 
reducing  influence  upon  the  percentage  of  sugar  in 
the  blood  and  the  amount  of  sugar  excreted  in  the 
urine. 

Rectal  injections  were  not  effective. 

The  extent  and  duration  of  the  reduction  varied 
directly  with  the  amount  of  extract  injected. 

Pancreatic  juice  destroyed  the  active  principle  of 
the  extract. 

That  the  reducing  action  is  not  a  dilution  phenom- 
enon was  indicated  by  the  following  facts:  (i) 
haemoglobin  estimations  before  and  after  the  ad- 
ministration of  the  extract  were  identical;  (2)  in- 


jections of  large  quantities  of  saline  did  not  affect 
the  blood  sugar;  (3)  similar  quantities  of  extracts 
of  other  tissues  did  not  cause  a  reduction  of  blood 
sugar. 

Extract  made  o.r  per  cent  acid  was  effectual  in 
lowering  the  blood  sugar. 

The  presence  of  extract  enabled  a  diabetic  animal 
to  retain  a  much  greater  percentage  of  injected 
sugar  than  it  would  otherwise. 

Extract  prepared  in  neutral  saline  solution  and 
kept  in  cold  storage  retained  its  potency  for  at  least 
seven  days. 

Boiled  extract  had  no  effect  on  the  reduction  of 
blood  sugar.  George  E.  Beilby,  M.D. 

MISCELLANEOUS 

Lamas,  A.,  and  Prat,  D. :  Hydatid  Cysts  of  the 
Abdomen  Simulating  Ascites:  Preperitoneal 
Hydatid  Cysts  (Kystes  hydatiques  de  rabdomen 
a  type  ascitique — -Kystes  hydatiques  preperito- 
neaux).  /.  de  chir.,  1922,  xix,  15. 

The  authors  have  operated  upon  two  cases  of 
hydatid  cysts  which  clinically  suggested  abdominal 
ascites  due  to  tuberculosis.  There  was  a  large, 
progressive,  and  diffuse  abdominal  distension  which 
upon  examination  seemed  to  have  all  the  character- 
istics of  distension  due  to  fluid.  Digestive  disturb- 
ances from  visceral  compression,  oedema  of  the  lower 
extremities,  evidence  of  collateral  circulation,  and 
profound  intoxication  were  present. 

At  operation  in  each  instance  an  enormous  amount 
of  fluid  was  evacuated.  In  some  cases  this  was 
purulent.  Escaping  in  the  fluid  were  numerous 
small  cysts  in  various  stages  of  degeneration.  The 
w^all  of  the  cavity  containing  this  fluid  was  external 
to  the  abdominal  cavity.  Beneath  the  thickened 
posterior  wall  the  intestines  could  be  seen. 

Heretofore  the  origin  of  the  large  cysts  was  sup- 
posed to  be  preperitoneal  because  they  are  situated 
between  the  muscles  of  the  abdominal  wall  and  the 
peritoneum.  On  the  basis  of  their  studies,  however, 
the  authors  have  come  to  the  conclusion  that  they 
originate  directly  from  the  peritoneum. 

Loyal  E.  D.wis,  M.D. 
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,  CONDITIONS  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Tillier,  R.:    The  Individuality  of  the  Metaphysis 

(De    rindividualisme    de     la     metaphyse).      Rev. 
d'orthop.,  1922,  xxix,  21. 

From  the  point  of  view  of  evolution  the  long  bone 
has  three  distinct  parts:  the  diaphysis,  the  meta- 
physis, and  the  epiphysis.  The  individuality  of  the 
metaphysis  is  revealed  in  the  examination  of  the 
long  bones  of  young  subjects  in  the  period  of 
growth.  The  juxta-epiphyseal  or  metaphyseal  re- 
gion possesses  an  anatomical  individuality  which  is 
of  particular  importance  in  pathology.    Tuberculosis 


is  localized  most  frequently  in  the  epiphysis,  syphilis 
in  the  diaphysis,  and  osteomyelitis  in  the  metaphy- 
sis. These  points  are  illustrated  by  roentgenograms. 
In  Tillier's  opinion  the  point  of  union  between  the 
diaphysis  and  metaphysis  plays  a  role  in  the  patho- 
genesis of  certain  malformations  and  traumatic 
lesions.  W.  A.  Brexxan. 

Stephan,     R.:       Polyperiostitis     Hyperaesthetica 

(Polyperiostitis      hyperaesthetica).      Mitl.      a.      d. 
Grenzgcb.  d.  Med.  u.  Chir.,  1921,  .xx.\iv,  201. 

Within  the  last  three  years  Stephan  has  observed 
five  cases  of  a  disease  that  he  is  unable  to  classify. 
By  some  authors  the  condition  has  been  ascribed  to 
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a  tuberculous  infection  of  the  skeletal  system. 
Stephan  suspects  a  systemic  disease  of  the  entire 
periosteum.  The  course  is  chronic  in  limited 
periods,  and  in  the  beginning  there  are  very  long 
intervals  of  latency.  Almost  always  there  is  a  sub- 
febrile  rise  of  temperature.  In  the  later  stages  the 
condition,  which  is  doubtless  an  inflammatory  proc- 
ess, becomes  generalized  over  the  entire  skeleton. 

The  histories  of  the  five  cases  observed  by  the 
author  are  given  in  detail.  Two  were  cases  of  the  fully 
developed  and  generalized  disease,  one  was  a  case 
in  which  tjie  disease  was  progressive  but  not  yet 
very  extensive,  and  the  two  others  were  cases  in 
which  the  condition  was  in  a  very  early  stage. 
The  five  patients  were  females. 

The  typical  findings  of  the  condition,  especially 
in  the  first  two  cases,  were: 

1.  Thickening  of  the  periosteum  which  caused  a 
very  dense  shadow  in  the  X-ray  picture.  This  was 
present  in  only  certain  of  the  diseased  portions  of 
the  body.  The  bone  itself  was  unchanged  in  mar- 
row and  cortex.  In  the  first  case  the  specimen 
obtained  at  operation  showed  a  hard  callous  tissue 
of  periosteal  fibers  containing  few  cells  or  vessels, 
that  is,  a  periosteal  tissue  with  simple  proliferation, 
without  or  with  only  slight  inflammation. 

2.  Hypera'sthesia  of  the  skin  and  soft  parts 
which  was  unusually  marked,  extended  far  beyond 
the  periosteal  focus,  and  was  manifested  at  the 
slightest  touch  of  the  hair-p)encil  or  the  finger  tip 
without  any  pressure  on  the  deeper  tissue. 

The  author  regards  the  hyp)era;sthesia  as  a 
clinical  analogue  to  Head's  zones  in  disease  of  the 
internal  organs,  but  it  is  more  widespread  and  ex- 
tension does  not  occur  necessarily  by  segments  or 
by  nerve  roots.  It  can  be  explained  as  due  to 
radiation  of  the  sensation  of  pain  from  the  nervous 
region  of  the  periosteum  to  that  of  the  skin  and  soft 
parts  by  an  indirect  route  through  the  spinal 
centers.  Polyneuritis  and  associated  inflammatory 
involvement  of  the  skin  and  soft  parts  can  be 
excluded.  Spontaneous  pain  of  a  dull  boring  char- 
acter may  also  be  present.  There  is  further  an 
extreme  power  of  reaction  of  the  subcutaneous  cellu- 
lar tissue  in  the  form  of  widespread  infiltration  and 
later  of  slow  formation  of  hard  callus  to  subcuta- 
neous injections  of  drugs.  This  was  the  case  when 
preparations  of  tuberculin  were  employed,  but 
especially  following  the  use  of  acriflavine  and  silver 
salvarsan.  The  subfebrile  rise  of  temperature  oc- 
curs particularly  in  the  evening  and  at  the  time 
of  the  formation  of  new  periosteal  foci. 

In  the  first  two  cases,  which  were  observed  over 
a  long  period,  the  disease  extended,  with  interrup- 
tions in  its  progress,  throughout  the  entire  skeleton. 

The  author  refuses  to  accept  tuberculosis, 
syphilis,  infectious  rheumatism,  or  polydermato- 
mycosis  as  the  cause.  The  exciting  factor  is  still  to 
be  discovered  as  the  disease  cannot  be  brought  into 
line  with  those  due  to  known  excitants.  The  cases 
are  too  few  to  warrant  deductions  as  to  the  prognosis, 
but  the  affection  appears  to  be  chronic  and  has  a 


tendency  to  progress.  Numerous  drugs  (acriflavine, 
silver  salvarsan,  colloid  preparations  of  silver, 
urotropin,  etc.)  have  no  effect  upon  it.  Hydro- 
therapy with  mud  baths,  fango  packs,  and  treat- 
ment with  radiant  heat  are  of  value  to  alleviate  the 
symptoms.  Minimum  doses  of  X-ray  treatment 
have  been  found  beneficial.  When  the  disease  is 
circumscribed,  surgical  intervention  appears  to  be 
indicated  and  should  be  radical. 

As  a  term  for  the  new  disease  the  author  suggests 
"polyperiostitis  hj-peraesthetica. "        Sonntag  (Z). 

Young,  J.  K.,  and  Cooperman,  M.  B.:  Von  Reck- 
linghausen's Disease  or  Osteitis  Fibrosa.  Ann. 
Surg.,  1922,  Ixxv,  171. 

This  article  reports  the  case  of  a  21 -year-old  col- 
ored girl  with  immense  solid  bone  tumors  involving 
the  upper  and  lower  jaws,  cystic  tumors  in  the  right 
and  left  humeri,  pathologic  fractures  in  the  femora 
with  vicious  union,  extreme  muscular  atrophy,  and 
severe  deformities  of  the  pelvis  and  spine.  The 
X-ray  showed  marked  decalcification  of  the  skeleton 
and  typical  osteitis  fibrosa. 

The  authors  believe  that  osteitis  fibrosa,  including 
benign  bone  cysts,  giant-cell  sarcoma  of  the  epulis 
type,  harmorrhagic  osteomyelitis,  and  von  Reck- 
linghausen's disease,  is  a  distinct  pathologic  entity 
characterized  by  a  fibrous  metaplasia  of  bone. 

Two  types  of  the  disease  are  recognized:  a  local 
and  a  general  type.  As  a  rule,  local  osteitis  fibrosa 
and  benign  bone  cysts  are  dependent  upon  trauma. 
The  general  form  is  dependent  upon  grave  nutri- 
tional disturbances.  Disturbances  of  endocrine 
glands,  faulty  calcium  metabolism,  and  low-grade- 
chronic  infections  seem  to  be  of  etiological  im- 
portance. 

Cysts,  osteitis  fibrosa,  and  giant  cells  may  occur 
in  the  same  bone.  The  giant-cell  content  is  not 
prognostic  of  malignancy. 

The  diagnosis  of  osteitis  fibrosa  is  based  upon  the 
long  duration  of  the  process  with  very  vague  symp- 
toms, the  frequency  of  spontaneous  fractures,  and 
the  findings  of  X-ray  examinations.  Very  often 
microscopic  examination  of  pathologic  specimens  is 
necessary  to  clear  up  the  diagnosis. 

The  local  form  of  the  disease  is  benefited  by  curet- 
tage and  bone  transplantation.  The  type  showing 
multiple  lesions  must  be  given  constitutional  treat- 
ment directed  toward  the  underlying  constitutional 
disturbance.  If  the  lesion  be  accessible,  curettage 
and  bone  transplantation  may  be  employed.  The 
X-ray  and  radium  have  been  used  in  these  cases 
with  some  success.  Philip  Lewin,  M.D. 

Risch,  E.:  Errors  of  Diagnosis  in  Tuberculosis 
of  the  Bones  and  Joints  (Fehldiagnosen  V)ei 
Knochen-  und  Gelenktuberkulosc).  Arch.  f.  klin. 
Chir.,  192 1,  cxviii,  481. 

The  author  calls  attention  to  the  extraordinary 
frequency  of  incorrect  diagnosis  in  tuberculosis  of 
the  bones  and  joints.  The  radiation  of  the  pain  is 
often  an  important  factor.    Cases  of  tuberculosis  of 
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the  knee  are  treated  for  a  long  time  as  cases  of  flat- 
foot.  A  painful  knee  joint  is  treated  for  a  long  pe- 
riod with  massage  and  hot  air  when  the  real  trouble  is 
tuberculosis  of  the  hip. 

In  the  differential  diagnosis  of  tuberculous  arthri- 
tis the  chief  diseases  to  be  considered  are  gonor- 
rhoea, lues,  and  rheumatism.  The  principal  clinical 
difference  between  gonorrhoea  and  tuberculosis  is 
the  pain.  Tuberculosis  of  the  wrist,  knee,  elbow,  or 
shoiilder,  which  is  gradual  in  onset,  is  usually  not 
very  painful,  but  in  tuberculosis  of  the  knee  and 
hip  there  may  be  considerable  pain.  In  gonorrhoeal 
arthritis  pain  develops  early  and  is  severe.  The 
onset  of  a  gonorrhceal  joint  metastasis  is  sudden. 
The  day  when  the  disease  appeared  is  usually  given 
with  exactness.  In  tubercvilosis  the  roentgen  picture 
shows  atrophy  and  the  structure  of  the  bony  tra- 
beculae  is  particularly  distinct,  while  in  gonorrhcea 
the  bone  picture  is  less  distinct. 

In  lues  of  the  joints  the  chief  forms  to  be  consid- 
ered are  the  synovial  forms.  If  the  lesions  are  con- 
genital there  is  almost  always  bilateral  joint  involve- 
ment. Bilateral  joint  disease  in  a  child  is  usually 
luetic.  Acquired  lues  of  the  joints  can  be  easily 
confused  with  a  fungus  or  hydrops  tuberculosis  be- 
cause a  chronic  course,  swelling  of  the  capsvde,  and 
progressive  contraction,  particularly  of  the  knee 
joint,  are  common  to  both.  The  fluid  obtained  by 
puncture  of  a  tuberculous  joint,  in  contrast  to  that 
obtained  from  a  syphilitic  joint,  is  very  flocculent. 
Acquired  syphilitic  arthritis  appears  usually  on  one 
side  only,  a  fact  which  renders  the  difiFerential  diag- 
nosis more  difficult.  The  Wassermann  test,  not 
the  roentgen  picture,  is  the  decisive  factor.  It  is 
important  to  remember  that  disease  of  the  sterno- 
clavicular joint  is  very  frequently  luetic;  also  that 
tuberculous  spina  ventosa,  like  lues,  often  begins 
with  a  slight  periosteitis.  In  such  cases  the  diag- 
nosis is  often  decided  by  the  presence  of  tubercu- 
lous or  luetic  foci  in  other  areas. 

In  the  joint  affected  by  chronic  rheumatism  and 
the  tuberculous  joint  there  is  a  gradual  development 
of  symptoms — swelling,  pain,  limitation  of  func- 
tion, and  effusion — but  a  flocculent  exudate  speaks 
for  tuberculosis.  Absolute  certainty  is  given  by  ani- 
mal inoculation  with  the  fluid  obtained  by  puncture. 

There  is  often  great  difficulty  in  the  diagnosis  of 
tuberculosis  of  the  shaft,  particularly  in  distinguish- 
ing it  from  suppurative  osteomyelitis.  The  onset 
of  the  latter  is  usually  acute  and  associated  with 
rigor,  while  tuberculous  osteomyelitis  as  a  rule  runs 
a  chronic  course  without  any  rise  of  temperature. 
Osteomyelitis  is  accompanied  by  pain,  inflammation, 
and  loss  of  function.  In  tuberculous  disease  of  the 
bone  marrow  these  are  absent.  In  the  latter  there 
are  usually  other  tuberculous  foci  in  the  bones.  As  a 
rule  the  roentgen  picture  is  of  little  help  in  differen- 
tiating tuberculosis  of  the  shaft  and  osteomyelitis. 
Thickening  of  the  periosteum  is  as  marked  in  tuber- 
culosis of  the  shaft  as  in  ordinary  osteomyelitis 
because  the  condition  is  particularly  rapid  in  its 
involvement  of  the  surrounding  tissues.    The  X-ray 


shows,  however,  that  in  tuberculosis  there  is  atrophy 
of  the  cortex.  It  shows  also  that  the  sequestrum 
of  tuberculosis  is  considerably  smaller  than  that  of 
osteomyelitis,  its  margins  are  finely  serrated,  it  is 
of  a  rounded,  very  delicate  structure,  and  it  usually 
presents  the  same  degree  of  atrophy  as  the  surround- 
ing bone.  The  sequestrum  of  osteomyelitis  is 
usually  large,  long,  spear-shaped,  and  without 
atrophy.  In  these  cases  also  animal  inoculation 
with  the  pus  is  decisive.  The  differential  diagnosis 
is  of  great  practical  importance  as  a  cure  of  tuber- 
culous osteomyelitis  is  effected  with  great  certainty 
by  means  of  heliotherapy  or  treatment  with  iodine. 

Kuettner  distinguishes  tuberculosis  arising  pri- 
marily in  the  marrow  of  the  diaphysis  from  that 
which  involves  the  marrow  canal  secondarily  to 
disease  of  the  joint  or  foci  in  the  spongipsa.  With 
regard  to  Bier's  treatment  of  tuberculosis  this  divi- 
sion is  of  secondary  importance. 

The  article  is  very  weU  illustrated  and  contains 
a  description  of  tuberculosis  of  the  shaft  in  which, 
particularly  in  reference  to  Bier's  treatment,  the 
author  discusses  the  processes  of  healing  as  they 
appear  clinically  and  in  the  roentgen  picture. 

The  differential  diagnosis  between  osteitis  fibrosa 
and  the  honeycomb  form  of  tuberculosis  of  the 
shaft  is  also  interesting.  Involvement  of  the  soft 
parts  or  an  abscess  shadow  indicates  that  the  lesion 
is  tuberculous.  The  differential  diagnosis  between 
tuberculous  coxitis  and  Perthes'  disease  may  often 
be  made  from  the  clinical  examination.  Limping  is 
caused  by  both  conditions.  In  Perthes'  disease 
limitation  of  abduction  of  the  hip  with  normal 
flexion  is  characteristic.  In  tuberculosis  of  the  hip 
there  is  limitation  of  motion  in  all  directions.  In 
Perthes'  disease  pain  is  frequently  absent ;  in  coxitis 
it  is  usually  present.  The  injection  of  tuberculin 
may  be  of  value.  Koch  (Z). 

Hartman,  F.  W. :  Synovial  Membrane  Tumors  of 
Joints.  Snrg.,Gynec.  &'Obst.,  1922,  xxxiv,  161. 

Synovial  membrane  tumors  of  tendon  sheaths  are 
easily  recognized  but  their  pathology  is  very  puz- 
zling as  is  evident  from  the  variety  of  terms  applied 
to  them:  granuloma,  myeloma,  myeloid  tumor, 
myeloxanthoma,  mj'eloid  endothelioma,  fibro-angi- 
oma,  giant-celled  tumor,  giant-ceUed  xanthosarcoma, 
and  benign  xanthic  extraperiosteal  tumor  of  the 
extremities  containing  foreign  body  giant  cells. 

The  tumor  growths  in  joints  are  readily  classified 
into  three  groups:  (i)  i)edunculated  tumors,  (2) 
diffuse  tumors  with  giant  cells,  and  (3)  diffuse  tu- 
mors without  giant  cells. 

The  author  cites  four  cases  in  the  first  group,  four 
cases  in  second  group,  and  nine  cases  in  third  group, 
giving  the  clinical  histories,  the  pathologic  findings, 
and  cuts  showing  cross-sections  and  gross  sections  of 
some  of  the  tumors  removed. 

Hartman's  discussion  is  as  follows: 

"The  occurrence  of  these  tumors  in  joints  and 
especially  in  the  knee  joint  raises  at  once  the  prob- 
lem of  saving  the  limb  and  the  function  of  the  joint. 
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Their  development  is  slow  as  a  rule  and  ample 
warning  is  always  given  in  the  form  of  pain,  swelling, 
and  interference  with  function.  They  are  readily  re- 
moved if  attacked  in  the  early  pedunculated  stage, 
without  danger  of  local  recurrence  or  remote 
metastases. 

"As  to  classification,  it  seems  best  to  place  fhem 
with  the  benign  tumors  of  connective-tissue  origin 
since  the  giant  cells  are  of  the  foreign-body  type  and 
no  mitosis  is  seen.  However,  there  is  a  potential 
malignancy  as  demonstrated  in  the  patients  of  Lejars 
and  Rubens,  of  Krugcr,  and  of  Garre.  Palliative 
measures  and  incomplete  excision  are  contra-indi- 
cated and  are  perhaps  responsible  for  the  malig- 
nant characteristics  developed  in  these  cases. 

"These  neoplasms  should  not  be  termed  'sar- 
coma,' at  least  until  evidences  of  malignancy  are 
seen  either  clinically  or  pathologically.  Since  any 
one  of  the  characteristic  cells,  namely  xanthoma  or 
foam  cells,  pigmented  cells,  and  giant  cells,  may  be 
absent  from  an  otherwise  typical  case,  ihe  writer 
prefers  the  name  used  by  Woodhead,  'myeloid 
tumor.''"  F.  W.  Carruthers,  M.D. 

Burke,  G.  T. :  A  Case  of  Gumma  of  the  Vertebrae. 

Med.  Press,  1922,  n.s.  cxiii,  112. 

A  Sepoy,  23  years  old,  was  admitted  to  the  hos- 
pital complaining  of  pain  in  the  back  and  weakness 
in  both  legs  which  had  been  present  for  one  month. 
Physical  examination  revealed  a  fluctuating  mass 
on  the  right  border  of  the  sternum.  When  opened, 
this  was  found  to  be  a  cascating  gumma  eroding 
through  to  the  posterior  wall  of  the  bone. 

The  spinal  movements  were  normal.  The  general- 
ized hypotonicity  of  the  spine  combined  with  local- 
ized stiffness,  which  has  been  so  much  emphasized 
by  some  observers  as  pathognomonic  of  luetic 
involvement  of  the  vertebra:,  was  not  noted.  .Ab- 
sence of  systemic  nerve  involvement  in  bone  syphilis, 
as  stressed  by  Abrams,  Wile,  and  others,  was  borne 
out  by  the  absence  of  cranial  nerve  involvement  and 
of  Argyll-Robertson  pupils. 

In  the  lower  extremities  all  signs  pointing  to  upper 
motor  neurone  paraplegia,  such  as  slight  wasting, 
exaggerated  reflexes,  brisk  ankle  clonus,  the  Babinski 
sign,  and  a  spastic  gait,  were  present.  The  blood  and 
spinal  fluid  gave  a  four  plus  Wassermann  reaction. 

In  three  weeks  the  picture  changed  to  that  of  a 
lower  motor  neurone  lesion  with  loss  of  sphincter 
control  and  of  all  deep  reflexes.  Energetic  salvarsan 
treatment  given  .intravenously  and  by  the  Swift- 
Ellis  method  was  followed  by  marked  relief  and  the 
return  of  sphincter  control.  This  improvement  was 
only  temporary,  however,  for  cystitis  soon  develop)ed 
and  death  ensued  four  months  after  the  date  of  the 
patient's  admission  to  the  hospital. 

Autopsy  revealed  a  swelling  the  size  of  a  golf  ball 
on  either  side  of  the  body  of  the  eighth  dorsal  ver- 
tebra and  containing  l4  oz.  of  pus  and  cheesy 
material.  The  body  of  the  vertebra  was  eroded 
anteriorly  and  laterally,  and  through  a  small  open- 
ing the  caseous  tumor  communicated  with  the  spinal 


canal.  The  meninges  at  this  level  were  thickened 
with  granulated  tissue  J^  in.  thick.  Pathologic  ex- 
amination of  the  tumor  around  the  cord  demon- 
strated the  structure  of  a  gumma.  A  microscopic 
examination  of  the  cord  section  was  not  made. 

This  case  is  of  particular  interest  because  of  the 
location  of  the  gumma.  The  vast  majority  involve 
the  cervical  region. 

The  statistics  as  to  the  incidence  of  gumma  of  the 
vertebrae  vary  greatly,  ranging  from  3  per  cent  of 
cases  of  syphilis  chosen  at  random  in  a  medical  clinic 
by  Baldwin  to  the  sparse  single  cases  scattered 
throughout  the  literature.        David  Telson,  M.D. 

Eaves  and  Campiche:  Note  on  a  Malformation  of 
the  Carpus.    J.  Bom  or  Joint  Surg.,  1922,  iv,  78. 

The  authors  report  a  case  of  congenital  deformity 
of  both  wrists  as  follows: 

The  patient's  left  hand  is  rather  small  and  the 
fifth  finger  is  curved  toward  the  radius.  All  the 
movements  of  the  wrist  are  very  extensive.  Espe- 
cially, adduction  of  the  hand  toward  the  radial  side 
is  much  greater  than  in  a  normal  subject.  The 
X-ray  shows  that  the  navicular  bone  is  about  one- 
half  the  normal  size  and  the  styloid  process  of  the 
radius  is  absent. 

In  the  right  hand  there  is  a  marked  prominence 
of  the  base  of  the  first  metatarsal  toward  the  volar 
surface  and  the  muscles  of  the  thenar  eminence  are 
quite  thin.  The  thumb  is  small  and  markedly 
curved,  its  concavity  being  toward  the  ulna.  The 
right  index  finger  is  similarly  curved.  The  fifth 
finger  shows  a  curve  with  its  concavity  toward  the 
radius.  The  lateral  movement  of  the  wrist  toward 
the  radial  side  is  very  extensive.  The  X-ray  of  the 
right  wrist  shows  total  absence  of  the  navicular 
bone  and  poor  development  of  the  styloid  process 
of  the  radius. 

The  patient  has  also  a  mild  hypospadias  and  an 
abnormal  growth  of  hair.  The  radial  pulse  is  in 
the  middle  of  the  wrist  on  both  sides. 

As  a  rule  carpal  deformity  is  associated  with 
severe  malformations  of  the  hand  or  forearm. 

William  A.  Clark,  M.  D. 

Dupont,  I. :  Old  Coxofemoral  Arthritis  Probably  of 
Typhoid  Origin  (Ancienne  arthrite  coxo-f6morale 
probablemcnt  d'origine  typhoidique).  Rev.  d'orthop.. 
1922,  xxix,  61. 

Dupont's  case  of  partial  ankylosis  of  the  hip  due 
to  non-suppurative  arthritis  is  illustrated  by  a  roent- 
genogram. The  partial  ankylosis  was  caused  by  an 
osseous  articular  and  f)eri-articular  reaction  of  the 
hip.  The  patient  had  a  febrile  affection  which  was 
at  first  diagnosed  as  influenza  and  later  as  typhoid. 
An  abscess  formed  in  the  ischiorectal  fossa.  When 
the  patient  left  the  hospital  he  had  a  motor  distur- 
bance in  the  left  leg  (psoitis).  This  was  treated  by 
mechanotherapy  but  became  permanent. 

The  author  states  that  in  typhoid  fever  articular 
lesions  are  more  infrequent  than  diaphyseal  lesions. 

W.  A.  Brennan. 
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Maragliano,  D.:  The  Treatment  of  Contractures 
of  the  Knee  Due  to  Arthritis  by  Partial  Infil- 
tration of  the  Sciatic  Nerve  with  Alcohol  (II 

trattamento  delle  contratture  artrogene  del  ginoc- 
chio  coU'alcoolizzazione  parziale  dello  sciatico). 
Chir.  d.  organi  di  movimenlo,  1921,  v,  659. 

Maragliano  treats  exclusively  of  contractures  of 
the  knee  in  flexion  which  are  due  to  inflammatory 
processes  and  in  which  a  certain  mobility  persists 
in  that  it  is  possible  to  increase  the  flexion  already 
present  to  a  greater  or  less  degree.  Generally  a 
tenotomy  or  tendon  lengthening  eUminates  the 
muscular  contraction,  but  in  some  cases  contraction 
is  re-estabhshed  by  cicatricial  adhesions  of  the  ten- 
don stumps. 

It  seems  to  Maragliano  therefore  more  logical  to 
supplement  the  corrective  procedures  by  some  direct 
action  on  the  innervation  of  the  flexors  in  order  to 
decrease  the  centripetal  stimulus  and  the  energy  of 
contraction.  Such  direct  action  may  be  obtained 
by  partial  infiltration  of  the  sciatic  nerve  with  alco- 
hol. 

The  injection  cannot  be  made  into  the  principal 
trunk  of  the  sciatic  nerve  as  in  such  case  the  alcohol 
might  diffuse  in  the  different  fasciae  and  cause  per- 
manent paralysis  of  muscles  of  the  leg  with  resulting 
deviation  of  the  foot. 

Maragliano  states  that  at  the  level  of  the  lower 
margin  of  the  gluteus  maximus  the  nerve  fibers 
going  to  the  head  of  the  biceps,  the  semitendinosus 
and  semimembranosus  muscles,  and  the  dorsal  por- 
tion of  the  adductor  magnus  are  united  by  a  com- 
mon fascia  which  can  easily  be  isolated  at  this  level 
from  the  great  sciatic  nerve.  The  isolation  is  facili- 
tated also  by  the  fact  that  at  this  point  the  fascia 
referred  to  has  its  own  sheath. 

The  use  of  alcohol  to  eliminate  a  condition  of 
hyperkinesia  in  a  group  of  muscles  is  not  new. 
Sicard  and  Imbert  employed  it  with  good  results  in 
the  treatment  of  muscular  contractions  due  to  war 
wounds  and  it  has  been  used  also  by  others. 

Sixty  per  cent  alcohol  is  best.  In  this  concentra- 
tion it  interrupts  the  sensory  conductivity  of  the 
nerve  without  altering  its  motor  conductivity.  In 
two  clinical  cases  reported  by  the  author  which 
resisted  the  usual  treatment  good  and  lasting  results 
were  obtained  by  this  method.       W.  A.  Brennan. 

Hicks,  E.  P. :  Hereditary  Perforating  Ulcer  of  the 
Foot.  Lancet,  1922,  ccii,  319. 

The  signs  of  hereditary  perforating  ulcer  of  the 
foot  appear  early,  at  about  the  fifteenth  year  of  age. 
The  first  signs  are  a  callus  on  the  great  toe  which 
soon  changes  to  an  ulcer.  The  ulcer  heals  under 
ordinary  treatment  but  soon  re-appears.  At  first 
there  is  no  pain,  but  as  the  disease  spreads  and 
progresses  the  pain  becomes  very  severe.  Besides 
local  pain  there  are  darting  pains  in  different  parts 
of  the  body.  The  outstanding  feature  other  than 
ulcer  formation  is  deafness  which  appears  in  the 
later  stages.  The  disease  is  progressive  and  shortens 
life.    In  all  the  author's  cases  there  was  a  distinct 


hereditary  history  of  such  a  condition.    Practically 
all  of  the  reflexes  of  the  lower  extremity  were  gone 
and  there  was  absence  of  sensation  to  heat  and  cold 
over  a  large  area  of  the  foot  and  leg. 
The  conclusions  drawn  are  as  follows: 

1.  The  disease  is  distinctively  hereditary.  Its 
main  symptoms  are  perforating  ulcer  of  the  feet, 
shooting  pains  in  various  parts  of  the  body,  and 
deafness. 

2.  It  is  progressive  and  shortens  life. 

3.  It  corresponds  to  no  disease  previously 
described,  but  bears  some  resemblance  to  syrin- 
gomyelia. F.  W,  Carbuthers,  M.D. 

FRACTURES  AND  DISLOCATIONS 

Kreuscher,  P.  H. :  The  Management  of  Fractures 
Near  Joints.    Illinois  M.  J.,  1922,  xli,  88. 

The  author  states  that  emphasis  should  be  placed 
upon  the  fact  that  too  long  fixation  is  often  the 
cause  of  non-union,  and  that  traction  should  be 
applied,  and  all  reductions  and  fixations  should  be 
effected,  under  the  control  of  the  fluoroscope.  As- 
piration is  indicated  when  there  has  been  bleeding 
into  a  joint  as  it  favors  fijcation.  If  infection  has 
occurred  the  frequent  injection  of  2  per  cent  each 
of  apothesine  and  formalin  in  glycerine  is  advisable, 
the  former  to  prevent  pain.  If  the  blood  has  become 
clotted,  the  joint  must  be  opened  and  the  clot  re- 
moved mechanically. 

Ninety-five  per  cent  of  fractures  of  the  humerus 
involving  the  shoulder  joint  require  open  reduction 
and  fixation.  Because  of  the  possibility  of  infection 
such  operative  procedures  should  be  delayed  until 
the  tenth  day.  A  strict  Murphy-Lane  technique 
is  of  importance.  Kreuscher  advises  fixation  by 
means  of  a  metal  splint  such  as  the  Lane  plate  and 
staples.    He  mentions  also  the  Smith  bone  clamp. 

Bone  grafting  in  the  vicinity  of  joints  and  in  the 
shafts  of  the  bones  is  never  indicated  unless  it  is 
evident  that  normal  healing  will  not  occur. 

Most  elbow  fractures  can  be  reduced  with  the  aid 
of  the  fluoroscope.  If  misplacement  has  occurred, 
however,  open  reduction  and  fixation  by  means  of 
screws,  nails,  or  pegs  are  necessary.  In  fractures  of 
the  internal  condyle  early  manipulation  is  inadvis- 
able as  it  has  a  tendency  to  promote  callus  formation 
and  troublesome  exostoses. 

With  regard  to  fractures  of  the  neck  of  the  femur 
the  author  states  that  good  results  have  been  ob- 
tained by  the  Whitman  method  of  extreme  abduc- 
tion but  he,  himself,  uses  Murphy's  method. 
Except  in  cases  of  impaction,  the  patient  is  placed 
in  a  Travois  abduction  splint  with  Buck's  extension 
of  from  10  to  15  lbs.  on  the  affected  limb.  This  is 
done  on  the  day  of  the  accident  or  as  soon  thereafter 
as  possible.  It  relieves  pain,  prevents  absorption 
due  to  involuntary  muscular  contraction,  and  places 
the  fractured  bone  ends  in  the  best  position. 

In  a  large  number  of  the  cases  bony  union  is  pre- 
vented by  the  interposition  of  joint  capsule.  Because 
of  the  importance  of  the  hip  as  a  weight-bearing  joint, 
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an  open  operation  through  an  incision  giving  direct 
access  to  the  neck  of  the  femur  is  justified  whenever 
the  patient's  physical  condition  makes  this  possible. 

After  the  large  adductor  muscles  have  been  pushed 
aside  the  site  of  fracture  is  inspected  and  any  muscle 
or  portion  of  the  capsule  which  may  have  become 
interposed  is  removed.  The  fractured  ends  having 
been  approximated,  a  long  screw  or  nail  may  be 
driven  into  the  head  through  the  greater  trochanter 
and  the  neck  in  such  a  way  as  completely  to  fix  the 
fragments.  Some  surgeons  use  the  bone  transplant 
driven  through  an  opening  made  through  the  neck 
into  the  head,  but  in  Kreuscher's  opinion  this  is 
superfluous  and  hazardous  unless  one  is  reasonably 
sure  that  regeneration  would  not  take  place  by 
natural  processes.  Because  of  the  decrease  in  the 
blood  supply  and  because  of  conditions  favoring 
absorption  of  the  neck,  it  is  necessary  to  immobilize 
in  the  abducted  position  considerably  longer  than 
in  other  fractures  about  the  joints. 

Traumatic  arthritis  may  involve  joints  distant 
from  the  site  of  fracture.  As  a  means  of  relieving 
such  conditions  Kreuscher  suggests  early  traction. 

John  Dunlop,  M.D. 

Nutter,  J.  A.:    On    Delayed    and    Non-Union    of 
Fractures.    J.Boncb"  Joint  Surg.,  1922,  iv,  104. 

Speaking  broadly,  a  time  limit  of  six  to  twelve 
months  may  be  placed  on  delayed  union.  After 
this,  if  the  fracture  has  not  united,  the  case  may  be 
considered  as  a  case  of  non-union.  Statistics  of 
various  authors  indicate  that  the  incidence  of  non- 
union is  2  or  3  per  cent.  Certain  bones  seem  to  have 
a  predisposition  to  delayed  and  non-union;  e.g., 
the  humerus  between  the  middle  and  upper  thirds, 
the  femur  in  the  middle  third  and  the  neck,  and  the 
tibia  and  fibula  in  their  lower  thirds. 

A  substantial  proportion  of  cases  of  delayed 
union  and  non-union  seen  at  Buxton  Hospital  were 
found  to  be  syphilitic  and  responded  to  anti-luetic 
treatment.  In  some  of  these  cases  this  disease  acted 
locally,  producing  gummatous  dep>osits,  but  general 
experience  indicates  that  its  influence  on  fractures 
is  systemic.  Numerous  febrile  diseases,  cachexia, 
nephritis,  tabes,  and  diseases  of  the  ductless  glands 
have  been  regarded  as  causes  of  non-union  but  their 
importance  is  theoretical  rather  than  practical. 
Local  causes,  although  less  numerous,  are  of  more 
importance  than  general  causes.  Extensive  loss  of 
substance  due  to  over-zealous  debridement  has  been 
encountered  as  a  factor  preventing  union  principally 
in  military  surgery.  It  can  be  obviated  by  lessening 
the  extension  and  allowing  the  bone  ends  to  come 
together.  Overriding  is  probably  never  a  cause  of 
non-union  but  may  delay  consolidation.  Interp>osi- 
tion  of  soft  tissues  and  incomplete  immobilization 
arc  quite  frequent  causes.  Sepsis,  if  virulent  enough 
to  cause  bone  necrosis  and  sequestration,  may  delay 
union,  but  mild  infections  tend  to  stimulate  rather 
than  hinder  callus  formation.  In  some  cases  the 
only  apparent  reason  for  non-union  is  extreme 
density  of  the  bone,  e.g.,  after  osteotomy  done  with 


a  saw  for  bowlegs.  The  use  of  metallic  plates  and 
screws  sometimes  results  in  osteoporosis  at  the  frag- 
ment ends.  In  this  manner  a  gap  is  formed  which  is 
obliterated  only  by  the  removal  of  the  plate. 

A  diagnosis  of  delayed  union  is  justified  if  motion 
is  present  at  the  site  of  fracture  after  the  usual 
time  required  for  the  union  of  bone.  Non-union  is 
to  be  diagnosed  only  after  six  to  twelve  naontbs  of 
unsuccessful  effort  to  obtain  union. 

The  treatment  of  delayed  union  is  ordinarily 
conservative.  Non-union  requires  operation.  If 
delayed  and  non-union  are  to  be  prevented,  bones 
with  recently  healed  fractures,  especially  weight- 
bearing  bones,  must  not  be  put  to  work  too  soon, 
splints  must  not  be  removed  too  early,  and  the 
surgeon  must  not  be  too  eager  to  examine  or  test 
the  fracture.  If  a  case  of  simple  fracture  of  the 
femur  ununited  at  ten  weeks  shows  good  alinement 
and  length,  proper  immobilization,  and  an  adequate 
blood  supply,  it  should  be  let  alone.  .\s  a  rule  solid 
union  will  result.  •  If  union  is  still  delayed  after 
three  months,  conservative  treatment  should  be 
begun.  The  percussion  and  damming  treatment  with 
Bier's  hyf>erajmia  originated  by  Thomas  is  an  old 
and  reliable  method.  Baking,  massage,  and  baths 
in  running  aerated  hot  water  cause  an  active 
hyperaimia  and  encourage  callus  formation.  The 
injection  of  iodine,  alcohol,  and  other  irritants  may 
promote  the  growth  of  fibrous  tissue  but  is  of  no 
value  in  producing  bony  union.  Drilling  down  into 
the  bone  ends  through  a  skin  puncture  is  a  logical 
procedure  in  that  it  liberates  a  greater  number  of 
osteoblasts,  thus  stimulating  new  bone  formation. 
The  physiological  stimulus  of  function  hastens 
union,  especially  in  the  lower  limbs. 

For  non-union  in  aseptic  cases  with  loss  of  sub- 
stance bone  grafting  is  the  method  of  choice  to 
bridge  the  gap.  If  there  is  no  gap  the  operation 
should  be  as  simple  as  possible,  .\fter  preliminary 
direct  skeletal  traction  for  overriding,  the  bone  ends 
should  be  exposed,  the  fracture  surfaces  freshened, 
and  sclerosed  bone  drilled.  Absorbable  material 
should  be  used  for  fixation.  In  ununited  fractures 
of  the  femoral  neck,  which  occur  in  about  80  per 
cent  of  cases,  a  bone  peg  is  to  be  preferred  to  a  metal 
spike.  The  peg  should  be  left  rough  in  order  that 
the  maximum  number  of  osteoblasts  may  be  pre- 
served, and  its  periosteum  should  be  removed  so 
that  there  will  be  no  barrier  between  the  graft  and 
the  host  bone.  Bone  grafting  seems  to  be  more 
successful  in  the  larger  bones  than  in  the  smaller 
ones  such  as  the  radius  and  ulna,  probably  because 
of  the  proportion  of  the  trauma  to  the  size  of  the 
bone.  The  method  of  choice  for  tapered  bone  ends 
consists  in  splitting  them  and  engaging  the  graft 
between  the  spUt  ends. 

Sepsis  is  not,  as  formerly  supposed,  a  cause  of 
non-union.  War  experience  showed  that  abundant 
callus  forms  in  the  presence  of  pus  and  that  if  the 
fragments  are  in  apposition  union  takes  place 
readily.  Pus  is  a  contra-indication,  however,  to 
internal  fixation  of  any  kind.   To  avoid  encounter- 
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ing  latent  infection  in  old  ununited  fractures,  six  to 
twelve  months  should  be  allowed  to  elapse  after 
healing  before  a  fixation  operation  is  undertaken. 
Even  then  it  is  best  to  do  the  work  in  two  stages. 
In  the  first  stage  the  bone  fragments  should  be 
exp>osed  and  the  bed  prepared  for  the  graft.  After 
ten  days,  if  no  infection  has  resulted,  the  graft  may 
be  inserted  and  the  wound  closed. 

A  comprehensive  bibliography  supplements  this 
article.  WnxiAM  A.  Clark,  M.D. 

Wilmoth,  P.:  Congenital  Dislocation  of  the 
Shoulder  —  Congenital  Malformation  of  the 
Shoulder  (La  luxaiion  congenitale  de  I'epaule  — 
malformation  congenitale  de  I'epaule).  Rev.  d'or- 
tlwp.,  1921,  3s.  \m,  617. 

The  scapulohumeral  articulation  may  be  con- 
genitally  malformed.  In  such  cases  dislocation  of 
the  humeral  head  may  occur  in  a  p>erfectly  normal 
labor  without  trauma. 

A  similar  clinical  picture  is  presented  by  obstetri- 
cal paralysis  due  to  trauma.  In  this  group  of  cases 
the  brachial  plexus  may  be  involved  in  its  entirety 
or  in  only  its  upper  or  lower  portion.  Each  lesion 
gives  rise  to  its  typical  clinical  picture. 

Only  two  methods  of  treating  a  congenitally  dis- 
located shoulder  are  rational.  If  function  is  not 
completely  lost  and  internal  rotation  of  the  humerus 
is  not  exaggerated,  good  results  may  be  obtained 
from  massage,  electrical  treatment,  and  mobiliza- 
tion.   In  other  cases  osteotomy  is  indicated. 

LoYAi.  E.  Davis,  M.D. 

Schaefer,  H.:  The  Effect  of  Rotation  Movements 
upon  the  Total  Function  of  the  Elbow  Joint 
and  Its  Importance  in  the  Treatment  of 
Fractures  (Ueber  den  Einfluss  der  Rotations- 
bewegungen  auf  die  Gesamtfunktion  des  EUen- 
bogengelenks  und  ihre  Bedeutung  fuer  die  Frak- 
turbehandlung).  Arck.  f.  orlhop.  u.  Unfallchir., 
1921,  XX,  22. 

The  author  discusses  the  action  of  the  individual 
muscles  of  the  forearm  upon  motion  at  the  elbow- 
joint.  The  change  in  function  of  the  individual 
muscles  resulting  from  different  positions  of  the 
joint  corresponds  to  a  disturbance  of  the  innervation 
of  both  main  groups  of  extensors  and  supinators, 
viz.,  the  radial  nerve  and  the  flexors  and  pronators, 
the  musculo-cutaneous,  median,  and  ulnar  nerves. 

The  mechanism  of  the  joint  shows  also  the 
interdependence  of  the  partial  joints  since  rotation 
movements  are  accompanied  by  movements  of 
flexion  and  extension,  and  flexion  and  extension 
movements  are  accompanied  by  movements  of 
rotation.  Rotation  movements  can  therefore 
maintain  the  capsule  and  the  flexor  and  extensor 
muscles  in  function  to  a  certain  degree  even  when 
the  elbow  joint  is  fixed.  For  this  reason  rotation 
movements  should  be  made  from  the  v6ry  beginning 
in  cases  of  fracture  of  the  elbow,  dressings  should 
be  carried  up  only  to  the  middle  of  the  arm,  and 
the  flexed  position  should  be  changed  every  six  days. 

Heixer  (Z). 


Bizarro,  A.  H.:    A  Comparative  Analysis  of  213 
Forearm  and  Leg  Fractures.    Ann.  Surg.,  1922, 

IXXV,   221. 

In  reviewing  105  forearm  fractures  the  author 
found  that  the  most  common  causes  were  the  back- 
firing of  motors  and  falls  and  that  approximately  75 
per  cent  of  such  fractures  occurred  between  the  ages 
of  10  and  30  years. 

The  radius  alone  was  broken  in  seventy-four 
cases,  the  radius  and  ulna  in  sixteen,  and  the  ulna 
alone  in  fifteen  cases. 

Of  the  single  radial  fractures,  fifty-six  of  the 
seventy-four  were  fractures  of  the  lower  half  of  the 
bone.  The  lower  half  of  the  lower  third  of  the  radius 
is  the  point  least  resistant  to  trauma.  The  trans- 
verse fractures  are  most  common,  oblique  fractures 
next  most  common,  and  longitudinal  cracks  least 
common.  The  majority  of  the  fractures  are  com- 
plete. The  incomplete  or  green-stick  fractures  are 
more  common  at  the  upper  half  of  the  lower  third. 

Of  the  fifteen  single  ulnar  fractures,  six  were  in 
the  olecranon,  two  in  the  coronoid,  two  in  the  upper 
third  below  the  coronoid,  two  in  the  middle  third, 
and  three  in  the  lower  third.  The  olecranon  is 
therefore  the  most  common  point  of  fracture.  In 
three  cases  the  olecranon  fracture  was  incomplete. 
The  tip  of  the  ulnar  styloid  was  broken  in  13  per 
cent  of  the  single  fractures  of  the  ulna,  and  the  radial 
styloid  in  5  per  cent  of  the  single  fractures  of  the 
radius. 

Of  the  sixteen  fractures  of  the  radius  and  ulna,  60 
per  cent  occurred  in  the  lower  third  of  the  bones. 

The  low^er  end  of  the  radius  is  the  most  com- 
mon site  of  "chaufi^eur's  fracture,"  the  lower 
epiphyseo-diaphyseal  line  being  the  most  common 
level.  It  is  difficult  to  explain  why  in  some  of  these 
cases  only  one  bone  was  broken  while  in  others  both 
were  fractured.  The  factor  responsible  app>ears  to 
have  been  the  p>osition  and  amount  of  wrist  abduc- 
tion at  the  time  of  the  back-firing. 

There  were  four  cases  of  epiphyseal  separation 
due  to  back-firing,  and  two  due  to  falls  on  the  hand. 
The  swelling  was  diffuse  and  there  was  an  eccbymo- 
sis  at  the  front  or  the  back  of  the  wrist. 

There  were  four  cases  of  reversed  CoUes  or  Goy- 
rand  fracture,  two  of  which  were  due  to  back-firing, 
and  two  due  to  falls  on  the  hand  with  the  wrist 
flexed. 

In  the  cases  reviewed  there  were  only  three  classic 
Colles  fractures.  One  of  these  required  forcible 
wrenching  to  reduce  the  impacted  fragments. 

Fractures  of  the  bones  of  the  leg  occurred  in  118 
cases.  Twenty-five  were  due  to  slipping  or  to 
twisting  or  spraining  of  the  ankle,  twenty-one  to 
falls,  and  the  remainder  to  various  injuries  received 
during  sports,  etc.  Most  of  these  fractures  occurred 
during  the  second  and  third  decades  of  life. 

Of  forty-two  single  fractures  of  the  fibula,  thirty- 
four  (80  per  cent)  were  in  the  lower  two-thirds  of 
the  lower  third,  three  were  in  the  upper  third  of  the 
lower  third,  four  were  in  the  middle  third,  and  one 
was  in  the  upper  third.    The  direction  of  the  frac- 
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ture  was  usually  oblique,  although  at  the  distal 
end  of  the  bone  the  transverse  fracture  is  more 
common. 

Thirty-eight  per  cent  of  the  fractures  of  the  fibula 
and  malleolus  were  of  the  incomplete  variety. 

Of  the  twenty-one  cases  of  fracture  of  the  tibia 
alone  seven  were  in  the  lower  third  of  the  lower 
third  (malleolar),  eight  in  the  upper  third  of  the 
lower  third,  two  in  the  middle  third,  and  four  in  the 
upper  third  (two  of  the  tubercle  and  two  of  the  outer 
tuberosity). 

There  were  fifty-two  cases  of  fracture  involving 
both  the  tibia  and  fibula.  The  lower  tibial  third 
was  fractured  in  88  per  cent  of  these  cases.  The 
upper  half  of  the  lower  third  of  the  tibia  appears  to 
be  the  most  fragile  part  of  the  bone.  Almost  one- 
half  of  the  fractures  at  this  level  were  of  the  spiral 
type. 

Summarizing  the  series  of  tibial  and  fibular  frac- 
tures, it  is  seen  that  fracture  of  both  bones  was  more 
common  than  fracture  of  cither  of  them  alone.  The 
malleolar  fracture  was  the  most  common,  especially 
in  the  fibula.  Fracture  of  the  upper  half  of  the 
lower  tibial  third  was  practically  always  accom- 
panied by  fracture  of  the  fibula. 

Classic  Pott's  and  Dupuytren's  fractures  were 
comparatively  rare  in  this  series. 

Daniel  H.  Levinthal,  M.D. 

Kraus,  A. :  A  New  Case  of  Congenital  Luxation  of 
the  Head  of  the  Radius  (Un  nuovo  caso  di  lussa- 
zione  congenita  del  capitcllo  del  radio).  Policlin., 
Rome,  1922,  .x.\ix,  sez.  prat.,  8. 

Kraus  reports  a  case  of  congenital  forward  luxa- 
tion of  the  head  of  the  left  radius  of  a  girl  10  years 
of  age.  The  diagnosis  was  made  after  examination 
of  successive  roentgenograms. 

Such  an  anomaly  is  not  rare  as  118  cases  have 
been  reported  in  the  literature  and  in  somewhat 
more  than  half  of  these  the  condition  was  bilateral. 
Sixty-five  cases  showed  a  backward  luxation ;  thirty- 
seven,  a  forward  luxation;  eleven,  an  outward  lu.\a- 
tion;  and  five,  a  downward  luxation.  Seventy-five 
per  cent  of  the  subjects  were  males. 

In  the  author's  case  examination  of  the  roentgeno- 
grams shows  alteration  in  the  radio-ulnar  inter- 
osseous membrane,  increased  laxity,  structural  de- 
formities in  the  radio-ulnar  and  humeroradial  liga- 
ments, and  over-development  of  the  radial  tubercle 
which  is  raised  so  as  to  form  a  triangle  with  an  apex 
of  about  145  degrees.  This  over-development  of  the 
tubercle  has  not  been  reported  previously.  The 
radius  is  somewhat  longer  than  normal. 

W.  A.  Brennan. 

Cohen,  I.i  Dislocation  of  the  Pisiform.  Ann.  Surg., 
1922,  Ixxv,  238. 

The  author  reports  the  case  of  a  boy,  1 1  years  old, 
who  fell  and  struck  his  left  hand,  suffering  a  back- 
ward displacement  of  the  lower  epiphysis  of  the 
radius  and  a  forward  and  slightly  upward  displace- 
ment of  the  pisiform  bone. 


On  examination,  the  pisiform  bone  could  be  pal- 
pated at  a  higher  level  than  normal  and  was  dis- 
tinctly moveable.  Without  anaesthesia  an  attempt 
was  made  to  reduce  the  epiphysis.  A  small  gauze 
pad  was  then  strapped  over  the  pisiform  bone  with 
adhesive  pulling  distally,  and  the  wrist  was  put  up 
in  flexion.  A  second  X-ray  examination  showed  that 
the  epiphysis  was  only  partially  reduced  but  the 
pisiform  was  in  place.  Ten  days  later  passive  mo- 
tion was  begun.  At  this  time  the  pisiform  was  less 
moveable  than  at  the  previous  examination,  but 
more  moveable  than  normal.  By  the  fifteenth  day 
function  was  rapidly  returning. 

There  have  been  only  nine  cases  of  pisiform  dis- 
location reported  in  the  literature  up  to  the  present 
time.   Six  of  these  antedated  the  X-ray. 

The  cause  of  dislocation  of  the  pisiform  may  be 
either  a  direct  blow  or  muscular  violence. 

Daniel  H.  Levinthal,  M.D. 

Froelich:  The  Knd-Results  of  the  Treatment  of 
(^oniienital  Dislocation  of  the  Hip  by  Non- 
Operative  Reduction  (.L^s  rdsultats  ^loign^s  dans 
le  traitemcnt  des  luxations  cong6nitales  de  la 
hanche  pa.T  la  reduction  non  sanglante).  Rev.  d'or- 
ihop.,  1921,  3s.  viii,  451. 

Froelich  reports  a  scries  of  ninety-eight  cases  of 
congenital  dislocation  of  the  hip  ten  years  after  non- 
operative  reduction.  In  75  per  cent  of  these  cases 
reduction  was  perfectly  maintained.  Roentgeno- 
grams were  used  to  check  these  findings.  Until 
puberty  the  X-ray  may  show  changes  in  the  femoral 
head  and  neck  suggesting  a  true  coxa  vara.  At  the 
time  of  puberty  transitory  pain  or  slight  con- 
tractures may  occur  in  the  aflected  hip.  .\t  this 
time  also  a  painful  arthritis  may  develop  with 
superficial  destruction  of  the  femoral  head.  The 
latter  condition  is  probably  due  to  tuberculosis. 

Of  seventeen  other  cases  operated  upon  ten  or 
more  years  previously  one-third  showed  a  perfect 
anatomical  and  functional  result.  In  some  ca.ses 
with  a  perfect  functional  result,  however,  there 
were  changes  in  the  head  or  the  neck  of  the  femur 
such  as  thickening,  depression,  and  coxa  vara. 

The  author  favors  a  simple  method  of  treatment. 
After  reduction  he  maintains  the  limb  in  a  position 
of  abduction  and  flexion  for  four  months  by  means 
of  a  plaster  cast.  Thi>  same  position  is  then  kept 
for  one  month  without  ihe  aid  of  a  cast.  Finally, 
after  a  roentgenographic  examination,  walking  is 
begun  at  the  sixth  month  and  the  patient's  activity 
is  gradually  increased.  Loyal  E.  Davis,  M.D. 

Gazzotti,  L.  G.:   The  Hahn-Codivilla  Bone  Graft 

(Contribute  alio  studio  del  trapianto  osseo  alia 
Hahn-Codivilla).  Polidin.,  Rome,  1921,  xxviii,  sez. 
chir.,  548. 

In  1883  Hahn  implanted  a  pedunculated  graft  of 
the  fibula  into  the  tibia,  inserting  one  end  into  the 
medullary  part  of  the  upper  tibial  stump  and  leaving 
the  lower  end  free.  Later  modifications  concerned 
chiefly  the  fixation  of  the  lower  part  of  the  graft  to 
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the  lower  tibial  stump.  Codivilla  performed  the 
entire  operation  in  one  stage. 

In  a  case  of  pseudarthrosis  of  the  left  tibia  due  to 
a  gunshot  injury  the  author  cut  a  section  of  the 
fibula  i6  cm.  long,  inserted  its  upp)er  part  into  the 
medulla  of  the  proximal  stump  of  the  tibia,  and  fixed 
its  distal  end  to  the  lower  stump  by  means  of  a 
metal  strip. 

Seventy  days  later  the  X-ray  showed  that  the 
graft  was  vital  in  its  entire  extent,  but  at  the  upper 
part  there  was  a  slight  sequestrum  and  at  the  lower 
end  where  it  was  fixed  by  a  metal  band  osteogenesis 
was  not  evident.  At  the  end  of  one  hundred  and 
fifty  days  it  was  found  that  the  graft  had  been 
broken  in  the  center,  but  the  fragments  were  well 
approximated.  At  the  end  of  two  hundred  days  a 
callus  of  considerable  thickness  surrounded  the 
area  of  fracture  but  absorption  at  the  site  of  the 
metal  band  was  very  marked. 

At  the  end  of  two  hundred  and  seventy  days  the 
fracture  was  well  consolidated  by  a  strong  callus 
and  at  this  point  the  graft  had  grown  considerably 
in  volume.  An  operation  was  then  done  to  remove 
the  metaUic  strip  which  appeared  to  hinder  union, 
and  the  patient  left  the  hospital.  A  year  after  the 
original  operation  the  X-ray  showed  that  the  fibular 
graft  had  increased  in  diameter,  but  deep  atrophy 
had  caused  a  second  fracture  at  the  former  site  of 
the  metalUc  band.  Following  union  of  this  fracture 
the  patient  was  again  discharged  from  the  hospital. 

Three  and  one -half  years  after  the  original  opera- 
tion the  tibia  was  practically  normal  and  it  was 
no  longer  possible  to  determine  the  line  of  demarca- 
tion between  the  two  tibial  stumps  or  any  trace  of 
the  two  fractures. 

Moreau,   J.:     The    "Swallow-Tail"    Bone    Graft 

(La  greffe  osseuse    ''en    queue    d'aronde").    Arch, 
franco-beiges  de  chir.,  192 1,  xxv,  256. 

In  the  method  described  by  Moreau  the  graft  is 
cut  in  the  shape  of  a  trapezoid,  its  two  ends  being 
bevelled  off.  The  ends  of  the  bone  to  receive  the 
graft  are  then  prepared  in  a  reverse  way  so  that  the 
graft  fits  exactly.  This  method  of  fitting  a  trape- 
zoidal piece  in  a  mortise  is  known  in  carpentry  as 
the  "swallow-tail"  or  "dove-tail "  method.  The  graft 
and  bone  ends  are  tied  with  a  loop  of  chromic 
catgut. 

Several  clinical  cases  are  described  with  roentgen- 
ograms. From  these  and  from  theoretical  considera- 
tions the  author  draws  the  following  conclusions: 

1 .  Swallow-tail  bone  grafts  are  to  be  recommended 
because  they  penetrate  and  are  encased  by  healthy 
bone  tissue,  and  they  are  in  contact  with  a  large 
surface  of  the  bone  to  which  they  are  grafted. 

2.  The  method  of  fixing  such  grafts  in  position 
prevents  any  interruption  of  contact  with  the 
fragments,  renders  the  use  of  metallic  fixation 
unnecessary,  holds  the  fragments  in  their  proper 
position,  and  prevents  deformity  when  imion  takes 
place.  The  diaphyses  are  restored  to  their  primary 
position. 
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Above,  the  trapezoid  mortise.  Below,  the  bevelled 
graft. 

3.  This  method  of  bone  grafting  is  indicated 
particularly  in  cases  of  pseudarthroses  and  loss  of 
substance  in  the  bones  of  the  forearm. 

W.  A.  Brennan. 

SURGERY  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Klapp,  B.:  The  Present  Status  of  Surgery  of  the 
Joints  (Ueberblick  ueber  den  gegenwaertigen 
Stand  der  Gelenkchinu-gie).  Berl.  klin.  Wchnschr., 
1922,  hiii,  131 7. 

-  Klapp  discusses  in  detail  the  antiseptics  which 
have  been  used  with  good  results  during  and  since 
the  war.  He  agrees  with  Bier  that  tuberculosis  of 
the  joints  should  be  treated  not  only  by  surgery  but 
also  by  heliotherapy  or  the  induction  of  hyp)eraemia 
and  injections  of  sodium  iodide.  It  is  now  seldom 
necessary  to  amputate  for  tuberculosis  of  the  joints. 

Operative  mobihzation  of  stiff  joints  and  plastic 
surgery  of  the  joints  are  touched  upon,  including 
methods  developed  within  the  last  few  years  by 
which  excellent  results  have  been  achieved  accord- 
ing to  the  reports  of  Wolff,  Helfferich,  Payr,  Lexer, 
and  others.  The  statement  is  made  that  arthritis 
deformans  is  a  condition  very  well  suited  for 
operative  mobilization. 

In  conclusion  the  author  discusses  fracture  of  the 
neck  of  the  femur  and  its  surgical  treatment.  In 
certain  cases,  when  the  disability  is  severe,  it  is 
necessary  to  extirpate  the  head  in  order  to  place 
the  shaft  in  the  acetabulum  so  that  walking  will  be 
possible .  Creite  (Z)  .  • 

Pascalis,  G.:  The  Operative  Treatment  of  Cases 
of  Immobilization  of  the  Elbow  Due  to  Muscu- 
lar Retraction  (Trait  ement  sanglant  de  quelques 
cas  d'immobilisation  du  coude  par  retraction  mus- 
culaire).    Rev.  de  chir..  Par.,  1921,  lis,  624. 

The  author  describes  an  operative  method  con- 
sisting in  elongation  of  the  biceps  to  relieve  im- 
mobilization of  the  elbow  caused  by  muscular  con- 
traction due  to  a  suppurated  wound.  It  is  generally 
taught  that  the  biceps  has  a  tendon  inserted  in  the 
tuberosity  of  the  radius  and  an  aponeurotic  expan- 
sion detached  from  the  internal  border  of  this  tendon 
which  becomes  fused  with  the  antebrachial  aponeu- 
rosis. On  close  observation,  however,  conditions 
appear  somewhat  different.  The  af)oneurotic  ex- 
pansion is  not  detached  from  the  internal  edge  of 
the  princip>al  tendon  but  is  a  true  accessory  tendon 
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to  which  the  superficial  fibers  of  the  muscular  body 
are  attached.  This  accessory  tendon,  immediately 
subjacent  to  the  principal  tendon,  spreads  out  fan- 
wise  and  is  attached  to  the  superior  crest  of  the 
ulna.  It  is  well  fused  with  the  antebrachial  aponeu- 
rosis but  keeps  its  anatomical  individuality.  Evi- 
dently it  is  to  this  tendon  that  the  muscle  owes  its 
power  of  supination. 

The  author's  operation  consists  in  sectioning  the 
two  tendons  and  suturing  them  end-to-end,  thus 
obtaining  correction  of  the  faulty  attitude  of  the 
arm.  The  tendons  are  isolated,  the  accessory  tendon 
is  sectioned  at  its  lowest  part,  the  principal  tendon 
is  sectioned  at  the  point  where  it  is  united  to  the 
muscle,  and  the  accessory  tendon  is  slightly  twisted 
on  its  axis  and  sutured  at  its  distal  extremity  to 
the  proximal  extremity  of  the  principal  tendon.  If 
necessary,  an  elongation  of  s  or  6  cm.  may  be  ob- 
tained. W.  A.  Brennan. 

Fieri,  G.:   Osteoplastic  Amputation  ot  the  Femur 
by  Dalla  Vedova's  Method  and  Its  Complete 
Cinematization  (L'amputazione  osteoplastica  del 
femore  secondo  Dalla  Vedova  e  la  sua  cinematizza- 
zione  completa).    Chir.  d.  organi  di  movimenlo,  1921, 
V,  535- 
In  Pieri's  opinion  the  stump  formed  by  the  tech- 
nique devised  by  Dalla  Vedova  in  1913  best  fulfills 
the  three  conditions  regarded  by  Codavilla  as  essen- 
tial in  an  amputation  stump  of  the  lower  limb  and 
gives  the  best  conditions  for  cinematization.    Coda- 
villa's  conditions  are:  (i)  firm  adaptation  to  the  pros- 
thetic apparatus;    (2)  transmission  of  the  weight  of 
the  body  to  the  apparatus;   (3)  ability  of  the  stump 
to  perform  in  the  apparatus  the  necessary  move- 
ments. 

The  Dalla  Vedova  stump  may  be  considered  a 
partially  cinematic  stump  because  plastic  motors 
are  formed  in  the  flexor-extensor  loop  and  there  is  a 
free  smooth  cap  or  lid  on  the  end  of  the  femur  which 
closes  the  surface  of  the  bone  section.  The  branches 
of  the  muscle  loop  have  antagonistic  movements, 
and  if  the  surgeon  succeeds  in  creating  supporting 
points  on  the  branches  of  this  loop  to  transmit  move- 
ment to  prosthetic  apparatus  he  will  transform  the 
operation  into  a  true  cinematic  amputation. 

The  technique  followed  by  Fieri  in  carrying  out 
his  method  of  stump  formation  comprises  a  curvilin- 
ear incision  made  on  the  anterior  surface  of  the 
knee,  beginning  on  the  posterior  margin  of  the  con- 
dyle and  descending  to  the  anterior  tuberosity  of 
the  tibia.  The  end  of  this  incision  is  united  on  the 
posterior  surface  of  the  knee  to  a  second  incision 
having  its  convexity  downward  so  that  a  reversed 
V  with  curved  sides  is  formed.  The  anterior  flap  is 
made  by  dissecting  the  skin  and  subcutaneous  tissue 
to  the  insertion  of  the  patellar  tendon  which  is  cut 
at  this  point,  and  the  aponeurosis  and  ligaments 
are  cut  along  a  line  parallel  to  the  cutaneous  inci- 
sion. The  front  flap  is  lifted  up  and  the  articulation 
of  the  knee  is  opened.  In  the  disarticulation  of  the 
knee  the  crossed  ligaments  and  the  meniscus  are  left 


attached  to  the  tibial  epiphysis.  In  the  inferior 
epiphysis  of  the  femur  a  saw  cut  is  made  on  a  frontal 
plane  slightly  oblique  from  below  upward  and  from 
behind  forward  and  an  almost  right-angled  block  of 
bone  is  removed,  a  thin  cap  of  bone  corresponding 
to  the  femoral  trochlea  and  held  only  by  a  perios- 
teal hinge  being  left.  This  bone  shell  is  then  drawn 
up  and  sutured  to  the  femur. 

The  ajKineurosis  is  cut  along  the  jxwterior  cutane- 
ous incision  and  the  tendons  are  sectioned  2  or  3 
cm.  under  the  line  of  the  cutaneous  incision.  Fol- 
lowing their  exf)osure,  the  vessels  are  cut  between 
ligatures  and  the  nerves  are  cut  as  high  as  jxjssible. 
The  remaining  soft  parts  uniting  the  leg  and  thigh 
are  then  severed. 

The  flexor  tendons  are  sutured  to  the  patellar  ten- 
don, the  flexors  being  shortened  and  sutured  under 
tension.  The  skin  is  sutured  after  the  insertion  of 
drains. 

This  osteoplastic  operation  was  performed  by 
Fieri  on  two  soldiers  who  had  had  an  amputation 
some  distance  below  the  knee.  In  a  third  case  it 
was  done  for  gangrene  of  the  leg  following  an  injury. 
In  two  other  cases  of  amputation  it  was  modified  by 
the  formation  of  a  cutaneous  tunnel  and  plastic 
muscle  motors  for  cinematization.  The  end-results 
were  satisfactory.  The  soft  parts  covering  the  bone 
stump  were  quite  elastic.  The  cutaneous  tunnels 
through  which  the  prosthetic  apparatus  was  at- 
tached in  the  cinematic  procedure  were  formed  in 
much  the  same  way  as  in  other  cinematic  stump 
operations.  W.  A.  Brennan. 

Tavemier,  L. :  Operative  Treatment  of  Ankylosis 
of  the  Knee  Joint  (Trait  emcntop^ratoiredes  anky- 
loses du  gcnou).    Rev.  d'orlhop.,  1921,  3  s.  viii,  577. 

Operative  interference  in  ankylosis  of  the  knee 
attempts  to  obtain  ankylosis  in  a  better  position 
or  to  re-establish  movement  in  the  joint. 

Limitation  of  extension  due  to  pwpliteal  cicatrices 
or  retraction  of  the  flexor  tendons  is  not  true  anky- 
losis. 

When  correction  of  position  alone  is  desired  and 
when  the  ankylosis  is  slight,  osteotomy  or  osteoclasis 
are  both  of  value,  but  when  the  flexion  deformity 
exceeds  135  degrees  the  advantages  of  osteotomy 
are  apparent.  In  flexion  deformities  of  90  degrees, 
trochlear  resections,  progressive  reduction,  and 
popliteal  tenotomy  constitute  the  best  treatment. 

To  re-establish  mobility  in  an  ankylosed  knee 
there  are  two  procedures:  arthroplasty  and  articular 
grafting.  The  principles  of  arthroplasty  involve  the 
breaking  up  of  the  ankylosis,  the  placing  of  the 
articular  surfaces  in  a  position  as  nearly  normal  as 
possible,  and  the  interposition  of  tissue  to  maintain 
the  mobility  in  the  articulation.  Fedicled  flaps  of 
muscle,  aiX)neurosis,  and  subcutaneous  fat,  fascia 
lata,  and  amniotic  membrane  have  all  been  inter- 
posed with  varying  success.  Schepelmann  believes 
that  the  separation  of  the  articular  surfaces  by  trac- 
tion and  early  mobilization  are  of  far  greater  value 
than  the  interposition  of  a  flap. 
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Although  complete  haemostasis  is  obtained  ulti- 
mately if  an  Esmarch  bandage  is  not  used  during  the 
operation,  the  operative  field  is  less  clear.  All  of  the 
numerous  incisions  recommended  have  the  disad- 
vantage that  it  is  impossible  to  lengthen  the  quad- 
riceps tendon,  particularly  in  old  ankyloses.  Putti, 
however,  has  recommended  an-  incision  anterior  to 
and  below  the  patella  and  continued  laterally  by 
two  incisions  encircling  the  bone. 

The  author  believes  the  resection  of  peri-articular 
fibrous  tissue  is  a  very  important  step  in  the  opera- 
tion. It  is  generally  agreed  that  after  the  operation 
traction  is  indicated  to  separate  the  bony  surfaces 
and  prevent  dangerous  compression  upon  the  inter- 
posed tissue.  The  time  at  which  movement  is  begun 
and  the  amount  of  energy  used  in  the  movement  are 
factors  of  great  practical  importance. 

The  author  agrees  with  Murphy  that  the  unsuc- 
cessful results  of  arthroplasty  are  due  to  the  opera- 
tive technique  or  poor  postoperative  treatment. 
The  results  of  articular  grafting  are  not  briUiant 
and  the  indications  for  this  treatment  extremely 
limited. 

The  unfavorable  conditions  for  arthroplasty  are, 
in  the  order  of  their  importance,  bony  ankylosis,  in- 
volvement of  the  patella  in  the  ankylosis,  muscular 
atrophy,  a  tuberculous  origin  of  the  ankylosis,  and 


absence  of  the  patella.    The  latter  three  conditions 
may  be  considered  relative  contra-indications. 

Loyal  E.  Davis,  M.D. 

Wotschack:  The  Cause  of  Spontaneous  Rupture 
of  the  Quadriceps  Muscle:  Mobile  Body  of  the 
Patella  During  Growth  (Beitrag  zur  Entstehung 
der  spontanen  Quadricepsruptur :  Corpus  mobile  der 
Patella  in  der  Entwicklung).  Arch.  f.  klin.  Chir., 
ig2i,  cxviii,  726. 

Only  seven  cases  of  direct  rupture  of  the  quad- 
riceps muscle  are  rep>orted  in  the  literature.  The 
mechanism  of  the  rupture  is  the  same  as  that  of 
tears  of  other  muscles  and  tendons.  Indirect  causes 
include  a  fall  on  the  patella,  muscular  contraction 
made  in  falling,  and  disease  of  the  muscle.  Fairly 
large  bony  and  cartilaginous  bodies  indicating  a 
dissecting  process  in  the  bone  have  been  found  rela- 
tively frequently  in  the  torn-off  quadriceps  tendon. 

Wotschack  rep>orts  a  case  in  which  the  disease 
process  is  seen  in  an  early  stage,  that  is,  the  bony 
piece  is  not  yet  entirely  separated  and  consequently 
is  not  torn  out  with  the  tendon.  A  lateral  view  in  the 
roentgen  picture  shows  the  piece,  i  cm.  wide  and  i  cm. 
high,  separated  above  by  a  fissure  from  the  rest  of 
the  bony  tissue  but  below  joined  directly  to  the  bone. 
From  this  finding  the  danger  of  rupture  of  the  quad- 
riceps muscle  apj>ears  imminent.  Plenz  (Z). 
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Sauerbruch,  F.:  The  Surgical  Treatment  of 
Severe  Scolioses  (Ueberlegungen  zur  operativen 
Behandlungen  schwerer  Skoliosen).  Arch.  d.  klin. 
Chir.,  1921,  cxviii,  550. 

In  fibroid  phthisis  there  is  always  a  deflection  of 
the  spinal  column  toward  the  normal  side.  Following 
paravertebral  resection  of  the  ribs,  the  spinal  column 
bends  slowly  back,  its  vertex  coming  back  close  to 
the  median  line.  In  many  cases  an  over-correction 
is  reached.  Drawing  together  of  the  ribs  and 
relaxation  of  their  tension  determine  the  shape  of 
the  spinal  column. 

Sauerbruch  and  Lange  together  operated  on  a 
patient  with  a  high-grade  fixed  scoliosis.  AU  the 
ribs  on  the  concave  side  were  to  be  resected  near  the 
vertebrae.  In  order  not  to  place  too  great  a  strain 
upon  the  patient,  only  the  three  lower  ribs  were 
resected  in  the  first  stage  cf  the  of)eration.  These 
are  the  most  difiicult  to  resect  because  from  the 
ninth  rib  downward  the  vertebral  segments  dis- 
appear under  the  dorsal  musculature.  After  the 
wound  was  completely  healed  gymnastics  were 
begun.  The  condition  improved  during  the  first 
few  days  but  later  remained  stationary. 

Three  months  later,  at  a  second  operation,  the 
first  seven  ribs  were  resected  (4  to  5  cm.  from  each, 
as  at  the  first  operation).  No  improvement  could 
be  determined  as  a  direct  result  of  the  second 
operation,  either  in  the  habitual  posture  or  in 
mobility.  After  heahng  of  the  wound  gj'mnastic 
treatment  was  again  given.    Gradually  the  body 


was  drawn  over  more  from  the  right  convex  side  to 
the  left  concave  side  and  the  patient  became  able, 
with  an  effort,  to  assume  an  erect  position. 

To  reproduce  the  enormous  effect  of  the  approx- 
imation of  the  ribs  on  the  concave  side,  Sauerbruch 's 
assistant,  Frey,  proposed  a  sort  of  gathering  up  of 
the  ribs  on  the  convex  side.  In  animal  experiments 
it  was  found  that  this  operation  had  very  good 
results,  particularly  when  the  ribs  on  the  concave 
side  had  been  resected  previously.  Sauerbruch  used 
this  method  in  the  case  of  an  18-year-old  girl.  He 
first  resected  all  the  ribs  on  the  concave  side  and 
then  drew  the  third  to  the  seventh  ribs  on  the 
convex  side  very  tightly  together  by  means  of 
copper  wire.  The  result  was  so  surprising  that  at 
the  time  the  dressings  were  first  changed  the  spine 
might  have  been  called  straight.  Unfortunately, 
however,  the  wires  cut  through  the  ribs  and  one  was 
expelled  as  a  foreign  body. 

Acting  on  a  second  proposal  cf  Frey,  Sauerbruch 
operated  on  a  17-year-old  boy  with  severe,  rachitic, 
fixed,  right-sided  dorsal  scoUosis.  The  operation 
was  performed  in  two  stages.  In  the  first  stage  a 
section  3  cm.  long  was  resected  from  the  second 
to  the  ninth  ribs  on  the  concave  side,  and  in  the 
second  stage  a  similar  resection  was  done  on  the 
second  to  the  eighth  ribs  on  the  convex  side.  The 
effect  on  the  heart  and  lung  action  was  remarkably 
sUght.  A  plaster  of  Paris  dressing  was  applied  in 
extension  wi^h  sUght  pressure  on  the  scoliotic 
convexity  of  the  chest.  Eight  days  after  the  removal 
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of  the  plaster  of  Paris  the  scoliotic  convexity  of  the 
chest  had  nearly  disappeared  and  the  scoliotic 
curvature  of  the  spine   bad   become   considerably 

a^i-4-^..  '  D/-«T»^  f'7\ 


flatter. 


Port  (Z). 


Costantini  and  Duboucher :  A  Case  of  Anterolateral 
Luxation  of  the  Vertebral  Column  Reduced  by 
Open  Operation  (A  propos  d'un  cas  de  luxation 
antero  laterale  de  la  colonne  vertebrale  reduite  par 
la  methode  sanglante).  Rev.  d'orlhop.,  1922,  xxix, 
27. 

The  authors'  case  was  that  of  a  man  aged  45  years 
who  was  run  over  by  an  automobile.  The  X-ray 
showed:  (i)  right  anterolateral  luxation  of  the 
second  dorsal  vertebra  on  the  third;  (2)  overriding 
of  the  lower  articular  processes  of  the  second  lumbar 
vertebra  on  the  pedicle  of  the  third;  (3)  downward 
displacement  of  the  right  part  of  the  laody  of  the 
third  lumbar  vertebra  which  was  more  marked  in 
its  anterior  portion;  (4)  fracture  of  the  transverse 
processes  of  the  second  and  third  lumbar  vertebrae 
on  the  left  side,  opposite  the  lateral  luxation  of  the 
body  of  the  second  lumbar  vertebra. 

The  authors  attempted  to  determine  the  mechan- 
ism of  these  injuries  by  studies  on  cadavers  and 
skeletons  but  they  were  unable  to  arrive  at  any 
entirely  satisfactory  conclusion.  They  are  inclined 
to  the  belief,  however,  that  torsion  combined  with 
lateral  flexion  was  an  important  factor. 

The  luxation  was  easily  reduced  by  operation 
after  suspension  and  traction  had  failed. 

W.  A.  Brennan. 

Kleinberg:  Fractures  of  the  Spine.  J.  Bone  br  Joint 

Surg.,  1922,  iv,  80. 

In  a  great  many  cases  of  fracture  of  the  spine 
with  a  definite  history,  the  presence  of  deformity, 
and  localized  pain,  the  diagnosis  is  quite  easy.  In 
fresh  cases,  however,  the  early  recognition  of  the 
true  condition  is  often  diflScult,  especially  in  indus- 
trial injuries. 

Following  direct  or  indirect  violence  causing 
vertebral  fracture  there  is  localized  and  persistent 
pain  which  varies  in  degree.  This  may  be  so  mild 
that  the  patient  overlooks  it  or  so  severe  that 
morphine  is  necessary  for  its  relief.  There  may  also 
be  weakness  out  of  proportion  to  the  other  findings. 
Both  pain  and  weakness  are  increased  with  motion. 
The  pain  may  be  referred  also  to  the  nerve  dis- 
tribution corresponding  to  the  level  of  the  lesion: 
for  example,  to  the  lower  abdomen  when  the  lesion 
is  in  the  lower  dorsal  spine  and  to  the  lower  limbs 
when  the  lesion  is  in  the  lumbar  region.  Paralysis 
of  the  legs  and  loss  of  sphincter  control  and  sensa- 
tion, indicating  cord  injury,  are  suggestive  of  spinal 
fracture  and  occur  in  about  two-thirds  of  all  Cases. 

Objectively  there  is  tenderness,  mild  or  marked, 
which  is  always  definitely  localized.  Limitation  of 
motion  in  all  directions  is  found  and  helps  to 
differentiate  between  fracture  and  sprain,  the 
limitation  in  the  latter  case  being  in  ordy  one  or 
two  directions.   Change  in  contour  such  as  kyphosis 


or  lordosis  is  an  imf>ortant  sign  but  not  always 
present.  Roentgenograms  taken  in  two  planes 
furnish  the  most  convincing  evidence  of  fracture. 
Lateral  views  are  best  since  in  these  the  vertebral 
bodies  are  not  obscured  by  the  spinous  and  trans- 
verse processes,  the  laminae,  and  pedicles.  While 
the  patient  is  lying  on  his  side  the  intestines  should 
be  pushed  toward  the  front  of  the  abdominal  wall 
(into  the  flank). 

The  prognosis  as  to  life  may  be  said  to  bs  good  if 
intercurrent  affections  are  not  considered.  Death 
may  result  indirectly  from  gradual  exhaustion  due 
to  paralysis  and  trophic  lesions.  The  repair  of  the 
fracture  itself  is  slow,  the  callus  formation  being 
much  less  around  a  fractured  vertebra  than  that 
appearing  in  fractures  of  other  bones.  The  period  of 
disability  is  at  least  two  years  and  the  patient  is 
never  able  to  do  lifting  or  other  heavy  work. 

The  treatment  must  include  early  and  eflicient 
support  of  the  back.  When  the  patient  is  able  to 
walk,  such  support  is  obtained  by  means  of  a  brace 
or  cast  or  by  internal  bone  splinting.  Bone  splinting 
shortens  the  period  of  disability  and  for  this  reason 
should  be  done  early  if  at  all.  Its  one  disadvantage 
seems  to  be  the  amount  of  ultimate  stiffening  it 
produces.  The  usual  fracture  of  one  vertebra  pro- 
duces stiffening  of  only  one  or  two  joints,  while  a 
bone  graft  for  internal  splinting  must  extend  over 
at  least  six  vertebra:.  This  disadvantage  is  minimal 
in  the  dorsal  region  where  normally  very  little 
flexion  is  required.  When  the  radical  operative 
method  of  treatment  is  used  the  period  of  disability 
may  be  only  from  six  to  nine  months. 

The  author  states  that  in  cases  with  symptoms  of 
cord  injury  it  is  difl'icult  to  advise  laminectomy 
without  waiting  a  few  days  to  observe  the  effects 
of  rest  and  efficient  support.  From  the  symptoms 
alone  it  is  impossible  to  tell  the  pathology  of  the 
lesion.  The  roentgenogram  is  not  an  index  of  the 
degree  of  the  cord  injury  since  in  some  cases  with 
severe  crushing  fractures  and  displacement  of  frag- 
ments there  are  no  cord  symptoms.  If  laminectomy 
is  definitely  indicated  a  delay  of  several  days  may 
allow  further  damage  to  the  cord.  On  the  other 
hand,  exp>ectancy  may  be  rewarded  by  the  sponta- 
neous disappearance  of  the  paralysis  if  the  spine  is 
given  proper  support.  Many  surgeons  believe  that 
the  only  safe  procedure  is  laminectomy  performed  as 
early  as  the  patient's  general  condition  will  allow  it. 
The  relief  which  follows  the  operation  may  not  be 
the  result  of  the  decompression  but  due  to  sponta- 
neous recovery,  especially  if  it  comes  late.  The  very 
high  mortality  rate  of  this  operation  must  be  kept 
in  mind. 

Eight  cases  are  reported  which  were  seen  by  the 
author  from  one  to  many  months  after  the  injury. 
They  were  all  ambulatory  cases  without  cord  symp- 
toms except  a  spastic  gait  in  one  and  reflex  gastric 
symptoms  in  another.  Most  of  them  were  relieved 
of  the  pain  and  disability  by  the  application  of  a 
plaster  jacket.  One  patient  with  fracture  of  the 
fifth  lumbar  vertebra   was  not   relieved  after   six 
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weeks  of  such   support  but  was  practically   well 
eight  weeks  after  the  insertion  of  a  bone  graft. 

William  A.  Clark,  M.D. 

Hartshorn,  W.  E. :  Fracture  and  Dislocation  of  the 
Cervical  Vertebrse  without  Paralysis;  Report 
of  a  Case.    Boston  M.  b'S.  J.,  1922,  cLxxxvi,  141. 

In  reporting  a  case  of  fracture  and  dislocation  of 
cervical  vertebrae  without  paralysis  the  author  classi- 
fies some  of  the  more  common  injuries  and  describes 
their  symptoms.  Broadly  speaking,  they  are  of 
two  main  types,  those  with  and  those  without 
paralysis. 

Injuries  to  the  spinal  cord  may  be  classed  as  fol- 
lows: 

1.  Concussion.  This  may  be  associated  with  a 
temporary  paralysis. 

2.  Trauma  with  intraneural  or  spinal  haemor- 
rhages. The  paralysis  may  persist  for  a  considerable 
period  in  certain  groups  of  muscles,  and  then  gradu- 
ally disappear. 

3.  Injuries  to  the  cord  from  fragments  of  the  bony 
framework,  with  resulting  pressure  symptoms  or 
laceration  of  the  cord  with  destruction  of  tissue. 

4.  Pressure  on  the  cord  due  to  dislocation  of  the 
vetebrae  without  fracture. 

5.  Fracture  and  dislocation  of  the  vertebrae  with- 
out injury  to  the  cord. 

6.  Compression  fractures  of  the  bodies  of  the 
vertebrae.  John  Dunlop,  M.D. 

Albanese,  A.:  Clinical  and  Anatomical  Research 
on  Bertolotti's  Syndrome  (Per  la  conoscenza 
della  sindrome  del  Bertolotti.  Ricerche  cliniche 
ed  anatomiche).  Chir.  d.  organi  di  movimento,  192 1, 
V,  557- 

Bertolotti's  syndrome  is  the  characteristic  clinical 
syndrome  due  to  sacralization  of  the  fifth  lumbar 
vertebra.  In  191 7  Bertolotti  called  attention  to  the 
congenital  anomahes  of  the  vertebral  column, 
esj)ecially  those  of  the  sacrolumbar  region,  and  to 
the  nervous  and  vascular  syndrome  caused  by  them. 
He  demonstrated  by  means  of  the  X-ray  that  many 
obscure  clinical  conditions  incorrectly  considered 
to  be  sciatica  or  lumbago  were  due  to  an  abnormal 
development  of  the  lateral  processes  of  the  fifth 
lumbar  vertebra  and  to  the  abnormal  relations  of 
this  vertebra  to  the  sacral  and  iliac  bones.  Albanese 
describes  a  series  of  cases  of  such  anomahes,  in 
some  of  which  the  syndrome  appeared  after  the 
twentieth  year  of  age  and  in  others  of  which  the 
lumbar  sacralization  was  not  the  only  deformity 
present. 

Unilateral  sacralization  is  not  always  accom- 
panied by  scoliosis  or  by  unilateral  symptoms. 
Hypertricosis  is  not  a  constant  finding.  In  only  one 
case  could  pregnancy  be  regarded  as  the  cause  of 
.the  symptoms. 


The  author  suggests  that  the  anomaly  may  be  a 
phenomenon  of  atavistic  reversion. 

W.  A.  Brennan, 

Sicard,  J.  A.,  and  Forestier,  J.:  Chronic  Lumbar 
Rachialgia  —  Chronic  Rheumatismal  Lum- 
bago; Laminectomy  (Rachialgie  lombaire  chron- 
ique — lumbago  chronique  rhumatismal:  laminec- 
tomie).    Presse  mid.,  Par.,  1922,  xxx,  45. 

In  the  type  of  chronic  rheumatismal  lumbago  dis- 
cussed the  essential  characteristic  is  the  absence  of 
any  indication  of  a  bone  lesion  in  the  roentgeno- 
gram. The  condition  is  a  rachialgia,  lumbago,  or 
spondylalgia  rather  than  a  lumbar  arthritis  or 
spondylitis.  The  treatment  should  therefore  be 
surgical  rather  than  medical  or  physical,  viz.,  a 
lumbar  laminectomy,  which  is  curative  and  not 
dangerous. 

The  authors  give  the  positive  and  negative  char- 
acteristics which  differentiate  chronic  lumbar 
rachialgia  from  other  chronic  spinal  conditions  of 
the  rheumatismal  type.  Among  the  positive  char- 
acters are:  (i)  stiffness  localized  in  the  lumbar 
spine;  (2)  pain  which  tends  to  be  chronic,  is  noted 
especially  when  the  patient  changes  from  the  sitting 
to  the  standing  position,  and  radiates  about  the 
fifth  lumbar  vertebra  and  bilaterally  toward  the 
sciatic  region;  (3)  muscular  contraction,  a  lumbar 
rigidity  probably  due  to  some  peri-articular  liga- 
mentous sclerosis  and  evidently  an  antalgic  attitude; 
and  (4)  chronicity. 

Among  the  important  negative  characters  are 
the  absence  of:  (i)  any  vertebral  lesion  discernible 
by  the  X-ray,  (2)  changes  in  the  cerebrospinal  fluid, 
(3)  psoas  pain  in  extension  movements  of  the  thigh, 
and  (4)  reflex  and  sensory  phenomena. 

The  bilateral  lumbar  laminectomy  recommended 
includes  the  posterior  segments  of  three,  four,  or 
five  vertebrae.  The  solidity  of  the  spinal  column  is 
never  compromised  by  it.  The  authors  have  already 
reported  cases  in  which  repeated  laminectomies  done 
on  the  same  patient  in  the  dorsolumbar  region  with 
only  two  or  three  intervening  vertebrae  did  not 
affect  the  solidity  of  the  column.  Laminectomy 
appears  to  be  the  treatment  of  choice  in  cases  of 
lumbago  and  even  in  chronic  cases  of  lumbar  arthri- 
tis with  osteophytes.  The  operation  is  beneficial 
and  is  not  followed  by  either  local  or  general  com- 
plications. 

In  the  course  of  the  laminectomy  for  these  con- 
ditions the  epidural  space  will  be  seen  to  be  grooved, 
i.e.,  there  are  projecting  segments  due  to  hyper- 
trophy of  the  adipose  tissue  alternating  with  de- 
pressed segments  corresponding  to  the  yellow  liga- 
ments, a  veritable  transverse  bridge  being  formed 
from  one  yellow  ligament  to  the  other. 

Four  clinical  cases  treated  by  lumbar  laminectomy 
are  reported  in  detail.  \V.  A.  Brennan. 
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SURGERY  OF  THE  NERVOUS  SYSTEM 


Gatch,  W.  D.,  and  Ritchey,  J.  O. :    Neurofibro- 
myxoma  Treated  by  Conservative  Operation. 

Ann.  Surg.,  1922,  Ixxv,  181. 

Two  cases  of  neurofibromyxoma  treated  by  con- 
servative operation  are  reported  as  follows: 

Case  i.  A  tumor,  2  cm.  in  diameter,  which 
was  painful  and  increasing  in  size,  was  removed 
from  the  nerve  trunks  of  the  brachial  plexus.  On 
microscopic  examination  the  cell  mass  was  found 
to  be  essentially  fibrous  and  myxomatous  tissue, 
but  an  occasional  area  in  the  frozen  sections  sug- 
gested sarcoma.  No  nerve  tissue  at  all  was  found. 
The  clinical  course  of  the  case  ruled  out  malig- 
nancy. From  the  clinical  course  and  pathologic 
examination  the  tumor  was  classed  as  a  false  neu- 
roma of  the  class  neurofibromyxoma,  fibrous  tissue 
predominating. 

Case  2.  A  tumor  which  increased  from  the  size 
of  a  hen's  egg  to  that  of  a  goose  egg  in  two  months 
was  situated  on  the  brachial  plexus.  This  growth  had 
been  present  for  ten  to  twelve  years  and  caused  pain 
and  tingling  in  the  arm.  Microscopic  examination 
following  its  removal  showed  it  to  be  a  neuro- 
fibromyxoma in  which  the  myxomatous  tissue 
predominated. 

Guides  to  the  surgeon  as  to  the  malignancy  of 
nerve  tumors  are: 

1 .  Their  duration. 

2.  Motor  or  sensory  paralysis.  An  infiltrating 
tumor  produces  either  or  both. 

3.  Their  gross  appearance;  (a)  cystic  or  jelly- 
like, (b)  encapsulation. 

4.  Microscopic  study. 

George  E.  Sutton,  M.D. 


Gosset,  A.,  and  Charrier,  J.:  The  End-Results  of 
Nerve  Grafting  in  the  Surgery  of  Nerve  Wounds 

(R^sultats  61oignes  fournis  par  la  greffe  nerveuse  dans 
lachirurgiedesplaiesdesnerfs).  J.dechir.,ig22,xix,  i. 

The  Great  War  revived  an  interest  in  the  use  of 
grafts  to  bridge  nerve  lesions  with  a  large  loss  of  sub- 
stance, a  subject  first  considered  by  Albert  in  1876. 
Whenever  possible,  however,  direct  end-to-end  su- 
ture of  the  ends  of  a  divided  nerve  is  preferable  to 
any  other  method. 

The  author  reports  the  end-results  of  nerve 
grafting  of)erations  performed  by  himself  and  other 
French  surgeons.  Autografts,  homografts,  and 
heterografts  were  used.  The  results  are  classed  as 
good  if  sensory  and  motor  regeneration  has  occurred ; 
as  mediocre,  if  there  are  only  signs  of  sensory  return 
with  slight  motor  or  electrical  reaction;  and  as  poor 
if  there  is  no  evidence  of  regeneration. 

Of  the  autograft  operations  performed  by  the 
author  35  per  cent  gave  good  results;  45  per  cent, 
mediocre  results;  and  20  f)er  cent,  poor  results.  Of 
two  heterograft  operations  both  were  failures.  Of 
thirty-one  autograft  operations  performed  by  other 
French  surgeons  30  per  cent  gave  good  results;  40 
per  cent,  mediocre  results;  and  30  per  cent,  poor 
results.  Of  ten  operations  in  which  homografts 
were  used,  two  were  successful,  three  gave  mediocre 
results,  and  five  were  failures.  Of  fifty-eight  hetero- 
graftings,  five  were  successful,  forty  gave  mediocrr 
results,  and  thirteen  were  failures.  The  results  ob 
tained  by  direct  end-to-end  suture  are  therefore 
better  than  those  obtained  by  nerve  grafting.  Oi 
the  artificial  methods  of  bridging  nerve  defects 
autografting  is  best.  Ioym  I"   Dwis  Af  D 


MISCELLANEOUS 


CLINICAL  ENTITIES  —  GENERAL  PHYSIO- 
LOGICAL CONDITIONS 

Ansaldi,  C. :  A  Lymphatic  Cyst  Developing  in  an 
Accessory  Adrenal  Gland  (Ciste  linfatica  svilup- 
pata  in  una  ghiandola  surrenale  accessoria).  Poli- 
clin.,  Rome,  1922,  xxix,  sec.  chir.,  65. 

Ansaldi 's  patient  was  a  man  44  years  of  age  who 
presented  a  voluminous  tumefaction  bounded  in- 
ternally by  the  median  line,  below  by  the  bi-iliac 
line,  above  by  the  costal  arch,  and  externally  by  the 
prolongation  of  the  mid-axillary  line.  The  tumor 
was  smooth,  elastic,  slightly  movable,  and  not  pain- 
ful on  palpation.  Following  colonic  insufflation 
and  exploratory  puncture  a  diagnosis  of  retroperi- 
toneal cyst  was  made.  Insufflation  showed  that 
the  colon  was  in  front  of  the  tumor  and  that  the 
latter  was  situated  below  the  right  kidney. 

Laparotomy  confirmed  the  diagnosis.  The  colon 
was  intimately  adherent  to  the  cyst.     During  the 


enucleation  of  the  cyst  it  ruptured,  flooding  thi 
peritoneal  cavity  with  its  contents.  The  patient 
made  an  excellent  recovery. 

In  its  retracted  condition  following  its  removal  the 
cyst  measured  12  cm.  in  length  and  ii  cm.  in  breadth. 
Its  internal  surface  was  covered  with  nodules  and 
placques.  Histologically  the  inner  surface  showed 
neither  epithehal  nor  endothelial  lining,  but  ap- 
peared to  be  formed  by  the  fascicular  layer  of  the 
cortex  of  the  adrenal.  Staining  showed  that  all  the 
elements  were  infiltrated  with  fat  granules. 

The  author  discusses  retroperitoneal  cysts  in 
general.-  The  cyst  in  the  case  reported  he  regards 
as  a  lymphatic  cyst  developing  in  an  accessory 
adrenal  gland.  These  cysts  were  originally  de- 
scribed by  Niosi  who  reported  a  caise.  They  have 
no  special  clinical  characteristics.  They  begin  and 
evolve  slowly  and  usually  attain  a  considerable  size 
before  the  patient  seeks  medical  advice.  Later 
they  cause  oedema  of  the  lower  limbs  and  may  affect 
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the  ureters  and  bladder.  They  are  difficvdt  to  diag- 
nose, especially  when  they  are  large.  In  the  author's 
case  the  general  diagnosis  of  retroperitoneal  cyst 
was  made  because  of  the  cystic  consistency  of  the 
tumor  and  the  fact  that  the  colon  lay  in  front  of  it. 
The  possibility  of  a  renal  tumor  was  excluded  be- 
cause there  were  no  urinary  symptoms  and  the 
tumor  was  fixed.  Renal  tumors  are  relatively  mo- 
bile. 

The  precise  nature  of  the  cyst  could  be  estab- 
lished only  by  histologic  examination. 

W.  A.  BRENNiVN. 

Knox,  L.  C:  The  Relationship  of  Massage  to 
Metastasis  in  Malignant  Tumors.  Ann.  Surg., 
1922,  1.XXV,  129. 

It  has  been  generally  assiuned,  without  direct 
experimental  proof,  that  a  number  of  factors  favor- 
ing the  production  of  metastasis  in  malignant 
tumors  in  man  are  purely  physical.  These  include 
the  size  and  connective-tissue  relations  of  the 
tumor  cells,  the  pulsating  or  contractile  movements 
of  the  organs  in  which  they  are  implanted,  the 
number  of  the  blood  vessels  and  the  thickness  of 
the  blood-vessel  walls  upon  which  susceptibility 
to  trauma  by  pressure  or  massage  depends.  On 
the  other  hand,  accurate  clinical  study  and  experi- 
mental work  have  discredited  the  occult  and  con- 
venient theories  of  tissue  predispositions  and 
specific  immunity  of  organs  for  imtU  it  is  shown  that 
simple  mechanical  and  biological  facts  do  not 
account  for  the  peculiarities  in  the  occurrence  and 
distribution  of  metastases  vague  theories  should  not 
be  substituted. 

In  animals,  very  gentle  massage  for  a  total  period 
of  from  two  to  five  minutes,  distributed  over  a 
number  of  days,  has  been  shown  to  set  free  numer- 
ous particles  of  tumor  which  form  emboli  in  the 
lungs.  The  formation  of  metastatic  tumors  by  such 
emboli  dei)ends  upon  the  growth  activity  of  the 
primary  growth.  Tumors  which  do  not  grow  readily 
when  implanted  in  the  subcutaneous  connective 
tissue  form  much  fewer  metastases  than  those  of 
higher  virulence.  Carcinomata  and  sarcomata  of 
the  compact  spindle-cell  variety  are  not  influenced. 
Therefore  the  importance  of  avoiding  diagnostic 
or  operative  manipulation  of  a  tumor  in  man  is 
obvious.  C.  CoRBix  Yancey,  M.D. 

Schaaning,  G. :  Implantation  Metastases  (Implan- 
tations-metastasen).  Norsk  Mag.  f.  Lagevidensk., 
192 1,  Ixxxii,  109. 

Case  i.  A  35-year-old  woman  was  operated  on 
for  carcinoma  of  the  cervix.  During  healing,  a  tissue 
resembling  granulation  tissue  with  extensive  ulcer- 
ation developed  in  the  abdominal  wound.  Under 
the  microscope  this  tissue  appeared  similar  to  cancer 
of  the  uterus. 

Case  2.  A  50-year-old  woman  was  operated  on 
for  carcinoma  of  the  fundus  of  the  uterus.  Between 
three  and  four  months  later  carcinoma  nodules 
developed  in  the  abdominal  scar. 


Case  3.  The  patient  was  a  55-year-old  man  with 
cancer  of  the  stomach.  A  year  and  a  half  following 
resection  the  operative  scar  showed  infiltration 
which  under  the  microscoi)e  had  the  appearance  of 
gastric  cancer. 

Case  4.  A  53-year-old  woman  with  cancer  of  the 
stomach  was  treated  by  resection.  Six  months  later 
idcerating  nodules  appeared  in  the  abdominal  scar. 
Microscopic  examination  showed  carcinoma. 

Case  5.  The  patient  was  a  woman  57  years  of  age 
who  had  been  operated  on  three  years  previously  for 
hypernephroma.  During  the  last  six  months  there 
had  developed  in  the  operative  scar  a  well-defined 
tumor  which  microscopically  showed  the  structure 
of  a  hypernephroma. 

In  all  these  cases  the  incisions  were  made  in  nor- 
mal tissue  so  that  the  tiimor  mass  would  not  come 
into  direct  contact  with  the  woimd.  Therefore  the 
secondary  growths  must  have  been  due  to  super- 
ficial, detached  cells  and  these  must  possess  consid- 
erable vitality.  Case  5  is  of  particular  interest 
because  two  and  a  half  years  passed  before  the  sec- 
ondary tumor  became  noticeable. 

KORTIZINSKY  (Z). 

SERA,  VACCINES,  AND  FERMENTS 

Stewart,  T.  M.:  Autotherapy.    .V.  York  M.  J.,  1922, 
cxv,  135. 

The  author  gives  his  technique  and  results  in  the 
use  of  autotherapy.  Autotherapy  consists  in  the 
subcutaneous  or  intravenous  injection  of  toxic  sub- 
stances obtained  from  sputum  or  aural  or  nasal  dis- 
charges prepared  with  distiUed  water  and  incubated 
at  room  temperature.  Blood  and  senim  are  also 
used. 

Waag,  Camot,  and  Pappenheim  report  good  re- 
sults in  pernicious  anaemia  from  subcutaneous  in- 
jections of  the  patient's  own  blood.  Strossberg 
obtained  good  results  in  pellagra  with  autoserum. 
The  author  cites  cures  of  ethmoiditis  and  lar>-n- 
gitis  effected  by  subcutaneous  injections  of  naso- 
pharyngeal discharges  highly  diluted  with  normal 
saline  to  prevent  anaphylaxis. 

Viton  and  Poncet  give  high  dilutions  of  the  pa- 
tient's own  blood  intravenously  in  a  great  variety  of 
cases.  In  the  same  class  of  cases  they  use  also 
minute  doses  of  tubercvdin  with  good  results. 

The  principle  of  the  treatment  is  the  action  of  un- 
known immune  bodies.       Carol  E.  J.\meson,  M.D. 

BLOOD 

Buchanan,  J.  A.:  The  Medicolegal  Application  of 
Blood  Group.  J.  Am.  M.  Ass.,  1922,  Ixxviii,  89. 

The  author's  investigations  have  proved  that  the 
blood  group  is  not  a  criterion  in  the  identification 
or  fixing  of  parentage. 

One  of  the  most  fundamental  features  of  Mendel's 
experiments  was  the  demonstration  of  the  hetero- 
zygous nature  of  plants.  A  heterozygote  presents 
objectively  a  particular  character,  but  through  its 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


germ  plasm  has  the  capacity  of  transmitting  the 
character  which  was  evident  in  a  previous  genera- 
tion. The  heterozygous  type  occurs  in  man  and 
corresponds  genetically  with  the  hybrid  of  Mendel. 
In  man  the  heterozygote  cannot  be  determined  until 
the  offspring  is  studied.  The  homozygous  and 
heterozygous  natures  of  man  are  clearly  demon- 
strated when  both  parents  and  at  least  three  of  the 
offspring  are  studied. 

It  is  a  definitely  established  fact  that  a  character 
once  dominant  is  always  dominant.  The  interme- 
diate or  hybrid  stage  does  not  appear  objectively  in 
man,  as  the  crossing  of  two  inheritable  but  different 
characters  results  in  the  appearance  in  the  immediate 
offspring  of  the  segregation  of  the  characters  con- 
cerned and  thereby  necessitates  the  use  of  substi- 
tutes for  the  words  "dominant "  and  "  recessive"  in 
connection  with  human  heredity.  To  describe  the 
hereditary  characters  of  man  the  expressions  "dor- 
mant" and  "evident"  are  more  exact. 

An  indispensable  factor  in  proving  the  Mendelian 
segregation  of  characters  is  a  knowledge  of  the 
characters  involved  in  the  matings. 

It  has  been  supposed  that  blood  groups  not  rep- 
resented in  either  parent  have  been  produced  by  a 
union  of  the  hypothetical  agglutinins  and  agglu- 
tinogens. A  review  of  the  family  pedigrees  for  blood 
groups,  however,  shows  distinctly  that  the  groups 
in  the  children  are  limited  only  by  the  groups  rep- 
resented in  their  ancestors.  Blood  groups  occur  in 
either  a  homozygous  or  a  heterozygous  state;  if  the 
former,  the  children  are  all  of  the  same  group  as  the 
parents,  and  if  the  latter,  the  groups  present  in  the 
grandparents  will  appear. 

The  danger  in  the  medicolegal  application  of  the 
idea  that  the  blood  group  of  the  child  must  be  evi- 
dent in  the  parents  is  clearly  shown  in  the  accom- 
panying figure.  If  during  the  course  of  divorce  pro- 
ceedings or  a  will  contest  in  the  family  represented 
by  this  figure  the  blood  group  had  been  used  as  a 
criterion  of  legitimacy,  the  daughter  in  Group  i 
would  have  been  held  illegitimate.  Moreover,  a 
grandparent  might  be  a  heterozygote  and  in  virtue 
of  this  might  transmit  a  character  to  a  son  or 
daughter  who  in  turn  might  be  a  heterozygote. 
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Demonstratirtfe  possibility  that  Group  I  may  appear  as 
the  dormant  character,  and  the  possibilities  for  the  mis- 
carriage of  justice  if  the  blood  group  were  used  as  a  crite- 
rion of  parentage. 


Thus,  the  long  concealed  character  might  not  app)ear 
for  two  or  three  generations. 

The  author  concludes  that  it  is  to  be  hoped  no 
court  will  ever  utilize  a  means  of  adjusting  a  dispute 
that  is  surrounded  by  such  possibilities  for  the  mis- 
carriage of  justice. 

Walterhoefer  and  Schramin:  A  New  Method  for 
the  Surgical  Treatment  of  Pernicious  Anaemia 

(Ueber  einen  neuen  Weg  zur  opcrativcn  Behandiung 
der  pernizioesen  Anaemic).  Arch.  f.  kliit.  Chir., 
1921,  cxviii,  794. 

In  view  of  the  desf)erate  condition  of  persons 
suffering  from  jx-rnicious  anaemia,  the  authors 
regard  iis  justifiable  an  attempt  to  stimulate  the 
development  of  normal  bone  marrow  by  the  removal 
of  a  portion  of  the  degenerated  marrow  from  a 
meduUated  bone.  They  cxf)ected  a  vicarious 
apf)earance  of  erythropoiesis  of  the  spleen,  as  is 
observed  in  cases  of  destruction  of  the  bone  marrow 
by  tumors,  and  hoped  through  the  bone  marrow  to 
influence  the  function  of  the  spleen,  the  failure  of 
which  brings  about  the  same  result  as  that  caused 
by  splenectomy. 

The  reports  of  nine  cases  are  given  following  a 
description  of  the  technique.  The  operation  was 
undertaken  only  on  patients  who  were  severely  ill. 
In  one  case  death  occurred  on  the  second  day,  in 
another  the  condition  was  complicated  by  de- 
cubitus, and  in  a  third  the  condition  became  worse. 
In  the  remaining  six  there  was  a  very  marked 
improvement  in  the  general  condition. 

The  cause  of  the  subjective  improvement  is  to  be 
seen  in  an  increase  in  the  number  of  erythrocytes 
which  set  in  soon  after  the  operation.  The  haemo- 
globin rose  more  slowly.  No  leucocytosis  worth 
mentioning  was  observed  in  any  case. 

A  conclusive  statement  as  to  the  duration  of  the 
effect  exerted  on  pernicious  anaemia  by  the  removal 
of  marrow  from  a  medullated  bone  is  as  yet  un- 
warranted. Favorable  effects  were  obtained  in  a 
series  of  cases.  Naegeli  (Z). 

BLOOD  AND  LYMPH  VESSELS 

Montpellier,  J.,  and  Lacroix,  A.:  A  Curative 
Fibrosis  of  Varices  Obtained  by  Local  In- 
jections of  Biniodide  of  Mercury  (Fibrose 
curative  des  varices  obtenuc  par  injctlions  locales 
de  bi-iodure  de  mercure).  BruxelUs  mid.,  1922, 
xii,  168. 

Sicard's  method  of  treating  varices  seems  to  be 
a  decided  advance  in  therapeutics,  but  while  the 
injection  of  sodium  carbonate  is  not  difficult  for 
those  accustomed  to  making  intravenous  injections, 
in  the  hands  of  those  without  much  exp)erience  there 
is  danger  that  the  surrounding  tissues  may  be 
injured  by  the  powerfully  caustic  action  of  the 
sodium  carbonate. 

The  authors  have  therefore  sought  a  less  irritating 
chemical  possessing  the  obliterating  qualities  of 
sodium  carbonate.    This  they  found  in  biniodide  of 
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mercury  in  aqueous  solutions  of  i  or  2  per  cent  such 
as  are  commonly  employed  in  syphilis.  An  elastic 
band  is  placed  below  the  varicose  packets  and  the 
vein  punctured  with  the  needle  of  a  s>-ringe  carrying 
2  c,  cm.  of  the  biniodide  solution.  No  inconvenience 
is  caused  by  the  spreading  of  a  quantity  of  this 
solution  in  the  paravenous  tissues. 

The  effects  of  such  biniodide  injections  are  in 
every  way  comparable  to  those  of  Sicard's  solution. 
Twenty-four  hours  after  the  injection  small  varices 
are  transformed  into  hard  cords  with  apparently  no 
circulation.  In  very  large  varices  the  effect  may  not 
be  observed  for  four  days  or  perhaps  longer.  The 
venous  territory  in  the  neighborhood  of  the  point 
of  injection  tumefies  and  hardens.  There  is  neither 
pain  nor  reaction.  Histologic  examination  of  tissue 
removed  by  biopsy  shows  rapid  obliteration  of  the 
vein  and  total  fibrosis.  W.  A.  Brennan. 

GENERAL  BACTERIAL  INFECTIONS 

Phemister,  D.  B.:  Haematogenous  Staphylococcus 
Infections  Secondary  to  Foci  in  the  Skin.    /. 

Am.  M.  Ass.,  1922.  Ixxv'iii.   480. 

The  chief  habitat  of  staphylococci  is  the  skin. 
In  most  skin  infections  these  organisms  are  found  to 
be  either  the  exciting  cause  or  secondary  invaders. 
The  most  important  of  such  skin  lesions  are  boils 
and  carbuncles. 

That  skin  foci  are  sources  of  haematogenous  staph- 
ylococcus lesions  is  demonstrated  by  nineteen  cases 
briefly  summarized  and  grouped  according  to  the 
structures  involved.  In  all  instances  the  staphylo- 
coccus, usually  the  aureus  type,  was  the  only  organ- 
ism in  cultures  from  the  pus  obtained  at  operation. 
The  only  definite  focus  of  infection  for  the  entrance 
of  the  organism  was  in  the  skin,  and  in  only  one  case 
was  there  a  history  of  a  recent  focus  in  another  region. 

There  were  eight  cases  of  osteomyelitis,  involving 
such  bones  as  the  vertebrae,  the  tibia,  femur,  pha- 
langes, ilium,  radius,  and  humerus.  In  three  cases 
two  bones  were  involved;  in  two  cases  there  were 
multiple  renal  abscesses;  in  three,  a  perinephritic 
abscess  was  found;  in  four,  there  was  myositis,  and 
in  two,  arthritis. 

Lesions  may  occur  in  other  structures  such  as  the 
bursae,  tendon  sheaths,  pleurae,  the  pericardium,  and 
endocardium. 

Undoubtedly  the  nasopharynx  is  an  important 
portal  of  entry  for  the  staphylococcus,  but  as  yet 
little  is  known  regarding  the  exact  site  and  duration 
of  the  lesions  from  which  the  organisms  gain  entrance. 

Carl  R.  Steinke,  M.D. 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Robertson,  O.  H.,  and  Peyton,  R.:  Sources  of  the 
Antibodies  Developing  After  Repeated  Trans- 
fusion. J.Exper.  M..  1922,  .xx.xv,  141. 

There  are  several  reasons  for  the  gradual  decrease 
in  beneficial  effect  and  the  occasional  injury  due  to 


the  frequently  repeated  injection  of  alien  blood. 
The  blood  is  destroyed  more  rapidly  after  repeated 
transfusions  in  normal  animals  than  at  first.  Recent 
observations  indicate  that  circulating  antibodies, 
haemagglutinins,  and  haemolysins  are  involved  in 
this  destruction  to  a  considerable  degree. 

The  haemagglutination  in  its  most  marked  form 
has  been  traced  to  iso-antibodies,  and  the  frequently 
associated  rapid  blood  destruction  is  doubtless  of 
similar  origin.  The  antigenic  relationship  between 
the  red  cells  of  different  rabbits  is  so  close  that  nor- 
mal iso-agglutinins  become  fixed  upon  their  elab- 
orator's  own  corpuscles. 

As  has  been  claimed  by  Klein,  agglutinins  are 
present  within  the  red  cells  of  rabbits  and  are 
readily  demonstrated  in  water>'  extracts  of  the 
dried  corpuscles.  Whether  similar  agglutinins  are 
ever  present  in  human  cells  remains  to  be  deter- 
mined. Morris  H.  Kahx,  M.D. 

Pawlenko,  W.  A. :  The  Surgical  Anatomy  of  the 
Splanchnic  Nerve  (Die  chirurgische  .\iiatomie  des 
N.  splanchnicus).  Verhatidl.  d.  russ.  chir.  Piro- 
gof-Ges.,  Petrograd,  192 1. 

In  the  author's  opinion  the  induction  of  anaes- 
thesia of  the  splanchnic  nerve  by  Braun's  method  is 
of  great  imp>ortance.  To  explain  it  he  undertook  an 
anatomical  investigation.  The  formation  and  the 
jxjsition  of  the  splanchnic  nerves  were  studied  from 
the  standpoint  of  their  relationship  to  age,  sex,  and 
the  form  and  size  of  the  inferior  thoracic  aperture. 
The  coeliac  plexus  was  also  investigated,  and  the  most 
accessible  portion  of  the  splanchnic  nerve  for  the 
injection  of  an  anaesthetic  was  determined.  Pawlen- 
ko believes  that  an  isolated  anaesthesia  of  the  indivi- 
dual organs  of  the  abdominal  cavity  is  possible. 

There  are  three  kinds  of  fibers  in  the  splanchnic 
nerves:  (i)  vasomotor  fibers,  for  the  vessels  of  the 
intestinal  tract;  (2)  motor  fibers,  for  the  muscles  of 
the  intestine,  and  (3)  sensory  fibers.  There  are 
three  splanchnic  nerves:  the  major,  the  minor,  and 
the  minimus.  The  major  splanchnic  nerve  begins 
at  a  level  between  the  fifth  and  the  ninth  r  bs  and 
has  from  one  to  five  roots  which  usually  originate 
in  the  sympathetic  ganglia  but  sometimes  begin  at 
the  intergangliar  roots.  The  minor  splanchnic 
nerve  is  formed  at  the  level  of  the  tenth  to  the  twelfth 
rib  and  has  one  or  two  roots.  It  usually  is  joined 
with  the  major  splanchnic  nerve,  but  sometimes 
runs  separately  to  the  renal  plexus,  sending  only  a 
small  branch  to  the  major  splanchnic  nerve.  The 
minimus  splanchnic  nerve,  which  is  rarely  found,  is 
a  small  branch  which  begins  at  the  last  sympathetic 
ganglion  and  runs  to  the  renal  plexus. 

In  the  thorax  the  splanchnic  nerves  are  covered 
by  the  costal  pleura  and  may  shine  through  it. 
Running  downward,  they  disappear  between  the 
median  and  lateral  crura  of  the  diaphragm  into  the 
abdominal  cavity  where,  dividing,  they  run  into 
the  cceliac  plexus  and  semilunar  ganglion.  In  the 
abdominal  cavity  the  splanchnic  nerves  are  covered 
by  the  parietal  jieritoneum. 
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The  number  of  splanchnic  nerve  roots,  the  level 
of  origin  of  the  splanchnic  nerves,  and  the  angle  of 
division  of  the  individual  roots  show  considerable 
variation.  A  comparison  of  the  nerves  of  the  left 
and  right  sides  does  not  always  reveal  symmetry: 
the  left  splanchnic  nerve  usually  begins  higher  than 
the  right.  The  number  of  nerve  roots  is  greater 
in  the  embryo  than  in  the  adult,  and  in  the  young 
their  angle  of  division  approaches  a  right  angle 
whereas  in  adults  the  angle  is  acute.  Sexual  differ- 
ences could  not  be  demonstrated.  The  right 
splanchnic  nerve  ends  in  the  coeliac  plexus  at  a 
lower  level  than  the  left. 

Isolated  infiltration  of  the  splanchnic  nerve  is 
almost  never  possible;  the  injected  fluid  is  always 
found  in  the  region  of  the  sympathetic  nerve. 
When  the  injection  is  made  high  (at  the  level  of  the 
twelfth  thoracic  vertebra),  the  fluid  may  also  infil- 
trate the  right  vagus  nerve.  For  infiltration  of  the 
splanchnic  nerve  the  injection  must  be  made  at  the 
level  of  the  twelfth  thoracic  vertebra,  no  deeper  than 
1)4  cm.,  and  at  an  angle  of  45  degrees  to  the  anterior 
surface  of  the  vertebra.  The  needle  must  be  in- 
serted into  the  right  median  crus  of  the  diaphragm 
between  the  aortic  hiatus  and  the  oesophageal  hiatus 
and  directed  upward  and  backward. 

Isolated  anaesthesia  of  the  upper  abdominal  vis- 
cera can  be  obtained  by  injecting  into  the  cccliac 
and  the  superior  mesenteric  plexus.  As  the  sensory 
fibers  in  the  ca*liac  plexus  extend  up  to  the  level 
of  the  second  lumbar  vertebra  through  the  rami 
communicantes,  it  seems  necessary  to  anajsthetizc 
the  coeliac  plexus  in  addition  to  the  splanchnic 
nerves.    This  can  be  done  easily  under  direct  vision. 

Walcker  (Z). 

Mayeda,  T.:  Investigations  on  Parabiosis,  with 
Particular  Consideration  of  Transplantation 
and  Hypernephrectomy  (Unlersuchungcn  ucbcr 
Parabiose  mit  bcsondcrer  Beruecksichtigung  der 
Transplantation  und  Hyperncphrektomie).  Deutsche 
Ztschr.f.  Chir.,  1921,  clxvii,  295. 

Mayeda  did  the  Sauerbruch-Heyde  coelio-anasto- 
mosis  on  each  of  two  young  white  rats.  Mice  and 
guinea-pigs  proved  failures.  Of  seventy-five  pairs  of 
rats,  twenty  remained  alive  more  than  five  weeks. 
The  two  partners  were  obtained  from  the  same 
litters  in  eleven  ins'ances,  from  different  litters  in 
four,  and  from  unknown  litters  in  five.  One  of  the 
pair  frequently  showed  normal  or  increased  growth, 
while  the  other  was  stunted  and  died  first.  Such 
parabioses  the  author  calls  "heterogeneous."  In 
"homogeneous"  parabiosis  both  of  the  partners 
develop  equally  well.  These  are  the  basic  and 
constant  types  of  parabiosis. 

Mayeda  claims  that  the  animal  of  the  heteroge- 
neous parabiosis  which  dies  first  does  not  heal 
together  with  its  partner  but  becomes  separated 
from  it  by  leucocytes  and  a  wall  of  granulation  tissue 
and  shows  changes  like  those  of  pernicious  anaemia 
in  the  bone  marrow  and  spleen;  its  blood  is  hxmo- 
lyzed  by  the  serum  of  the  other  animal. 


The  author  agrees  with  Schoene  that  the  parabiosis 
is  a  reciprocal  homoioplastic;  the  transplantation  is 
successful  (homogeneous  parabiosis)  or  unsuccessful 
(heterogeneous  parabiosis) . 

Microscopic  examination  of  the  border  layer  and 
experiments  with  the  injection  of  dyes  during 
life  and  after  death  were  made  in  cases  of  well  and 
poorly  healed  parabioses.  Dermal  autoplastics  in 
individual  rats  were  almost  always  successful  if  the 
animals  were  no  older  than  three  months.  After 
that  age  they  were  difficult.  Freely  transplanted 
pieces  of  skin  were  viable  in  44  p)er  cent  of  the  non- 
parabiotic  rats  from  the  same  litter  and  in  28  per 
cent  of  those  from  different  litters.  If  the  transplant 
took,  the  subsequent  parabiosis  of  the  animals  was 
usually  successful. 

Pedicled  flaps  were  exchanged  between  ten  pairs 
of  non-parabiotic  rats  and  were  sectioned  after 
seven  to  fourteen  days.  In  five  animals  the  trans- 
plants remained  intact  for  longer  than  a  month  and 
were  covered  with  hair. 

The  results  of  the  autoplastics  on  animals  living 
in  parabiosis  became  very  poor.  Free  dermal 
homoioplasty  was  never  successful.  In  the  separa- 
tion of  the  parabioses,  a  few  millimeters  of  bordering 
tissues  were  also  removed.  These  degenerated  in 
animals  which  showed  a  developmental  difference 
among  themselves,  and  healed  in  parabiotic  animals 
of  equal  development. 

The  adrenals  were  transplanted  between  seven 
pairs  of  parabiotic  rats.  After  nineteen  days  one- 
quarter  of  the  adrenal  cortex  transplanted  into  the 
kidney  was  found  in  one  instance.  Bone  homoio- 
plasty failed  in  parabiosis.  The  bilateral  extirpation 
of  both  adrenals  of  one  partner  was  well  borne  by 
ten  well -developing  pairs  of  parabiotics,  but  pairs 
showing  unequal  development  rarely  survived, 
whether  the  two  adrenals  were  taken  from  the 
stronger  or  the  weaker  partner.  From  the  surviving 
well-developing  pairs,  the  partner  with  the  adrenals 
could  later  be  bilaterally  hypernephrcctomized 
without  harm.  In  the  meantime  the  accessory 
adrenal  tissue  had  developed  in  the  animal  operated 
upon  first.  Upon  this  factor  depends  the  survival  of 
one  of  the  rats  hypernephrectomized  bilaterally 
while  in  parabiosis  after  its  subsequent  release  from 
the  parabiosis.  In  this  way  a  procedure  was 
develop>ed  for  inducing  further  growth  of  the 
accesso  y  adrenals. 

A  bibliography  of  sixty-one  titles  and  nine 
microscopic  pictures  are  appended.      Schmu)t  (Z). 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Warren,  S.  L.,  and  Whipple,  G.  H.:  Roentgen-Ray 
Intoxication.  I.  Unit  Dose  Over  Thorax  Nega- 
tive, Over  Abdomen  Lethal.  Epithelium  of 
Small  Intestine  Sensitive  to  X-Rays.  J.  Exper. 
M.,  1922,  xxxv,  187. 

The  authors  conducted  a  series  of  exp>eriments 
up>on  normal  dogs  for  the  purpose  of  investigating 
the  systemic  intoxication  which  develops  after  a 
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suitable  exposure  to  large  doses  of  hard  roentgen 
rays.  Full  details  of  the  methods  followed  are  given, 
together  with  the  results  obtained  from  clinical 
observations  and  autopsy  findings.  The  findings  are 
summarized  in  the  following  conclusions: 

Roentgen  radiation  of  the  thorax  of  the  dog 
(abdomen  shielded)  gives  no  clinical  evidence  of 
intoxication  even  when  large  doses  (up  to  512  ma.- 
min.  are  used).  There  may  be  a  transient  leucopae- 
nia  and  a  slight  rise  in  urinary  nitrogen. 

Roentgen  radiation  of  the  abdomen  of  the  dog 
(thorax  shielded)  with  a  dose  of  350  ma.-min.  will 
almost  certainly  cause  a  fatal  intoxication.  Smaller 
doses  may  be  survived  but  usually  cause  signs  of 
gastro-intestinal  intoxication. 

The  lethal  intoxication  due  to  abdominal  radia- 
tion presents  a  remarkably  uniform  clinical  and 
anatomical  picture.  There  is  a  latent  period  of 
twenty-four  to  thirty-six  hours  during  which  the 
dog  is  perfectly  normal  clinically.  The  second  day 
usually  shows  the  beginning  of  diarrhoea  and  perhaps 
of  vomiting.  The  third  and  fourth  days  show 
progressive  intoxication  with  increasing  vomiting 
and  bloody  diarrhoea  until  the  dog  becomes  stupor- 
ous. Death  almost  always  occurs  on  the  fourth 
day. 

Anatomically  the  only  important  lesions  are  to  be 
foimd  in  the  small  intestine.  The  epithelium  of  the 
crypts  and  villi  shows  more  or  less  complete  necrosis, 
and  this  condition  may  involve  almost  all  of  the 
small  intestine.  The  epithelium  may  vanish  com- 
pletely except  for  a  few  cells  here  and  there  which 
have  escaped  and  are  often  found  in  mitosis,  prob- 
ably an  effort  at  repair  and  regeneration. 

The  authors  are  forced  to  the  conclusion  that  this 
remarkable  injury  of  the  epithelium  of  the  small 
intestine  is  responsible  for  the  various  abnormal 
reactions  and  final  lethal  intoxication  which  follow 
a  unit  dose  of  roentgen  radiation  over  the  abdomen 
of  a  normal  dog.  The  sensitiveness  of  the  intestinal 
epithelium  to  the  roentgen  rays  is  not  appreciated 
and  should  be  given  proper  consideration  in  clinical 
work.  Adolph  Hartxjng,  M.D. 

Warren,  S.  L.,  and  Whipple,  G.  H.:  Roentgen-Ray 
Intoxication.  II.  A  Study  of  the  Sequence  of 
Clinical,  Anatomical,  and  Histological  Changes 
Following  a  Unit  Dose  of  X-Rays.  J.  Exper.  M., 
1922, XXXV,  203. 

The  experimental  data  of  this  article  supplement 
those  of  a  previous  article  on  the  same  subject.  All  of 
the  experiments  previously  performed  made  it  very 
clear  that  initial  injury  of  the  epithelium  of  the 
small  intestine  was  responsible  for  the  severe  clinical 
reaction  and  lethal  intoxication.  It  seemed  desir- 
able to  study  this  reaction  carefully  and  to  record 
the  histologic  and  gross  changes  which  day  by  day 
followed  the  initial  exposure.  Therefore  a  number  of 
dogs  were  given  lethal  doses  of  roentgen  rays  over 
the  abdomen,  and  autopsied  at  varying  intervals 
thereafter.  The  results  are  recorded  in  the  following 
summary: 


Roentgen  radiation  in  lethal  dosage  given  over  the 
abdomen  of  a  normal  dog  is  followed  by  a  physiolog- 
ical reaction  of  remarkable  uniformity. 

The  first  twenty-four-hour  period  following  the 
exposure  is  negative  clinically  and  anatomically,  but 
histologically  there  are  distinct  changes  in  the  bone 
marrow,  spleen,  lymph  glands,  and  ovaries,  and 
definite  nuclear  changes  with  degeneration  in  the 
crypt  epithelium  of  the  small  intestine. 

The  second  twenty-four-hour  period  shows  slight 
clinical  disturbances  of  gastro-intestinal  nature 
(vomiting  and  diarrhoea).  The  mucosa  of  the  small 
intestine  shows  scattered  ecchymoses.  The  necrosis 
of  the  crypt  epithelium  may  be  almost  complete, 
while  the  epithelium  of  the  villi  remains  practically 
intact.  Slight  oedema  and  invasion  of  wandering 
cells  are  noted. 

The  third  twenty-four-hour  period  shows  increas- 
ing clinical  disturbance  with  vomiting  and  bloody 
diarrhoea.  The  small  intestine  from  the  edge  of  the 
pylorus  to  the  rim  of  the  ileocaecal  valve  is  raw,  red, 
and  inflamed.  The  cr\'pt  and  villous  epithelium  has 
in  large  part  vanished,  leaving  a  collapsed  framework 
of  the  mucosa  showing  a  little  oedema  and  invasion 
of  wandering  cells. 

The  fourth  day  marks  the  peak  of  the  intoxication, 
and  coma  followed  by  death  usually  develops  at  this 
time.  The  anatomical  and  histological  picture  resem- 
bles that  of  the  third  day.  There  is  more  evidence  of 
mitosis  and  efforts  of  repair  on  the  part  of  the  intes- 
tinal epithelium. 

The  stomach  is  not  concerned  in  this  reaction,  but 
the  colon  may  show  evidences  of  slight  injury.  The 
colon  is  obviously  much  more  resistant  than  the 
small  intestine. 

The  authors  believe  the  evidence  is  conclusive  that 
the  stormy  clinical  picture  and  fatal  intoxication  are 
due  entirely  to  the  injury  to  the  epithelium  of  the 
small  intestine.  Adolph  Hartung,  M.D. 

Warren,  S.  L.,  and  Whipple,  G.  H.:  Roentgen-Ray 
Intoxication.  III.  The  Speed  of  Autolysis  of 
Various  Body  Tissues  After  Lethal  X-Ray 
Exposures.  The  Remarkable  Disturbance  in 
the  Epithelium  of  the  Small  Intestine.  J. 
Exper.  M.,  1922,  xxxv,  213. 

In  preceding  articles  on  roentgen-ray  intoxication 
the  authors  submitted  evidence  that  lethal  roentgen- 
ray  exposures  produce  true  injury  of  the  epithelial 
ceUs  of  the  small  intestine  involving  both  the  nucleus 
and  the  protoplasm.  In  this  article  they  show  that 
autolysis  in  these  cells  is  profoundly  modified  by 
such  exposures.  In  the  exp)eriments  on  which  it  is 
based  dogs  were  killed  two,  twenty-four,  forty-eight, 
seventy-two,  or  ninety-six  hours  after  exposure  to 
radiation.  The  methods  employed,  the  experimental 
observations,  and  the  findings  in  several  normal 
control  animals  are  reported  in  detail. 

It  was  found  that  exposure  to  large  doses  of 
roentgen  rays  caused  a  notable  increase  in  the  speed 
of  autolysis  of  the  crypt  or  secretory  epithelium  of 
the  dog's  small  intestine.    These  changes  could  be 
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demonstrated  readily  in  material  obtained  from 
dogs  killed  two,  twenty-four,  forty-eight,  seventy- 
two,  or  ninety-six  hours  after  the  initial  radiation. 

In  the  radiated  dogs  the  secretory  crypt  epithelium 
of  the  small  intestine  autolyzed  first  and  the  epi- 
thelium of  the  villi  last,  while  the  reverse  was  true 
in  the  normal  control  small  intestine.  These  abnor- 
malities of  autolysis  associated  with  lethal  roentgen- 
ray  exposures  could  be  demonstrated  in  the  small 
intestine  over  the  whole  four-day  period  subsequent 
to  radiation. 

The  colon  .showed  little  change  and  the  stomach 
no  demonstrable  changes  in  autolysis  under  like 
conditions.   The  kidney  also  was  negative. 

The  spleen,  lymph  glands,  liver,  and  pancreas  of 
radiated  dogs  showed  a  moderate  increase  in  the 
rate  of  autolysis  within  forty-eight  hours  of  the 
initial  exposure. 

What  the  significance  of  this  disturbance  of  cell 
ferments  in  the  intestinal  mucosa  may  be,  the  authors 
cannot  say.  At  least  these  observations  strength- 
en their  confidence  in  the  profound  functional  dis- 
turbance of  this  important  intestinal  epithelium,  a 
disturbance  which  they  believe  is  responsible  for  the 
clinical  abnormalities  and  fatal  intoxication. 

Adolph  Hartung,  M.D. 

Stem,  S.:  Intensive  X-Ray  Therapy  as  Seen  Prac- 
ticed in  the  Clinics  in  Europe.  Am.  J.  Roenl- 
gcnol.,  1922,  n.s.  viii,  741. 

Stern  reports  in  detail  the  main  points  in  the 
technique  employed  at  the  various  clinics  of  Frank- 
fort, Freiburg,  Erlangen,  and  Berlin.  Aside  from 
the  virtual  agreement  as  to  the  necessity  for  appara- 
tus delivering  at  lea?t  200,000  volts  and  as  to  the 
employment  of  heavy  filters,  he  found  the  greatest 
divergence  of  opinion  with  regard  to  even  vital  ques- 
tions of  technique.  The  varying  techniques  de- 
scribed may  be  averaged  as  follows:  distance  30  to 
50  cm.;  field,  6  by  8  cm.  to  25  by  25  cm.;  time,  one 
to  six  or  seven  hours;  filter,  ^  to  ij^  mm.  copper 
or  0.5  to  0.75  mm.  zinc;  voltage  180  to  200  kv.;  and 
milliamperage  2  to  2^2. 

Stern  thinks  well  of  the  iontoquantimeter  em- 
ployed by  Friedrich  at  Frankfort,  and  of  the  charts 
designed  by  Dessauer  to  show  the  ray  absorption  at 
varying  depths.  Commenting  upon  the  great  di- 
vergence in  technique  he  says,  "One  insists  on  large 
and  far  fields  to  get  the  benefit  of  a  larger  proportion 
of  depth  dose,  and  another  prefers  concentration 
with  compression  to  get  nearer  to  the  lesion.  Some 
insist  on  the  importance  of  applying  the  entire 
carcinoma  dose  within  twenty-four  or  forty-eight 
hours;  others  divide  it  over  a  period  of  one  week; 
still  others  divide  it  into  four  weekly  doses." 

With  regard  to  the  erythema  dose  Stern  states 
that  some  are  satisfied  with  the  slightest  appear- 
ance, while  others  insist  upon  a  very  decided  reac- 
tion. There  is  the  most  serious  and  irreconcilable 
difference  of  opinion,  however,  regarding  the  ques- 
tion as  to  when  an  erythema  dose  should  be  repeated. 
Some  say  not  within  six  months,  others  repeat  in  six 


weeks,  and  one  clinic  applies  an  erythema  dose 
every  month  for  four  or  five  successive  months,  con- 
sidering it  not  only  safe  but  necessary.  Some  of 
these  questions.  Stern  believes,  will  eventually  de- 
cide themselves.  Treatments  of  seven  hours  a  day 
for  two  or  more  successive  days  and,  because  of  the 
time  element,  the  use  oi  1^2  mm.  copper  filters  are 
impracticable.  The  time  when  an  erythema  dose 
may  be  repeated  will  be  found  somewhere  between 
the  extremes  mentioned.  Stern  would  hesitate  to 
give  four  or  five  erythema  doses  at  monthly  inter- 
vals. On  the  other  hand,  he  does  not  believe  it 
necessary  to  wait  six  months. 

As  to  the  choice  of  cases,  it  was  found  that  most 
of  the  clinics  visited  have  practically  discontinued 
operating  upon  all  cases  of  carcinoma  of  the  breast 
and  uterus.  They  claim  that  in  unselected  cases 
a  cure  is  obtained  in  approximately  85  per  cent.  In 
malignant  growths  of  other  organs  the  results  are 
not  so  satisfactory.  .^11  of  the  clinics  emphasize 
the  fact  that  sarcoma  should  never  be  treated  sur- 
gically as  the  chances  of  metastasis  are  very  much 
increased  by  operative  interference. 

David  R.  Bowen,  M.D. 

Proust  and  Mallet:  Recurrent  Epithelioma  of  the 
Breast  with  Limitation  of  the  Recurrence  to 
the  Periphery  of  the  Irradiated  Area  (KjMthelio- 
ma  du  scin  r6cidivc  avec  limitation  pr6cise  de  la 
rdcidive  au  pourtour  d'une  zone  irradide).  Bull,  ct 
mfm.  Soc.  de  chir.  de  Par.,  1922,  xlviii,  195. 

In  the  case  reported  the  breast  and  axillary  glands 
of  a  woman  66  years  of  age  were  removed  for  cancer 
in  May,  IQ21.  In  August  the  vicinity  of  the  scar 
showed  redness  but  the  scar  itself  was  normal.  Nine 
treatments  with  the  X-ray  were  given,  but  in  spite 
of  this  the  redness  and  neoplastic  infiltration  of  the 
skin  increased.  The  recurrence  developed  in  a 
circular  pigmented  zone  the  central  portion  of  which 
appeared  normal.  The  authors  believe  that  the  free 
spot  corresponded  to  the  principal  zone  of  application 
of  the  X-rays. 

This  case  shows  the  high  therapeutic  value  of  ir- 
radiation and  the  difficulty  of  carrying  a  sterilizing 
dose  to  the  entire  surrounding  area.  Radium  and 
X-ray  therapy  given  in  conjunction  with  extensive 
surgical  excision  should  be  begun  at  the  periphery  of 
the  ablation.  Such  a  procedure  would  allow  the 
radiation  of  extensive  fields.  W.  .\.  Brennan. 

Holmes,  G.  W. :  Some  Observations  on  the  Treat- 
ment of  Hyperthyroidism  with  X-Rays.    Am. 

J.  Roentgenol..  1922.  n.s.  viii,  730. 

This  article  is  based  upon  the  X-ray  treatment  of 
369  cases  of  hyperthyroidism,  eight  of  which  are 
reported  in  detail,  .■'it  the  Massachusetts  General 
Hospital  a  goiter  committee  consisting  'of  a  clini- 
cian, a  surgeon,  and  a  roentgenologist  meets  once 
a  week  and  all  patients  are  seen  by  the  committee  in 
consultation.  New  cases  are  examined  in  order  that 
a  definite  diagnosis  may  be  made  as  to  type  and 
that  treatment  may  be  agreed  upon.    Old  cases  are 
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examined  before  any  change  is  made  in  the  treat- 
ment and  for  observation  or  discharge. 

Metabolism  tests  are  made  before,  during,  and 
after  treatment.  Sources  of  infection  and  the  pres- 
ence or  absence  of  cardiac  or  pelvic  disorders  and 
an  enlarged  thymus  are  determined  when  possible. 
The  patient's  occupation,  home  life,  and  distance  of 
residence  from  the  clinic  are  considered.  A  photo- 
graph of  the  patient  is  made  and  the  pulse  rate, 
weight,  temperature,  and  metabolism  rate  are 
charted. 

Colloidal,  cystic,  and  simple  goiters  are  n#t 
treated  by  radiation.  If  removal  is  advisable  sur- 
gery is  recommended.  For  malignant  goiters  im- 
mediate operation  followed  by  radiation  is  advised. 
If  surgery  is  contra-indicated  the  X-ray  alone  may 
bring  about  a  temporary  cure.  Toxic  adenomata 
respond  readily  to  X-ray  treatment  but  surgery  is 
quicker  and,  as  the  surgical  risk  is  slight,  most  of 
these  cases  are  referred  for  opeiation. 

Non-toxic  adenomata  have  not  been  treated  by 
X-ray  though  it  is  possible  that  localized  nodules 
may  be  reduced  by  this  method.  As  a  rule  these 
cases  are  kept  under  observation  or  treated  sur- 
gically. Exophthalmic  goiters  are  usually  treated 
first  by  rest  and  radiation.  The  surgical  risk  has 
been  found  to  be  greatest  in  this  class  of  cases  and 
they  respond  well  to  radiation.  The  importance  of 
rest  increases  with  the  degree  of  toxicity.  Patients 
with  a  very  high  metabolism  are  given  rest  before 
the  X-ray  treatment  is  begun.  Radiation  reduces 
the  operative  risk  by  destroying  the  thymus  and,  if 
not  too  prolonged,  does  not  make  the  operation 
more  difficult.  A  large  percentage  of  cases  so  treated 
never  come  to  operation. 

From  our  present  knowledge  it  is  fair  to  assume 
that  when  the  thyroid  gland  is  radiated  the  function 
of  the  gland  cells  is  inhibited.  As  the  dose  is  in- 
creased these  cells  atrophy  and  disappear,  to  be  re- 
placed by  connective  tissue.  Later  the  contraction 
of  this  new  fibrous  tissue  may  interfere  with  the 
blood  supply  and  still  further  inhibit  glandular 
function.  Therefore  the  dose  should  be  adapted  to 
the  type  of  case.  It  must  also  be  kept  within  the 
limits  of  skin  tolerance.  Holmes  has  employed  an 
8-in.  parallel  spark  gap,  a  4-mm.  aluminum  filter  and, 
in  the  early  cases,  an  8-in.  skin  target  distance. 
Later  a  lo-in.  and,  in  some  cases,  a  i6-in.  distance 
was  used.  In  most  of  the  cases  three  areas  were 
exposed,  one  at  each  side  of  the  neck  and  one  over 
the  thymus.  In  some  cases,  with  the  use  of  a  i6-in. 
distance,  the  area  exposed  included  the  entire  thy- 
roid and  the  upper  portion  of  the  thymus.  The 
interval  between  treatments  is  usually  three  weeks. 

In  striving  for  the  maximum  effect  short  of  an 
erythema  dose  Holmes  believes  it  is  safer  to  dimin- 
ish the  interval  rather  than  to  increase  the  dosage. 
Basal  metabolism  tests  are  made  frequently  and 
when  the  rate  reaches  normal  the  treatment  is 
stopped.  If  the  drop  has  been  rapid  it  is  stopped 
sooner.  In  cases  which  respond  favorably  an  im- 
provement  in   the   nervous  symptoms   is   usually 


noted  at  the  end  of  the  first  three  weeks.  Frequently 
a  severely  toxic  patient  is  able  to  return  to  work  after 
the  third  treatment,  and  from  that  time  the  treat- 
ment need  not  interfere  greatly  with  his  routine. 
In  cases  which  are  more  stubborn,  rest  should  be 
insisted  upon  or  surgery  resorted  to  after  the  fourth 
or  fifth  treatment. 

It  is  not  desirable  to  prolong  the  treatment  as  its 
prolongation  will  make  the  operation  more  difficult. 
In  Holmes'  expierience,  however,  the  difficulty  of 
operation  has  not  been  increased  by  four  or  five 
treatments  given  within  a  period  of  six  months.  Un- 
toward skin  effects  such  as  atrophy  and  telangiecta- 
sis may  be  avoided  by  keeping  well  under  the 
erythema  dosage;  if  not  avoided  they  may  be  more 
disfiguring  than  the  surgical  scar. 

David  R.  Bowen,  M.D. 

LEGAL  MEDICINE 

No  Malpractice  in  Treatment  of  Knee  and  Ab- 
scesses. Hanson  vs.  Harris  (S.  D.),  1S4  N.W.R., 
p.  262. 

The  plaintiff's  right  knee  was  run  over  by  a  wagon 
wheel.  A  physician  was  called,  but  the  knee  soon 
became  very  much  swollen,  inflamed,  and  very 
painful.  About  two  weeks  after  the  injury  the 
defendant  was  asked  to  treat  the  case  and  moved 
the  plaintiff  to  his  hospital.  On  opening  the  knee 
joint  the  defendant  found  a  large  cavity  extending^ 
5  in.  above  the  knee,  which  was  filled  with  thin  sero- 
purulent  pus.  A  number  of  abscesses  containing  pus 
had  formed  about  the  knee.  The  defendant  made 
four  incisions,  drained  and  cleaned  out  the  ab- 
scesses, and  applied  the  proper  drainage  and  irriga- 
tion. By  examining  with  his  finger  inserted  through 
the  incision  into  the  cavity  of  the  knee,  he  found 
that  there  was  no  fracture  of  any  of  the  bones.  The 
joint  was  badly  infected,  however,  and  the  bone  had 
become  infected  to  some  extent. 

Following  this  treatment  the  swelling  and  the 
temperature  went  down,  and  about  ten  days  or  two 
weeks  after  the  plaintiff  entered  the  hospital  the 
defendant  injected  Beck's  paste  into  the  joint 
abscesses  and  pus  cavities.  Soon  thereafter  another 
abscess  formed  on  the  calf  of  the  leg,  but  healed 
quickly  after  it  was  opened,  drained,  and  irrigated. 
At  the  end  of  five  or  six  weeks  the  plaintiff  was  dis- 
charged from  the  hospital  as  cured.  His  knee  was 
then  nearly  stiff  and  so  bent  that  when  he  stood  up 
only  his  toes  touched  the  ground.  Eight  months 
later  he  went  to  another  hospital  where  the  knee 
joint  was  opened  and  necrosis  of  the  bones  of  the 
joint,  especially  of  the  lower  end  of  the  femur,  was 
discovered.  Small  quantities  of  Beck's  paste  were 
found  also  in  the  joint,  and  a  roentgenogram  taken 
some  months  later  showed  that  some  of  the  paste 
still  remained  in  the  cavities  formed  by  the  abscesses. 

After  a  thorough  analysis  of  the  testimony  the 
court  failed  to  find  any  facts  that  warranted  the  con- 
clusion that  the  defendant  was  negligent  or  unskill- 
ful in  his  treatment  of  the  plaintiff's  injury  or  that 
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any  other  course  of  treatment  known  to  the  medical 
profession  would  have  produced  better  results.  The 
plaintiff  had  suffered  much  pain  and  no  doubt  would 
continue  to  suffer  great  pain  and  much  inconven- 
ience from  the  condition  of  his  leg.  The  mere  fact 
that  his  leg  was  not  restored  to  its  normal  condition 
and  function  did  not  prove,  or  even  imply,  that  the 
defendant  was  negligent  or  unskillful.  Physicians 
and  surgeons  are  not  to  be  held  for  results,  but  only 
for  the  kind  of  service  rendered  by  them. 

It  was  argued  that  the  use  of  Beck's  paste  was 
unnecessary  and  under  the  circumstances  was  im- 
proper treatment  because  the  paste  was  intended 
to  be  applied  to  cases  of  chronic  or  tuberculous 
abscesses,  while  the  abscesses  in  this  case  were 
acute.  The  defendant,  however,  appeared  to  have 
used  the  paste  in  the  exercise  of  his  best  judgment 
that  it  was  necessary  to  hasten  the  healing  of  the 
abscesses  about  the  knee.  The  court  did  not  agree 
either  with  the  contention  that  the  defendant  should 
have  kept  the  leg  in  splints  in  order  that,  if  it  was  to 
be  stiff,  it  would  be  straight  instead  of  bent.  The 
leg  was  splinted  for  some  time,  but  as  the  defendant 
believed  that  the  knee  joint  would  not  be  entirely 
stiff  after  it  healed,  the  splint  was  removed. 

J.  A.  Castagndjo. 

Treatment  of  Alleged  Osteomyelitis  with  Vaccine 
— Mistakes  in  Judgment.  Edwards  et  al.  vs.  Uland 
(Ind.),  iji  N.E.K.,  p.  240. 

The  plaintiff  alleged  that  the  defendants  had 
carelessly  and  negligently  advised  and  used  the 
vaccine  treatment  for  osteomyelitis  in  the  upper 
part  of  his  left  arm.  The  evidence  showed  that  after 
obtaining  the  history  of  the  case  the  defendants 
stripped  the  patient  to  better  observe  the  results  of 
past  ailment  and  treatment.  There  were  numerous 
scars  due  to  operations.  Because  of  a  history  of 
osteomyelitis,  they  made  use  of  the  common  tests 
to  discover  the  presence  of  that  disease,  viz.,  the 
determination  of  the  blood  pressure,  a  blood  count, 
microscopic  examination  of  the  blood  for  infection, 
urinalysis,  and  a  roentgen-ray  examination  of 
the  affected  arm.  The  latter  appeared  to  show  a 
normal  condition  of  the  bone.  The  findings  indi- 
cated that  there  was  no  osteomyelitis  at  that  time 
and  no  need  for  a  surgical  operation.  V'accine 
treatment  was  therefore  believed  to  be  the  proper 
treatment. 

The  court  stated  that  the  defendants  did  not 
admit  they  were  mistaken  in  the  method  of  their 
treatment,  but  even  if  they  had  been,  this  was  not 
of  itself  sufficient  to  require  them  to  respond  in 
damages.  When  there  is  a  reasonable  doubt  as  to 
the  nature  of  the  physical  conditions  involved  or  as 


to  what  should  be  done  in  accordance  with  recog- 
nized authority  and  good  current  practice,  a  physi- 
cian is  not  ordinarily  liable  for  damages  consequent 
on  an  honest  mistake  or  error  in  judgment  in  making 
a  diagnosis,  in  prescribing  a  treatment,  or  in  deter- 
mining whether  an  operation  is  necessary.  One 
surgeon  possessing  great  learning  and  skill  might 
perform  a  certain  of)cration  when  another  of  equal 
learning  and  skill  would  not  perform  such  an  opera- 
tion, the  difference  being  due  to  their  judgment  as 
to  the  necessity  for  the  intervention. 

There  is  no  presumption  of  negligence  or  want  of 
skill  from  a  failure  to  cure.  The  mistake  of  the 
physicians  in  this  case,  if  any,  was  in  determining 
after  careful  diagnosis  the  method  of  treatment  that 
they  would  follow — in  assuming  that  a  cure  would 
be  effected  by  the  use  of  vaccines  without  surgery. 
If  there  had  been  a  question  as  to  whether  they  were 
careless  and  negligent  or  unskillful  in  the  use  of  the 
method  chosen,  there  would  have  been  a  question 
for  the  jury  as  to  a  fact.  Under  the  facts  proved, 
there  was  at  most  only  a  mistake  in  judgment  after 
a  careful  diagnosis  of  the  case.  Therefore  the  judg- 
ment entered  on  a  verdict  in  favor  of  the  plaintiff 
was  reversed  and  instructions  were  given  the  trial 
court  to  grant  a  new  trial.  J.  A.  Castagnino. 

Roentgenograms  as  the  Best  Evidence.    Daniels  vs. 
Iowa  City  (Iowa),  i8j,  N.  W.  R.,  p.  415. 

The  supreme  court  of  Iowa,  in  affirming  a  judg- 
ment in  favor  of  the  plaintiff  for  damages  for  per- 
sonal injuries,  stated  that  the  record  showed  that  an 
expert  was  permitted  to  testify  as  to  what  roentgen- 
ray  photographs  show,  how  they  are  taken,  how 
conditions  are  indicated  thereon,  and  as  to  his  physi- 
cal examination  of  the  plaintiff.  The  court  appre- 
ciates that  too  strict  an  application  of  the  best  evi- 
dence rule  as  applied  to  roentgen-r^y  photographs 
is  not  desirable,  but  it  could  not  be  said  that  any 
prejudice  resulted  in  sustaining  the  objections  to  the 
questions  propounded. 

It  is  proper  for  an  expert  to  explain  a  roentgen-ray 
photograph  in  the  particulars  that  are  not  under- 
stood by  a  layman.  What  the  jury  could  see  and 
understand  about  the  matter  is  not  the  subject  of 
expert  testimony,  and  this  the  supreme  court  under- 
stood to  be  the  effect  of  its  prior  decision.  A  roent- 
genogram may  be  used  for  purposes  of  demonstra- 
tion by  an  expert  as  if  he  had  the  object  itself  before 
the  jury  for  explanation.  That  bone  can  be  dis- 
tinguished from  the  flesh  in  a  roentgen-ray  photo- 
graph, and  that  bone  makes  a  heavier  shadow  than 
muscle  is  proper  expert  testimony.  Such  scientific 
facts  are  not  known  by  the  average  layman. 

J.  .\.  Castagnino. 
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Mironowa,  S.  M.:  Two  Cases  of  Perforation  of  the 
Uterus  with  Penetration  of  the  Abdominal 
Cavity  by  a  Bougie  (Zwei  Faelle  von  Uterusper- 
f  oration  mit  Austritt  des  Bougie  in  die  Bauchhoehle) . 
Shorn,  rabot  po  akusch.  i  ginek.,  1921,  i,  112. 

The  number  of  induced  abortions  has  greatly  in- 
creased in  Russia  during  recent  times  and  there  has 
been  a  corresponding  increase  in  the  serious  com- 
plications caused  by  foreign  bodies  inserted  into 
the  uterus  for  the  purpose  of  inducing  abortion. 

In  the  first  case  reported  by  the  author  a  bougie 
was  inserted  by  a  midwife  into  the  uterus  of  a  non- 
pregnant woman  21  years  old  because  of  the  sus- 
picion of  pregnancy.  The  bougie  disappeared  within 
the  next  few  days.  Twelve  days  later  a  median 
laparotomy  was  done.  The  bougie  was  found  in  the 
abdominal  cavity  among  adhesions  in  the  right 
anterior  fornix.  The  uterus  showed  a  small  depres- 
sion with  a  blood  clot.  Removal  of  the  bougie  was 
followed  by  recover>^ 

In  the  second  case  a  midwife  introduced  a  bougie 
twice  into  the  uterus  of  a  woman  26  years  old  who 
had  been  pregnant  for  2}4  months.  The  bougie  dis- 
appeared, and  the  midwife,  thinking  that  it  had 
fallen  out,  inserted  another.  Pain  necessitated  its 
removal,  and  on  the  fourth  day  the  patient  entered 
the  hospital.  A  laparotomy  disclosed  a  local  puru- 
lent peritonitis  and  the  bougie  lying  free  in  the 
posterior  part  of  the  pouch  of  Douglas  and  directed 
toward  the  caecum  and  appendix  which  were  covered 
with  pus.  The  uterus  showed  a  perforation  in  its 
posterior  wall.  Hysterectomy  was  done,  the  stump 
covered  with  peritoneum,  the  abdominal  cavity 
closed,  and  the  vagina  drained.    Recovery  followed. 

SCHAACK  (Z). 

Proust,  R.,  and  Mallet,  L. :  The  Respective  Indica- 
tions for  Hysterectomy,  Radium  Treatment, 
and  Penetrative  Radiotherapy  in  Cancer  of 
the  Cervix  of  the  Uterus  (Des  indications  respec- 
tives  de  I'hysterectomie,  de  la  curiethdrapie  et  de 
la  radiothdrapie  pendtrante  dans  le  cancer  du  col  de 
I'uterus).    Presse  med.,  Par.,  1922,  xxx,  89. 

A  study  of  published  statistics  shows  that  follow- 
ing surgical  treatment  of  cervical  cancer  the  number 
of  patients  with  recoveries  lasting  more  than  five 
years  is  little  more  than  30  per  cent  of  the  number  of 
those  surviving  the  operation. 

Following  radium  therapy  not  more  than  20  per 
cent  of  the  patients  survive  more  than  five  years. 

Following  penetrative  roentgenotherapy  the  sur- 
vivals for  more  than  five  years  equal  60  per  cent  in 
operable  cases  and  23  per  cent  in  inoperable  cases, 
while  the  average  for  all  is  about  30  per  cent.  After 
five  years  the  percentage  of  survivals  falls  to  20 
per  cent. 


Radium  therapy  and  roentgenotherapy  have  a 
lower  immediate  mortality  than  op)erative  treat- 
ment but  operative  treatment  is  followed  by  longer 
survival. 

With  regard  to  the  method  of  treatment  indicated 
the  authors  classify  cancer  cases  into  the  following 
four  groups  irrespective  of  the  nature  of  the  cancer 
as  revealed  by  biopsy: 

1.  Clearly  early  cases  in  which  the  uterus  is  stUI 
mobile. 

2.  Cases  still  clearly  operable,  but  with  invasion 
of  the  ligaments. 

3.  Cases  with  inoperable  ligamentary  invasion, 
but  in  which  the  general  condition  is  good. 

4.  Very  advanced  cases. 

In  the  first  class  radical  operation  should  be  done. 
The  surgeon  must  be  sure  to  reach  healthy  tissue. 
In  such  cases  the  operative  mortality  is  low  and  sur- 
gery offers  a  better  prognosis  than  any  other  treat- 
ment. Frequently  the  operation  shovdd  be  pre- 
ceded by  a  vaginal  appUcation  of  radium  but  the 
delay  must  not  exceed  three  weeks.  Also  it  is  of 
advantage  to  give  penetrative  X-ray  treatment  of 
the  broad  ligaments  at  least  one  month  after  the 
operation  to  destroy  any  malignant  cells  that  may 
have  remained  in  the  pelvis. 

In  the  second  class  of  cases,  in  which  there  is  in- 
vasion of  the  broad  ligaments.  op>eration  offers  less 
certainty  of  cure  and  it  is  better  to  use  radium 
therapy  which  gives  as  complete  destruction  and 
has  a  much  lower  mortality  rate.  The  application 
of  the  radium  to  the  uterus  and  vagina,  however,  is 
not  sufficient.  It  must  be  placed  in  the  midst  of  the 
broad  ligaments  or  its  action  must  be  immediately 
supplemented  by  j)enetrating  irradiation  of  the 
parametrium  with  the  X-ray. 

In  inoperable  cases  in  which  the  jiatient's  general 
condition  is  good  there  is  considerable  danger  of 
fistula  formation  following  radium  therapy.  There- 
fore the  principal  treatment  should  be  irradiation 
with  the  X-ray,  radium  being  used  only  as  a  supple- 
ment and  applied  within  the  uterus  or  abdomen  but 
never  within  the  vagina. 

In  very  advanced  cases  the  X-rays  should  be  em- 
ployed, but  with  care  to  avoid  massive  dosage. 

Other  factors  to  be  considered  in  the  choice  of 
treatment  are  the  time  which  has  elapsed  since  the 
beginning  of  the  condition  and  the  nature  of  the 
development,  and  the  histologic  type  of  the  tumor. 

In  cases  of  rapidly  developing  tumors  the  follow- 
ing three  facts  should  be  borne  in  mind: 

1.  For  the  destruction  of  the  cancerous  cell  the 
method  must  have  an  immediate  effect. 

2.  Radium  has  a  rapid  action  (fifteen  days). 

3.  Penetrating  irradiation  has  a  slow  action 
(about  six  weeks). 
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The  type  of  neoplasm  is  important.  In  cases 
resisting  radiotherapy  operative  intervention  may 
find  new  indications  besides  those  mentioned. 

For  postoperative  destruction  of  cells  the  authors 
accept  radium  therapy  and  reject  roentgenotherapy, 
but  as  supplementary  treatment  to  operation  they 
recommend  roentgenotherapy  and  reject  radium 
therapy.  They  strongly  recommend  extended  radio- 
therapy given  by  the  intra-abdominal  application 
of  radium  with  or  without  associated  penetrative 
roentgenotherapy. 

They  reject  roentgenotherapy  for  pre-op>erative 
destruction  of  malignant  cells  because  of  the  cutane- 
ous changes  it  produces  which  are  unfavorable  to 
cicatrization.  Radium  therapy  as  a  postoperative 
adjuvant  is  rejected  because  its  principal  (intra- 
uterine) use  is  rendered  impossible  by  the  removal 
of  the  uterus.  W.  A.  Brennan. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Polak,  J.  O.,  and  Welton,  T.  S.:  A  Study  of  the 
Griffin  of  Bleeding  in  Ectopic  Pregnancy.   .4  m. 

J .  Obsl.  &Gymc.,  1922,  iii,  164. 

The  authors'  studies  have  shown: 

1.  That  a  decidual  reaction  may  be  found  at  sev- 
eral points  in  the  tube  in  ectopic  points  often  far  re- 
mote from  the  seat  of  implantation. 

2.  That  coincident  with  the  separation  or  death 
of  the  ovum  due  to  haemorrhage  into  the  decidua 
there  is  bleeding  from  the  uterus  and  from  the  sev- 
eral points  of  decidual  reaction  in  the  tube. 

3.  That  tubal  peristalsis  and  the  vis  a  tergo  of  the 
clot  in  the  tube  expel  blood  from  the  abdominal  os- 
tium into  the  peritoneum,  and  that  this  blood  grav- 
itates into  the  cul-de-sac. 

4.  That  the  same  factors  contribute  a  portion  of 
the  blood  making  up  the  bloody  discharge  from  the 
uterus  which  signifies  the  separation  or  death  of  the 
embryo.  E.  L.  Cornell,  M.D. 

Hirschfeld,  T.:  The  Surgical  Treatment  of 
Inflammatory  Tumors  of  the  Adnexa  (Die 
operative  Behandlung  der  entzuendlichen  .\d- 
ncxtumoren).    Dissertation:  Berlin,  1921. 

The  chief  cause  of  inflammatory  tumors  of  the 
adnexa  is  gonococcal  infection.  It  is  believed  that 
50  per  cent  of  inflammations  of  the  adne.va  are  of 
Ronorrhccal  origin.  In  the  less  frequent  septic  and 
putrefactive  processes  the  streptococcus,  staphy- 
lococcus, and  bacillus  coli  play  the  largest  part.  In 
these  cases  also  the  infection  is  usually  an  ascending 
one,  the  bacteria  reaching  the  tubes  by  way  of  the 
uterus.  Tubercle  bacilli  are  found  as  excitants  in 
only  about  10  per  cent  of  all  diseases  of  the  adnexa. 
The  infection  is  usually  secondary,  being  carried  by 
way  of  the  blood  stream.  The  possibility  of  tuber- 
culous infection  through  coitus  is  disputed. 

The  treatment  of  inflammation  of  the  adnexa 
should  at  first  be  conservative,  whatever  the  cause. 
In  from  70  to  qo  per  cent  of  cases  such  treatment 
effects  a  cure.  In  some  instances,  however,  expectant 


measures  are  useless  and  operation  is  indicated. 
It  is  usually  in  the  cases  of  women  of  the  working 
classes  who  cannot  take  sufficient  rest  to  allow  the 
inflammatory  process  to  quiet  down  that  cure  can 
be  obtained  only  by  operation.  These  are  usually 
cases  of  tumors  of  the  adnexa  in  a  subacute  or 
chronic  stage. 

The  question  arises  whether  operation  is  indicated 
also  when  an  acute  septic  process  is  present,  a  rapid 
enlargement  of  the  pyosalpinx  can  be  determined, 
and  there  is  danger  of  rupture  of  the  pus  sac. 
Doederlein  and  Kroenig  refuse  to  of>erate  in  these 
cases.  If  operation  must  be  performed,  the  abdominal 
route  is  preferable  to  the  vaginal  as  in  the  latter 
there  is  greater  danger  of  injuring  the  intestine. 

For  the  skin  incision  Pfannenstiel's  transverse 
incision  is  usually  to  be  preferred.  If  the  patient  is 
young,  only  the  adnexa  should  be  removed  but  in  the 
cases  of  those  in  or  near  the  climacteric  the  uterus 
also  may  be  removed,  a  procedure  which  gives 
particularly  good  results. 

In  Faure's  method,  which  is  widely  recommended, 
the  uterus  is  first  split  down  and  then  the  tumors 
of  the  adnexa  are  loosened  from  adhesions  by 
traction  and  freed  from  the  uterus.  Over  against 
these  more  or  less  radical  operative  methods  for 
tumors  of  the  adnexa  of  gonorrhcral  origin  stands 
the  conservative  surgery  which  must  be  employed 
if  cessation  of  function  is  to  be  avoided  in  the  cases 
of  young  wopien.  In  such  cases  one  is  Hmited  to 
resection  of  the  tubes.  A  wedge-shaped  excision  of 
their  interstitial  portion  is  recommended.  If  the 
ovary  on  one  side  is  involved,  it  must  be  removed  as 
well.  In  bilateral  disease  of  the  ovaries  an  attempt 
should  be  made  to  preserve  at  least  a  portion  of  one 
ovary  in  order  not  to  arrest  ovulation  and  menstrua- 
tion. If  there  is  occlusion  of  the  tubes  unassociatcd 
with  more  severe  inflammatory  changes  and  giving' 
no  trouble  except  sterility,  mutilating  operation 
must  be  avoided.  Recently,  repeated  attempts  hav« 
been  made  in  such  cases  to  restore  the  function  oi 
the  tube  by  the  formation  of  an  artificial  ostium. 

It  is  often  vety  difficult  to  determine  with  cer- 
tainty whether  disease  of  the  adnexa  is  tuberculous 
or  not.  Usually  this  can  be  done  only  by  the 
process  of  exclusion.  In  general,  tuberculosis  of  thi- 
genital  organs  shows  a  strong  tendency  toward 
healing.  Consequently  there  is  seldom  an  urgent 
indication  for  the  removal  of  tuberculous  tumors  of 
the  adnexa.  However,  if  the  disturbances  are  so 
great  that  surgery  is  necessary  the  operation  should 
be  as  conservative  as  possible;  that  is,  it  should  be 
limited  if  possible  to  removal  of  the  tubes,  especially 
since,  as  a  rule,  the  patient  is  a  young  woman. 

Dkncks  (Z). 

Janney,  J.  C:    Report  of  Three  Cases  of  a  Rare 

Ovarian  Anomaly.    Am.  J.  Obsl.  6*  Gynrc,  1922, 

iii,  173- 

The  three  cases  reported  showed  the  presence  of 

uterine  tissue  in  the  ovary.    They  were  found  in 

going  over  4,853  pathologic  specimens  at  the  Free 
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Hospital  for  Women,  Brookline,  Mass.  They  were 
all  discovered  incidentally,  the  operations  having 
been  performed  for  other  conditions  which  had  not 
directed  attention  to  the  ovaries  primarily. 

E.  L.  Cornell,  M.D. 

Martzlofif,  K.  H.:  Dermoid  Cysts  of  the  Ovary;  A 
Report  of  Four  Cases.  Bull.  Johns  Hopkins  Hasp., 
1922,  xxxiii,  66. 

In  discussing  four  cases  of  dermoid  cysts  of  the 
ovary  the  author  emphasizes: 

1.  The  importance  of  puncturing  the  ovary  or  a 
small  ovarian  cyst  for  diagnostic  purposes  when  con- 
servation is  to  be  practiced. 

2.  The  value  of  routine  examination  of  all  path- 
ologic tissue  removed  at  operation. 

3.  The  feasibility  of  conserving  a  portion  of  nor- 
mal tissue  of  one  or  both  ovaries,  even  in  the  pres- 
ence of  a  dermoid  growth,  in  order  that  thereby  the 
danger  and  inconvenience  of  an  op)erative  menopause 
may  be  avoided. 

Only  one  case  of  dermoid  cyst  in  association  with, 
and  included  in,  the  wall  of  a  multilocular  pseudo- 
mucinous cystadenoma  of  the  ovary  has  been  ob- 
served in  the  Johns  Hopkins  Hospital. 

The  incidence  of  mahgnant  changes  in  a  dermoid 
cyst  in  the  Johns  Hopkins  Gynecological  Clinic  is  i 
per  cent.  Harvey  B.  Matthews,  M.D. 

EXTERNAL  GENITALIA 

Payne,  R.  L.:  A  Technique  for  the  Repair  of  Re- 
laxed or  Lacerated  Perineum.  J.  Am.  M.  Ass., 
1922,  Ixxviii,  574. 

The  salient  features  of  the  technique  which  has 
been  used  by  the  author  satisfactorily  for  ten  years 
are:  (i)  the  complete  liberation  of  the  entire  rec- 
tocele  from  the  muscles  and  fascia  of  the  perineum 
to  permit  a  thorough  reduction  of  the  herniated 
portion  of  bowel;  (2)  the  insertion  of  only  nine 
stitches;  (3)  the  use  of  interrupted  sutures;  and 
(4)  simplicity  and  ease  of  execution  of  the  opera- 
tion. 

One  Allis  forceps  is  placed  at  the  highest  point  of 
the  rectocele  where  the  anterior  and  posterior  vaginal 
walls  meet,  and  another  at  a  slightly  higher  level  on 


either  side  at  the  edge  of  the  labia  minoris.  The 
rectocele  is  separated  from  the  levator  ani  by  an  in- 
cision and  the  rectum  is  freed  from  the  muscles  and 
fascia  so  that  a  crescentic  shelf  is  formed. 

One  suture  is  applied  in  each  sulcus,  picking  up 
only  vaginal  fascia  and  mucous  membrane.  The 
rectocele  being  reduced  with  a  rigid  instrument,  a 
second  suture  passes  over  and  catches  the  vaginal 
fascia  and  mucosa  at  the  central  point.  This  suture 
is  not  tied  until  the  entire  approximation  is  com- 
pleted. Three  interrupted  sutures  beginning  and 
ending  at  a  point  half  way  between  the  levator  shelf 
and  the  skin  margin  are  then  inserted  and  tied  to 
maintain  the  reduction  of  the  rectocele. 

A  second  row  of  sutures  is  begun  just  under  the 
skin  margin  to  approximate  the  second  plane  of 
muscles  and  fascia.  These  are  inserted  on  a  plane 
between  the  first  three  approximating  sutures.  The 
skin  is  closed  with  loose  sutures  of  plain  catgut. 

The  different  steps  are  illustrated  by  six  sketches. 

C.  F.  .\XDR£WS,  il.D. 

MISCELLANEOUS 

Gruss,  J.:  Surgical  Treatment  of  Malformations 
of  the  Internal  Genital  Organs  (Operative 
Behandlung  von  Missbildungen  des  inneren  Geni- 
tales).    Rozhledy  v  chir.  a  gynaek.,  1921,  i,  185. 

Laparotomy  is  preferred  by  the  author  in  the 
majority  of  cases  of  malformation  of  the  internal 
genital  organs  as  it  permits  exact  inspection  of  the 
organs  within  the  abdominal  cavity.  He  recom- 
mends laparotomy  vmconditionally  in  pregnancy 
in  the  rudimentar\'  horn  of  a  bicornate  uterus,  high 
g>'natresia,  particularly  when  it  is  complicated  by 
haematosalpinx,  in  haematometra  in  a  rudimentary 
horn  of  the  uterus,  and  in  dysmenorrboca  due  to 
rudimentary  development  of  the  uterus. 

In  complete  absence  of  the  vagina  Baldwin's 
method  of  substitution  is  recommended.  Rudimen- 
tar>'  development  of  the  uterus  is  not  a  all  so  rare  as 
might  be  inferred  from  the  literature.  .\  diagnosis 
of  complete  absence  of  the  uterus,  on  the  other  hand, 
is  erroneous  as  traces  of  this  organ  can  always  be 
demonstrated  in  the  subperitoneal  region. 

KlNDL  (Z). 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Fruhinsholz,  A.,  and  Parisot,  J.:  Anomalies  of 
Thyroid  Function  in  Their  Relation  to  Preg- 
nancy (Dcs  anomalies  de  la  fonction  thyroidienne 
dans  leurs  rapports  avec  le  gestation).  Gynec. 
et  obsl.',  1921,  iv,  169. 

The  authors  have  made  a  collective  review  of  the 
literature,  separating  the  experimental  and  clinical 
observations  and  summing  up  the  outstanding 
conclusions  of  the  various  reporters. 

They  discuss  the  experimental  reports  under  the 
following  general  heads:  (i)  the  influence  of 
gestation  on  the  thyroid  gland  in  the  normal  state, 
(2)  gestation  and  hyperthyroidism,  (3)  gestation 
and  hypothyroidism,  and  (4)  the  offspring  of 
animals  with  thyroparathyroid  insufficiency. 

Many  observers  have  noted  that  during  preg- 
nancy the  weight  of  the  thyroid  is  increased  both 
absolutely  and  relatively.  Borzytowski,  who 
studied  the  structure  of  the  gland  during  pregnancy, 
found  many  signs  of  increased  secretion  such  as  the 
formation  of  new  follicles,  a  deeper  staining  property 
of  the  cells,  and  an  increase  in  the  colloid  content 
and  the  blood  supply.  In  the  parathyroids  of  the 
pregnant  cat  he  found  also  karyokinetic  figures 
which  Civaller  did  not  find  in  man.  Lange  even 
diagnosed  a  pregnancy  from  the  enlargement  of  the 
thyroid  before  any  other  signs  were  apparent. 

As  a  possible  etiological  factor  the  functional 
relationship  between  the  thyroid  and  the  corpus 
luteum  or  the  placenta  or  fcrtus  is  mentioned. 
Ref)eatcd  injections  of  extract  of  the  placenta;  of 
rabbits  injected  into  three  virgin  rabbits  produced 
an  enlargement  of  the  thyroid  as  well  as  an  enlarge- 
ment of  the  hypophysis  and  adrenals. 

The  experimental  data  on  gestation  and  hyper- 
thyroidism are  very  variable  and  unsatisfactory  as 
the  phj'siological  state  of  hyperthyroidism  is 
difficult  to  produce. 

In  the  discussion  of  gestation  and  insufficiency  of 
the  thyroid  insufficiency  of  the  parathyroids  is 
included.  The  reader  is  referred  to  the  mono- 
graphs of  Jeandelize  on  thyroid  and  parathyroid 
insufficiency  (1902),  and  of  Morel  on  the  para- 
thyroids (191 2)  for  details  of  the  functional  re- 
lationship of  these  closely  associated  glands. 

In  the  young,  thyroid  insufficiency  arrests  the 
development  of  the  genital  organs  and,  occurring 
later,  causes  sterility  due  to  atrophy  of  the  ovarian 
follicles  (Hofmeister).  For  fecundation  and  the 
evolution  of  pregnancy  the  secretion  of  the  thyroid 
is  much  more  important  than  that  of  the  para- 
thyroids. Thyro-parathyroidectomy  practiced  on 
pregnant  animals  usually  causes  abortion,  prema- 
ture labor,  or  stillbirth.    If  the  pregnancy  goes  to 


term  and  live  young  are  born,  the  mother  is  apt  to 
develop  tetany. 

The  effects  on  gestation,  parturition,  and  post- 
partum states  were  studied  by  removing  as  much 
of  the  gland  as  possible  without  destroying  life 
or  preventing  fecundation.  The  results  were 
uniform  and  showed  that  the  pregnant  animal  is 
very  much  less  able  to  stand  the  op>eration  than  the 
non-pregnant  animal.  The  chief  accidents  which 
occurred  were  convulsions  causing  death,  tetanic 
phenomena,  albuminuria,  and  hep>atic  and  renal 
alterations.  Tetany  is  especially  apt  to  develop,  the 
parathyroids  being  apparently  alone  responsible  for 
this.  The  non-pregnant  animals  almost  invariably 
showed  no  reaction  unless  they  later  became 
pregnant,  when  tetany  usually  developed. 

In  separate  studies  of  the  effects  of  deficiency  of 
the  two  glands  it  was  found  that  convulsions  and 
the  phenomena  of  intoxication,  such  as  dyspnoea 
and  urinary  disturbances,  are  due  to  deficiency  of 
the  parathyroids,  while  the  trophic  disturbances 
cau-sing  falling  of  the  hair,  apathy,  etc.,  are  due  to 
deficiency  of  the  thyroid.  The  effects  of  deficiency 
of  these  glands  are  sometimes  delayed  until  after 
parturition.  Successive  pregnancies  increase  the 
severity  of  the  disturbances.  The  mammary 
secretion  is  not  affected. 

The  conclusions  drawn  regarding  the  relation  of 
thyroid  insufficiency  to  pregnancy  are  as  follows: 

1.  Pregnancy,  labor,  and  postpartum  conditions 
do  not  modify  the  animal's  general  condition. 

2.  Signs  of  thyroid  insufliiciency  are  increased 
in  the  course  of  or  after  the  gestation. 

3.  In  the  course  of  the  gestation,  at  the  approach 
or  time  of  labor,  or  postpartum,  more  or  less  charac- 
teristic phenomena  of  tetany  appear  which  may 
cause  death  or  disappear  quickly  after  the  delivery 
or  the  suppression  of  the  mammary  secretion. 

4.  The  same  phenomena  appear  in  the  course  of 
a  second  or  third  pregnancy  when  they  had  not  been 
manifested  previously. 

5.  In  certain  cases  these  phenomena  are  favorably 
influenced  by  injections  of  thyroid  extract. 

In  the  offspring  of  mothers  with  thyroid  in- 
suflSciency  rickets  is  frequently  present.  Long  has 
noted  a  decrease  in  the  weight  of  the  eggs  of  fowls. 
Iselin,  working  on  parathyroidectomizcd  rats, 
found  that  the  offspring  were  hyperexcitable  to  the 
galvanic  current.  Almagia  noticed  that  young 
puppies  seemed  somnolent  when  nursing  a  dog  with 
thyroid  insufficiency.  Therefore  thyroid  insufficiency 
must  be  considered  before  definite  conclusions  can 
be  drawn  regarding  heredity. 

The  clinical  material  is  discussed  under  the 
following  headings:  (i)  hyperthyroidism,  (2) 
hypothyroidism,  and  (3)  instable  thyroids. 
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Hyperth>Toidism  exists  in  varying  degrees  and 
almost  all  the  minor  complications  of  pregnancy, 
including  glycosuria,  insomnia,  vomiting,  sensitiza- 
tion to  tuberculosis,  etc.,  have  been  attributed  to  it 
by  various  writers. 

'  Several  cases  are  cited  in  which  typical  Basedow's 
disease  developed  during  pregnancy  and  subsided, 
after  delivery.    In  one   case   the   hyperthyroidism 
appeared  again  during  a  subsequent  pregnancy. 

The  study  of  the  eflFects  on  pregnancy  of  a  pre- 
existing hyperthyroidism  is  difficult  because  of  the 
lack  of  material,  only  about  eighty  cases  having 
been  reported  from  the  large  obstetrical  centers. 
Of  seventy-eight  cases,  forty  were  aggravated  by 
pregnancy,  twenty-two  benefited,  and  sixteen  un- 
affected. Cases  complicated  by  mechanical  action 
or  a  cardiac  condition  are  most  apt  to  be  aggravated. 
The  authors  state  that  after  fecundation  h>i5er- 
thyroidism  has  little  effect  upon  gestation  but 
according  to  some  investigators  it  tends  to  cause 
abortion,  and  according  to  others  it  predisposes  to 
complications  such  as  albmninuria,  oedema,  per- 
sistent vomiting,  placental  haemorrhages,  and 
hypertension. 

The  chief  indications  for  surgery  of  the  gland 
during  pregnancy  are  mechanical  embarrassment 
and  malgnancy. 

There  is  no  predisposition  to  hyperthyro'dism 
following  gestation. 

Hypothyroidism  may  be  congenital,  the  result 
of  the  surgical  removal  of  the  gland,  or  due  to 
replacement  of  the  gland  by  a  new  growth. 

Because  of  faulty  sexual  development  women 
with  congenital  h>'pothyroidism  do  not  become 
pregnant. 

Surgery  of  the  thyroid  during  pregnancy  is 
frequently  followed  by  tetany  due  to  interference 
with  the  parathyroids.  It  s  only  when  trophic 
disturbances  occur  that  the  th>Toid  is  responsible. 

Tetanic  cramps  are  probably  confused  with 
eclamptic  convulsions. 

Levy  believes  that  the  thyroid  does  not  respond 
early  n  pregnancy  and  that  therefore  there  is  an 
initial  stage  of  hjpothyroidism  which  explains 
some  of  the  early  disorders. 

The  myxoedematous  patient  rarely  becomes 
pregnant.  Some  of  the  syndromes  attributed  to 
hypothyroidism,  such  as  migraine,  asthma,  etc., 
are  occasionally  greatly  relieved  during  pregnancy, 
but  return  after  delivery.  Most  of  the  observations 
on  the  definite  myxcedema  syndrome,  however, 
indicate  that  the  condition  is  aggravated  by  preg- 
nancy. As  in  hyperthyroidism,  the  course  of  the 
pregnancy  itself  is  affected  very  little  by  the 
hypothyToid  state. 

Under  the  term  "instable  thyroids"  are  classed 
several  cases  in  which  pregnancy  changes  symptoms 
of  hypothyroidism  into  those  of  hyperthyroidism 
and  vice  versa.  The  statement  is  made  that  the 
hyperth>Toidism  which  app>ears  as  a  reaction  to 
pregnancy  may  subside  following  the  administration 
of  thyroid  extract. 


The  offspring  of  mothers  with  instable  thyroids 
seem  to  show  a  predisposition  to  internal  glandular 
disturbances  the  nature  of  which  cannot  be  pre- 
dicted. 

The  conclusions  drawn  from  the  clinical  material 
are  as  follows: 

1.  Gestation  physiologically  causes  a  state  of 
compensatory  hyperthyroidism  which  tends  to 
assert  itself  in  the  second  half  of  pregnancy. 

2.  This  hyperthyToidism  may  pass  the  limits  of 
a  strictly  compensatory  reaction  and  become 
pathologic.  It  'may  manifest  itself  in  any  stage  of 
gestation  and  sometimes  appears  only  after  labor, 
as  if  the  thyroid  had  been  maintained  in  a  natural 
state  by  the  gestation. 

3.  A  previous  hyT^erthyroidism  is  generally 
unfavorable  for  fecundation.  If  fecundation  takes 
place  the  symptoms  are  frequently  ameliorated  but 
occasionally  may  increase,  especially  in  the  presence 
of  mechanical  pressure  or  a  cardiac  lesion. 

4.  HypothyToidism  is  even  less  favorable  for 
fecundation.  If  fecimdation  occurs  the  symptoms 
may  be  ameliorated  by  the  response  of  the  thyroid 
gland  to  the  stimulus  of  pregnancy,  they  may  be 
aggravated  if  the  gland  cannot  respond,  or  they 
may  remain  unchanged. 

5.  There  is  a  relationship  between  tetany  and  the 
state  of  gestation  and  between  tetany  and  in- 
suflBciency  of  the  parathyroids. 

6.  A  latent  parath>Toid  insujQ&ciency  may  be 
revealed  by  tetany  during  gestation. 

7.  If  a  pregnancy  occurs  either  in  the  hyper- 
thjToid  or  hypothyToid  state  it  nearly  always 
terminates  normally.  If  complications  develop 
they  are  usually  manifested  by  symptoms  of  auto- 
intoxication such  as  albuminuria,  oedema,  etc. 

8.  Certain  children  of  mothers  with  a  profoimd 
alteration  of  th>Toid  funcrion  have  a  predisposition 
to  glandular  disturbances  which  are  not  necessarily 
the  same  as  the  disturbances  in  the  mother. 

The  conclusions  from  the  clinical  studies  are  in 
general  identical  with  those  drawn  from  the 
experimental  studies,  especially  those  concerned 
with  the  diminution  or  absence  of  the  thjToid  or 
pjarathyroid  function.  The  influence  of  the  altera- 
tions on  the  human  foetus,  however,  appears  to  be 
less  marked. 

An  extensive  bibliography  is  appended. 

C.  L.  H.\RTSOCK,  M.D. 

LABOR  AND  ITS  COMPLICATIONS 

Speidel,  E. :  An  Analysis  of  the  Potter  Version.  .4  m. 

J .  Obst.  &'Gynec.,  1922,  iii,  150. 

Speidel  discusses  Potter  version  on  the  basis  of  a 
visit  to  Potter  and  a  limited  experience  with  his 
method  in  private  and  hospital  practice.  He  sums 
up  his  opinion  of  Potter's  methods  as  follows: 

I.  Potter  version  is  such  a  decided  improvement 
over  all  the  old  established  procedures  that  it  should 
supplant  all  other  methods  of  performing  podalic 
version. 
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2.  The  delivery  of  the  child  after  the  versipn  has 
been  performed  is  such  a  marked  advance  over  the 
old  methods  of  breech  delivery  that  it  should  sup- 
plant the  latter  at  once. 

3.  Potter's  effective  treatment  of  the  child  at 
birth  by  gentle  rational  manipulations  is  so  superior 
to  the  many  rough  treatments  to  which  the  asphyx- 
iated baby  has  been  subjected  heretofore  that  it 
should  be  used  by  every  obstetrician. 

E.  L.  Cornell,  M  D. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Balard,  P. :  Secondary  Immediate  Perineorrhaphy 

(La    pfirineorraphie   immediate   s^condairc).      Kev. 
JranQ.  de  gynec.  el  d'obsl.,  1922,  xvii,  12. 

By  the  term  "secondary  immediate  perineor- 
rhaphy" Balard  means  any  repair  of  the  perineum 
made  during  the  puerperium,  whether  a  delayed  im- 
mediate suture  or  repair  following  the  failure  of  a 
perineorrhaphy  done  immediately  after  delivery. 

Secondary  perineorrhaphy  has  its  origin  in  the 
contra-indications  and  failures  of  primary  imme- 
diate perineorrhaphy.  The  causes  of  rupture  of  a 
primary  perineorrhaphy  are  varied  and  numerous. 


Ordinarily  the  time  for  a  secondary  perineor- 
rhaphy is  between  the  tenth  and  twentieth  days. 
It  varies,  however,  according  to  the  conditions  of 
the  particular  case,  but  the  operation  should  not 
be  undertaken  until  fever  has  been  absent  for  at  least 
three  days.  Favorable  conditions  will  be  hastened 
by  careful  attention  to  the  vaginal  discharge  and  the 
use  of  horse  serum. 

The  technique*  must  be  varied  according  to 
whether  the  f>erineal  laceration  is  complete  or  in- 
complete. The  patient  should  be  pre^mred  as  for  a 
surgical  operation.  Cocaine  anaesthesia  is  sufficient. 
The  wound  is  first  cleared  of  granulations  with  the 
curette  and  the  freshening  completed  by  resecting 
I  or  2  mm.  of  tissue  from  the  edges  of  the  tear.  A 
cicatricial  zone  is  thus  removed  and  the  two  edges 
are  prepared  so  that  they  will  fit  together  sym- 
metrically. If  the  tear  is  complete  it  will  be  neces- 
sary to  detach  the  vaginal  septum  from  the  rectum. 
Several  rows  of  deep  catgut  sutures  must  be  placed 
on  the  vaginal  portion  of  the  tear  if  it  is  complete, 
but  only  one  row  if  it  is  incomplete.  A  serous 
myorrhaphy  of  the  levators  and  a  drawing  together 
of  the  deep  planes  to  obliterate  dead  sp)aces  com- 
plete the  intervention.  W.  A.  Brennan. 


GENITO-URINARY  SURGERY 


ADRENAL,  KIDNEY,  AND  URETER 

Wright,  H.  W.  S.:  A  Study  of  the  Surgical  Pathol- 
ogy of  Hypernephromata :  With  Special  Refer- 
ence to  Their  Origin  and  Symptomatology. 

Brit.  J.  Surg.,  1922,  ix,  338. 

This  article  is  based  upon  research  regarding  the 
pathology  of  tumors  arising  in  the  renal  cortex  of 
man  and  animals.  The  author  emphasizes  the  fact 
that  the  diagnosis  must  be  made  from  sections  from 
diflferent  portions  of  the  growth  rather  than  from 
one  section  alone.  Hypernephromata  are  rare,  only 
six  cases  having  been  found  among  10,500  cases  of 
cancer,  but  they  form  65  per  cent  of  renal  tumors. 
They  occur  with  equal  frequency  on  both  sides  of 
the  body.  Males  are  affected  slightly  more  fre- 
quently than  females.  As  a  rule  the  growths  develop 
between  the  fiftieth  and  sixtieth  years  of  age  but 
they  have  been  found  in  childhood  also. 

The  most  common  initial  sign  is  haematuria  which 
occurs  in  10  per  cent  of  cases.  Fever  is  frequently 
present  even  in  the  absence  of  infection,  being  due 
to  the  entrance  into  the  blood  stream  of  small 
amounts  of  foreign  protein  detached  from  the  growth 
and  causing  an  anaphylactic  reaction. 

The  haematuria  is  of  two  types:  (i)  small  in 
amount,  intimately  mixed  with  the  urine,  and  due 
probably  to  blocking  of  the  smaller  veins  by  the 
growth  which  causes  haemorrhage  into  adjacent 
tubes;  (2)  profuse  haematuria  associated  with  the 
passage  of  clots  and  renal  colic  and  due  probably  to 
involvement  of  the  pelvis  or  invasion  of  one  of  the 
larger  veins  in  the  renal  cortex.  The  second  type 
usually  occurs  at  a  later  stage  than  the  first  and  is 
present  in  most  cases. 

Another  common  sign  of  hypernephroma  is  pain. 
This  is  of  three  types:  (i)  renal  aching,  which  is 
common  to  all  cases  in  which  there  is  blockage  of  the 
outlet;  (2)  renal  coKc  associated  with  the  passage 
of  clots;  and  (3)  acute  attacks  of  pain  in  the  kidney 
associated  with  extensive  haemorrhage  into  the 
growth.  In  a  study  of  his  cases  the  author  was  un- 
able to  find  any  definite  relationship  between  the  size 
of  the  growth  and  the  pain  complained  of. 

Retention  of  urine,  difficulty  of  micturition  and 
frequency  are  rare  symptoms.  Tumor  is  a  promi- 
nent clinical  feature.  In  the  diagnosis  the  author 
places  most  reliance  upon  the  cystoscopic  examina- 
tion, blood-urea  estimations,  and  the  indigocarmin 
test.  The  X-ray  may  also  be  of  assistance.  Em- 
phasis is  placed  upon  the  necessity  of  excluding 
chronic  interstitial  nephritis. 

The  results  of  treatment  of  hypernephroma  are 
not  very  encouraging.  The  great  vascularity  of  the 
growth  and  its  tendency  to  invade  the  renal  vessels 
favor  dissemination  by  the  blood  stream.    A  study 


of  the  growth  and  macroscopic  pathology  of  these 
tumors  raises  the  hof>e  that  local  recurrence  may  be 
prevented  by  a  more  thorough  removal  of  the  peri- 
renal fat.  Examination  of  specimens  showed  little 
extra-renal  infiltration  but  revealed  invasion  of  the 
renal  vein  which  was  appreciable  to  the  naked  eye 
and  made  the  prognosis  almost  hopeless.  Speci- 
mens show  that  hypernephroma  may  occur  in  any 
part  of  the  kidney. 

Macroscopically  hyp>emephromata  are  distin- 
guished from  other  renal  tumors  by:  (i)  compressed 
renal  tissue  surrounding  the  growth  and  resembling  a 
capsule;  (2)  the  presence  of  yellow  areas  of  degen- 
eration; and  (3)  haemorrhage  and  necrosis  in  the 
growths  themselves. 

The  growths  vary  greatly  in  size.  In  shape  they 
are  generally  spherical.  They  are  divided  into  seg- 
ments by  fibrous  trebeculae  each  of  which  surrounds 
an  artery.  Microscopic  study  shows  that  in  struc- 
ture they  are  essentially  papillary.  Their  appearance 
varies  with  the  direction  in  which  the  sections  are 
cut  and  the  way  the  stroma  runs.  The  shape  and 
appearance  of  the  cells  vary  greatly.  From  these 
variations  several  types  may  be  distinguished:  (i) 
those  with  a  transverse  perivascular  arrangement; 
(2)  those  with  a  longitudinal  perivascular  arrange- 
ment; and  (3)  those  of  the  looped  capillary  type. 

In  conclusion  Wright  reviews  the  various  main 
theories  which  have  been  put  forward  to  explain 
the  origin  of  hypernephromata.  Grawitz  believed 
they  arose  from  suprarenal  rests.  Sudek  and  Stock 
traced  their  origin  to  the  renal  tubules.  In  Wilson's 
opinion  they  develop  from  remnants  of  the  wolffian 
bodies.    Wright  agrees  with  Sudek  and  Stock. 

The  article  gives  case  histories  and  numerous 
photographs  of  kidneys.  M.  R.  Flyxn,  M.D. 

Fronstein,  R.  M.:  The  Complications  of  Nephrec- 
tomy (Ueber  bei  Komplikationen  bei  Nephrek- 
tomie).     Nautschnaja  tned.,  1921,  i,  819. 

One  of  the  most  frequent  accidents  in  nephrec- 
tomy is  the  opening  of  the  peritoneum.  If  suturing 
is  done  immediately,  complications  are  usually 
avoided.  In  two  cases  of  secondary  nephrectomy 
for  renal  fistula,  however,  this  injury  resulted  in  a 
fatal  p)eritonitis. 

The  development  of  a  faecal  fistula  is  to  be  feared 
from  the  loosening  of  close  adhesions  to  the  colon. 
Therefore  when  such  adhesions  are  present  it  is  best 
to  do  a  primary  intestinal  resection.  In  one  case 
of  renal  tumor  adherent  to  the  caecum  Martynofif 
performed  a  nephrectomy  and  at  the  same  time 
resected  the  caecum  and  did  an  ileotransversostomy. 
The  results  were  good. 

Intestinal  gangrene  is  a  rare  complication  of 
nephrectomy  which  is  to  be  ascribed  to  lack  of 
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gentleness  on  the  part  of  the  assistant  who  aids  in 
displacing  the  kidney  by  pressure  on  the  anterior 
abdominal  wall.  The  author  has  not  seen  intestinal 
haemorrhage  following  nephrectomy.  In  206  renal 
operations  in  Fedoroff's  clinic  in  Petrograd  this 
complication  occurred  four  times;  it  may  be  ex- 
plained as  due  to  venous  thrombosis  of  the  mesen- 
tery. Injuries  of  the  pleura,  which  are  not  very 
rare,  may  be  followed  by  pneumothorax  and  empy- 
ema. If  immediate  suture  is  done,  however,  com- 
plications are  avoided. 

Haemorrhage  is  the  most  dangerous  complication 
of  nephrectomy.  Its  source  may  be  the  normal 
renal  vessels,  supernumerary  renal  vessels,  the  vena 
cava,  or  the  iliac  artery.  The  renal  pedicle  should 
not  be  ligated  as  a  whole;  the  ureter  should  always 
be  isolated  and  the  artery  and  vein  tied  separately 
as  otherwise  there  is  great  danger  of  slipping  of  the 
ligature.  Special  renal  clamps  which  are  allowed  to 
remain  in  the  wound  are  not  absolutely  safe  as 
haemorrhages  have  occurred  even  after  a  clamp  has 
been  kept  in  position  for  three  days.  The  possible 
presence  of  supernumerary  renal  arteries  should 
always  be  taken  into  consideration.  With  regard 
to  injuries  of  the  vena  cava  the  author  states  that 
he  has  collected  twenty-five  cases  from  the  litera- 
ture, twelve  of  which  ended  in  recovery  and  thirteen 
of  which  were  fatal.  The  means  used  to  stop  the 
haemorrhage  were  tamponade  twice  (both  patients 
recovered),  the  application  of  a  clamp  to  the  rupture 
in  five  cases  (two  recoveries  and  three  deaths), 
parietal  [ligation  in  three  cases  (one  recovery  and 
two  deaths),  parietal  suture  in  eight  cases  (two  re- 
coveries and  six  deaths),  double  ligation  of  the  vena 
cava  in  six  cases  (all  of  the  patients  recovered),  and 
simple  ligation  twice  (both  patients  died). 

The  retrograde  emptying  of  the  urine  from  the 
bladder  through  the  stump  of  the  ureter  is  a  rare  com- 
plication. This  is  caused  by  dilatation  of  the  ureter 
and  vesical  spasm,  especially  in  tuberculosis  of  the 
bladder.  Operative  interference  has  been  necessary 
for  this  complication  only  in  very  rare  instances. 

From  time  to  time  sacculated  suppurations  requir- 
ing surgical  treatment  have  been  found  in  the  stump 
of  the  ureter  following  nephrectomy  for  pyonephro- 
sis. The  author  reports  such  a  case  in  which  three 
operations  were  done.  The  ureteral  stump  must 
be  given  very  careful  attention,  especially  in  tuber- 
culosis of  the  kidney,  as  otherwise  obstinate  fistulae 
frequently  result.  Extensive  or  even  total  resection 
of  the  ureter  is  not  good  treatment  for  this  complica- 
tion as  these  operations  are  major  procedures  and 
they  do  not  positively  prevent  the  formation  of 
fistula  since  occasionally  tuberculous  foci  are  pres- 
ent in  the  bladder  itself.  Therefore  the  ureter 
should  be  resected  only  so  far  as  it  can  be  done  with- 
out difficulty  and  the  stump  should  be  doubly 
ligated  with  catgut,  crushed  with  a  clamp,  and  burned 
through  with  the  thermocautery. 

The  most  important  and  well  known  complication 
-ollowing  nephrectomy  is  anuria  due  to  functional 
deficiency  of  the  remaining  kidney.    Even  when  the 


most  accurate  functional  tests  are  made,  such  an 
occurrence  cannot  be  excluded  with  absolute  cer- 
tainty. The  author  reports  a  case  of  this  kind  from 
his  own  experience.  Following  a  gunshot  injury  of 
the  right  kidney,  the  left  kidney  showed  good  func- 
tion (no  albumin  in  the  urine  and  normal  values  in 
the  phlorizin  and  indigocarmin  tests),  but  anuria 
occurred  after  nephrectomy  performed  under  mor- 
phine-ether anaesthesia.  Edebohls'  decapsulation 
of  the  kidney  was  done  after  thirty-nine  hours  but 
death  followed  sixteen  hours  later.  Autopsy  showed 
an  acute  parenchymatous  nephritis. 

In  conclusion,  Fronstein  mentions  as  a  complica- 
tion of  nephrectomy  the  presence  of  blood  in  the 
urine  during  the  first  few  days  following  the  opera- 
tion. The  systematic  search  for  blood  corpuscles 
in  the  urine  after  nephrectomy  showed  their  con- 
stant presence  during  the  first  four  or  five  days,  even 
when  the  other  kidney  was  normal.    Petroff  (Z). 

Sanes,  K.  I.:  Ureteral  Obstruction:  Failure  to 
Recognize  the  Condition  as  a  Frequent  Cause 
of  Unnecessary  Operation.  J .  Am.  M.  Ass.,  1922, 

Ixxviii,  475. 

Ureteral  obstruction,  though  not  uncommon,  is 
frequently  overlooked.  Its  disturbances,  therefore, 
are  often  misinterpreted  and  improperly  treated. 
The  author  reports  three  cases  and  discusses  some 
of  the  causes  of  diagnostic  errors.  Failure  to  recog- 
nize ureteral  obstruction  is  due  chiefly  to  the  variety 
of  its  causes  and  secondary  urological  changes,  and 
to  the  anatomical  relations  of  the  ureter  to  adjacent 
organs.  Sanes  has  found  that  of  all  the  abdominal 
organs  the  appendix  is  most  commonly  involved 
in  such  diagnostic  errors.  Next  most  frequently 
involved  are  the  pelvic  organs  in  the  female  because 
of  their  relation  to  the  ureters  and  the  not  uncom- 
mon exacerbation  of  ureteral  disturbances  during 
menstrual  periods.  Disturbances  caused  by  ureteral 
obstruction  are  incorrectly  attributed  also  to  dis- 
eases of  the  rectum,  colon,  ileum,  seminal  vesicles, 
etc. 

The  author  calls  attention  to  the  importance  of 
good  clinical  histories,  a  physical  examination  of  the 
urinary  tract  and  organs  adjacent  to  the  ureter, 
careful  urinalysis,  and  an  investigation  of  the 
urinary  tract  with  the  aid  of  cystoscopy  and  urog- 
raphy. Diagnostic  measures  in  ureteral  obstruction 
are  discussed  in  detail.  Sanes  regards  urography  as 
the  most  valuable  aid  in  the  diagnosis  of  ureteral 
obstruction.  E.  F.  Hess,  M.D. 

BLADDER,  URETHRA,  AND  PENIS 

Nordmann,  O.:  Obliteration  of  a  Vesicorectal  Fis- 
tula and  the  Repair  of  a  Defect  in  the  Urethra 

(Geheilte  Blasen-Mastdarmfistel  und  Ersatz   eines 

Harnroehrendefektes).     Zlschr.  /.    Urol.,  1921,  xv, 

473- 

Nordmann  reports  the  case  of  a  9-year-old  boy  on 

whom  he  had  operated  immediately  after  birth  for 

congenital  atresia  of  the  anus  situated  very  high 
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up.  He  found  at  that  time  a  cloaca  formed  by  the 
bladder  and  rectuiri.  Between  the  two  organs 
was  a  wide  communication.  As  the  sphincter 
muscle  was  incomplete,  urine  subsequently  drained 
through  the  anus.  The  urethra  was  normally 
formed  and  opened  into  the  bladder. 

During  the  war  an  attempt  was  made  by  another 
surgeon  to  close  the  hole  in  the  bladder  by  a  plastic 
operation.  The  attempt  was  unsuccessful  and  a 
portion  of  the  urethra  in  front  of  the  bladder  for  an 
extent  of  about  3  cm.  was  so  far  destroyed  by  secon- 
dary infection  that  subsequently  the  urethra  ended 
blindly  at  the  perineum. 

Nordmann  first  established  an  artificial  anus  on 
the  left  side  in  order  to  obtain  a  clean  operative  field 
at  the  anus.  From  the  skin  of  the  perineum  he  made 
a  substitute  for  the  missing  portion  of  the  urethra 
and  thus  re-established  its  continuity  to  a  point 
close  to  the  opening  in  the  bladder.  He  then  fash- 
ioned a  large  peduncvdated  flap  from  the  left  gluteal 
region,  turned  it  about,  and  fixed  it  over  the  hole  in 
the  bladder.  After  the  operative  wound  had  healed 
the  artificial  anus  was  closed.  The  boy  is  now  able  to 
retain  his  stool  and  the  urethral  passage  is  clear  but 
he  is  obliged  to  wear  a  urinal.  Dencks  (Z). 

SchoU,  A.  J.,  Jr. :  Histology  and  Mortality  in  Gases 
of  Tumor  of  the  Bladder.  Surg.,  Gynec.  a"  Obsl., 
1922,  xxxiv,  189. 

Three  himdred  and  thirty-three  bladder  tumors 
removed  from  patients  at  the  Mayo  Clinic  were 
reviewed  in  an  effort  to  determine  the  mortality  of 
the  various  histologic  types  of  neoplasm.  In  262 
of  the  333  cases  complete  postoperative  records  were 
obtainable. 

Papilloma  and  epithelioma.  Of  168  tumors  orig- 
inating in  the  bladder  mucosa,  seventy-one  were 
malignant  and  three  benign  papillomata,  while 
ninety-four  were  either  solid  epitheliomata  or 
carcinoma  ta;  all  were  removed  surgically.  Of  the 
three  patients  with  benign  papilloma,  two  are 
living  six  years  after  the  operation,  and  one  four 
years  after  the  operation. 

Twenty-six  (36.6  per  cent)  of  the  patients  with 
malignant  papillomata  are  dead  after  an  average 
duration  of  Ufe  of  eleven  and  one-half  months, 
while  the  remaining  forty-five  (43.3  per  cent)  have 
lived  an  average  of  two  years  and  three  months. 

Sixty-seven  (71.2  per  cent)  of  the  ninety-four 
patients  with  solid  carcinoma  are  dead  after  an 
average  duration  of  life  of  seven  and  one-half  months. 
The  other  twenty-seven  patients  (28.8  per  cent)  who 
are  alive  have  lived  on  an  average  three  years  and 
three  months. 

In  either  type  of  malignancy,  patients  surviving 
the  first  year  have  a  fairly  good  chance  of  ultimate 
recovery. 

Squamous-cell  carcinoma.  Of  the  series  of  262 
cases,  six  were  cases  of  squamous-ceU  carcinoma; 
three  of  these  were  inoperable.  The  average  dura- 
tion of  symptoms  was  only  three  months.  In  one  of 
the  three  operable  cases  a  recurrence  appeared  with- 


in four  months  after  operation  and  the  patient  died 
eight  months  later.  The  second  patient  died  six 
months  after  operation.  The  third  is  living  and 
well  nine  years  after  operation.  This  is  an  extremely 
malignant  type  of  tumor.  The  onset  is  insidious 
and  in  most  cases  the  growth  is  not  discovered  until 
it  has  infiltrated  the  bladder  waU  extensively. 

Adenoma  and  adenocarcinoma.  Five  adenocar- 
cinomata  were  found  in  the  series.  One  of  these  pa- 
tients died  two  years  after  operation  and  one  had  a 
recurrence  in  two  years.  Of  the  remaining  three,  who 
today  are  well,  two  were  operated  upon  six  months 
ago,  and  one,  two  years  ago.  The  majority  of  tumors 
of  this  type  occur  in  the  upper  portions  of  the  blad- 
der. They  are  slow  to  metastasize  and  if  a  complete 
resection  is  done  the  chance  for  recovery  is  good. 

Angioma.  There  were  three  cases  of  angioma. 
One  patient,  a  girl  of  7  years,  died  of  haemorrhage 
from  a  tumor  growing  from  the  bladder  to  the 
rectum.  The  second  patient  was  a  man  76  years  of 
age  whose  growth  was  inoperable.  The  third  pa- 
tient, a  girl  19  years  of  age,  had  a  large  tumor  in  the 
dome  of  the  bladder  but  is  now  living  and  well  five 
years  after  the  removal  of  the  growth.  Angiomata 
have  a  tendency  to  bleed  readily.  In  some  cases 
they  grow  to  enormous  size,  causing  distress  by 
pressure  on  neighboring  structures. 

Myoma.  These  tumors  were  uncommon,  only 
one  being  seen  in  the  series  of  cases  reviewed. 
This  was  found  in  the  case  of  a  man  50  years  old 
who  is  now  living  and  well  eight  years  after  opera- 
tion. Myomata  are  frequently  mistaken  for  ex- 
travesical  growths  because  they  are  covered  by 
fairly  normal  bladder  mucosa. 

Myxoma.  Two  specimens  of  myxoma  were  noted 
in  the  series.  One  occurred  in  a  child  of  2  years  who 
died  two  months  after  its  removal.  The  other  was 
found  in  a  child  of  16  months  and  was  inoperable; 
death  followed  nine  days  after  operation. 

Sarcoma.  The  single  sarcoma  in  the  entire  series 
was  inoperable  and  was  observed  in  a  woman  39 
years  of  age  who  died  two  years  after  exploratory 
operation.  Cases  of  sarcoma  and  myxoma  are  very 
poor  surgical  risks;  death  occurred  in  over  50  per 
cent  of  the  reported  cases  within  six  months  after 
operation.  G.  H.  Jackson,  Jr.,  M.D. 

Stellwagen,  T.  C,  Jr.:  The  Surgical  Treatment  of 
Papilloma  of  the  Bladder.    Therap.  Gaz.,  1922, 

xlvi,  77. 

Stellwagen  opens  the  bladder  in  the  usual  manner 
and  destroys  the  growth  by  cutting,  snaring,  ful- 
gurating, or  cooking.  He  prefers  as  thorough  re- 
section as  possible  followed  by  cooking.  In  cooking 
the  growth,  and  especially  its  margins,  he  uses  cau- 
teries made  of  copper,  in  reality  soldering  irons,  of 
sufficient  bulk  to  retain  the  proper  degree  of  heat  for 
a  sufficiently  long  period.  He  prefers  this  method 
of  cauterizing  to  fulguration  or  electrocauterization. 
The  article  is  summarized  as  follows : 
Most  papillomata  of  large  size  are  either  already 
malignant  or  undergoing  malignant  change. 
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Fulguration  is  an  excellent  procedure  for  a  benign 
growth  that  can  be  properly  fulgurated. 

The  actual  cautery  in  the  form  of  a  modified 
copper  soldering  iron  gives  better  control  of  the 
cooking  than  the  electric  cautery  and  does  it  more 
thoroughly. 

It  is  well  to  remove  as  much  of  the  base  of  the 
papilloma  and  bladder  wall  as  is  consistent  with 
good  surgery.  J.  S.  Eisenstaedt,  M.D. 

GENITAL  ORGANS 

Cecil,  A.  6.:  Perineal  Prostatectomy:  A  Detailed 
Study  of  100  Consecutive  Cases.  J .  Urol.,  1921, 
vi,  399- 

This  statistical  study  is  very  comprehensive.  Of 
one  hundred  and  three  patients  who  presented 
themselves,  100  were  operated  upon.  Two  deaths 
occurred  during  preliminary  treatment.  One  pa- 
tient, who  was  refused  operation,  died  two  weeks 
later.  The  youngest  patient  was  52  years  of  age; 
the  oldest,  90  years  and  4  months.  Ten  were  over 
80  years.  The  greatest  number  were  between  65  and 
69  years.  The  average  age  was  68.7  years.  One 
patient  over  90  years  of  age  lived  three  years  follow- 
ing the  prostatectomy. 

The  time  of  onset  of  the  trouble  varied.  Nine 
per  cent  of  the  patients  had  noted  nothing  unusual 
until  the  preceding  year.  Eleven  per  cent  had  had 
trouble  for  ten  years,  and  8  per  cent  had  had  trouble 
for  from  sixteen  to  twenty  years. 

In  65  per  cent  of  the  cases  the  first  symptom  was 
frequency;  in  43  per  cent,  difiiculty;  in  18  per  cent, 
pain;  in  3  per  cent,  incontinence  of  urine;  and  in 
3  per  cent,  complete  retention. 

Residual  urine  was  present  in  95  per  cent  of  the 
cases.  In  one  the  amount  was  4,750  c.cm.  In  9 
per  cent  it  was  1,000  c.cm.  or  more,  and  in  27  per 
cent,  500  c.cm.  or  more.  Rectal  examination 
revealed  no  enlargement  in  13  per  cent,  moderate 
enlargement  in  53  per  cent,  and  decided  enlarge- 
ment in  28  per  cent.  In  6  per  cent  the  gland  was 
smaller  than  normal. 

In  ninety-three  cases  preliminary  treatment  was 
carried  out  by  the  retention  catheter  or  by  a 
retention  cathetet  combined  with  intermittent 
catheterization.  In  two  cases  preliminary  treat- 
ment consisted  of  intermittent  catheterization 
alone.  Two  cases  had  suprapubic  drainage  at  the 
time  they  were  first  seen;  in  four  cases  suprapubic 
drainage  was  effected  by  Cecil;  in  two  cases  pre- 
liminary drainage  was  obtained  by  means  of  a 
retention  catheter  plus  suprapubic  drainage;  and 
in  two  cases  no  preliminary  treatment  was  given. 
Thirty-two  per  cent  of  cases  were  drained  for  be- 
tween two  and  four  weeks.  One  case  had  catheter 
drainage  for  sixteen  months.  Fifty  per  cent  of  the 
patients  were  out  of  bed  during  the  entire  time  of 
the  preliminary  treatment.  Fifty-one  per  cent  de- 
veloped fever  during  this  time. 

Young's  operation  was  performed  in  every  case. 
The  essentials  are:     (i)    the  preservation  of   the 


external  sphincter;  (2)  proper  exposure  of  the 
prostate  by  taking  advantage  of  the  fascia  of  Denon- 
villier.  After  exposure  of  the  prostate  an  attempt  is 
made  to  preserve  the  prostatic  urethra  by  the 
original  lateral  incisions  of  Young  through  the 
posterior  lobe  of  the  prostate,  outlining  the  ejacula- 
tory  bridge  and  the  prostatic  urethra,  or  by  throw- 
ing back  a  triangular  portion  of  the  prostate,  or  by 
means  of  a  single  lateral  incision,  enucleation  of  the 
adenoma,  and  tearing  away  of  part  of  the  prostatic 
urethra  in  one  mass.  To  stop  oozing  Cecil  packs  the 
vesicle  neck  with  kephalin  gauze.  The  drainage  tube 
he  removes  within  twenty-four  hours. 

In  5  per  cent  of  cases  the  wound  closed  before  the 
ninth  day;  in  22  per  cent,  before  the  fourteenth  day; 
in  51  per  cent,  before  the  nineteenth  day;  and  in  74 
per  cent,  before  the  twenty-fourth  day.  In  one  case 
closure  required  one  hundred  and  thirty-three  days. 
In  one  case  permanent  incontinence  resulted.  There 
were  eleven  cases  of  cancer. 

The  mortality  of  prostatectomy  in  this  series  was 
2  per  cent.  H.  W.  E.  Walther  M.D. 

Martin,  A.  P.:  The  Verumontanum — A  Clinical 
Study  (El  verumontanum — est udlocli nice).  Espana 
tned.,  1922,  xii,  3. 

The  author  gives  a  detailed  description  of  the 
verumontanum  from  embryological,  anatomical,  and 
functional  points  of  view.  He  considers  it  the  most 
important  portion  of  the  posterior  urethra.  All 
infections  of  the  posterior  portion  of  the  urethra 
affect  the  verumontanum  more  or  less,  and  in  many 
cases  the  verumontanum  is  itself  the  site  of  infection, 
such  infection  being  regarded  as  a  distinct  pathologic 
entity  known  as  "verumontanitis." 

The  verumontanum  is  to  the  seminal  vesicles  what 
the  tongue  is  to  the  upper  portion  of  the  digestive 
tract.  Formerly  the  prostate  gland  was  considered 
the  focus  responsible  for  chronic  urethritis,  but 
recently  this  belief  has  lost  some  ground  because 
chronic  prostatitis  is  not  quite  as  frequent  as  in 
former  years  and  in  the  majority  of  the  cases  treated 
by  massage  a  careful  endoscopic  exploration  reveals 
the  lesion  in  the  verumontanum. 

In  all  cases  of  chronic  posterior  urethritis  the 
prostatic  urethra  and  especially  the  verumontanum 
should  be  carefully  examined.  As  the  verumontanum 
is  richly  supplied  with  nerves,  infections  of  this 
anatomical  structure  have  a  decided  effect  on  the 
entire  nervous  system.  Great  difficulties  are  en- 
countered in  the  diagnosis  of  diseases  of  the  veru- 
montanum because  of  confusing  symptoms  which 
often  lead  to  the  beUef  that  the  seat  of  the  trouble  is 
in  neighboring  parts  such  as  the  remainder  of  the 
posterior  urethra,  the  prostate,  and  the  seminal 
vesicles.  Hence  the  necessity  for  careful  endo- 
scopic examination. 

The  verumontanum  may  give  rise  to  urinary 
symptoms.  The  author  cites  two  cases  illustrating 
this  fact.  In  the  first,  the  infection  caused  such 
severe  pain  during  micturition  and  so  many  symp- 
toms of  vesicle  irritation  that  he  was  led  to  the 
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belief  that  cystitis  was  present.  Cystoscopic 
examination  revealed  an  inflamed  verumontaniun 
which  filled  all  the  posterior  urethra  and  bled  very 
easily.  The  other  case  was  that  of  a  patient  of 
middle  age  who  for  four  years  had  suffered  with 
retention  of  luine  following  nervous  exertion. 
Endoscopic  examination  revealed  an  enormous 
venmaontaniun  which  obstructed  the  prostatic 
lu-ethra. 

In  discussing  the  treatment  the  author  advises 
the  local  application  through  the  endoscope  of  a 
solution  of  silver  nitrate.  Only  in  very  persistent 
cases  should  the  solution  be  stronger  than  a  lo  per 
cent  solution.  Tincture  of  iodine,  if  used  at  all, 
should  be  diluted  and  used  with  care  as  it  causes  a 
strong  reaction  with  haematiuria,  tenesmus,  stran- 
giuria,  and  even  complete  retention. 

Recently  Martin  has  obtained  such  satisfactory 
results  with  fulgiu-ation  that  he  believes  this 
method  will  eventually  supersede  all  others. 

P.  R.  C.4SELLAS,  M.D. 

Corbus,  B.  C,  and  O'Conor,  V.  J.:  The  Familial 
Occurrence  of  Undescended  Testes;  Report  of 
Six  Brothers  with  Testicular  Anomalies.  Surg., 
Gynec.  d*  Obst.,  1922,  xxxiv,  237. 

Corbus  and  O'Conor  report  briefly  the  history 
and  physical  condition  of  a  Russian  man  and  wife 
and  their  family  of  six  boys  and  two  girls.  Both 
parents  were  physically  normal.  Each  one  of  the 
six  boys  has  some  defect  in  the  development  of  the 
external  sexual  organs  varying  from  an  unilateral 
undescended  testis  to  bilateral  vmdescended  testes, 
one  of  which  is  intra-abdominal.  In  every  instance 
one  or  both  testes  is  undescended. 


One  of  the  girls  is  apparently  normal  while  the 
other,  who  is  15  years  old,  has  never  menstruated 
and  has  distinctly  masculine  characteristics. 

The  hereditary  tendency  in  cryptorchidism  both 
in  human  beings  and  in  domestic  animals  has  long 
been  recognized.  Heredity  and -peritoneal  adhesions 
are  mentioned  as  the  only  accepted  etiological 
factors.  Harry  Culver,  M.D. 

Molla,  V.  M.:    Perineal  Section  (La  talla  perineal). 
Med.  Ibera,  1921,  xv,  439. 

MoUa  states  that  p)erineal  section  has  been  prac- 
ticed since  ancient  times  in  diseases  with  calculus 
formation.  It  was  described  by  Hippocrates.  From 
Hippocrates  until  the  time  of  Celsus  no  improve- 
ment was  made  in  the  technique.  Celsus  performed 
transverse  perineal  section. 

Amonius  of  Alexandria  practiced  perineal  tritura- 
tion of  large  calculi.  Two  centiuries  later  than 
Celsus,  Antyllus  recommended  that  the  incision  be 
made  above  the  neck  of  the  bladder  rather  than  over 
its  body.  Aetius  invented  a  special  bistoury  for  the 
sectioning  of  the  deep  tissues  in  the  transverse  per- 
ineal section  of  Celsus.  This  was  the  precursor  of 
the  lithotome  of  Fray  Cosme.  Paul  of  Aegina  made 
a  lateral  oblique  incision  in  the  perineum. 

These  modifications  were  the  forenmners  of  all 
present-day  methods  of  perineal  section.  They  per- 
sisted to  the  fifteenth  century  when  Guy  de  Chauliac 
abandoned  them  and  turned  back  to  the  original 
transverse  section  of  Celsus.  The  hyp>ogastric  sec- 
tion was  iised  most  frequently  in  the  seventeenth 
century  but  in  the  eighteenth  century  was  super- 
seded by  the  perineal  section,  especially  in  France 
and  Spain.  W.  A.  Brennan, 
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EYE 

King,  J.  J. :  Total  Blindness  of  Both  Eyes  Cured  by 
Drainage  of  Sphenoid  and  Ethmoid  Cells.  J. 

Am.  M.  Ass.,  1922,  Ixxviii,  508. 

King  reports  the  case  of  a  woman,  aged  50  years, 
who  had  symptoms  referable  to  sphenoid  and  eth- 
moid disease  over  a  period  of  four  months.  A 
decrease  in  visual  acuity  in  the  right  eye  for  four 
days  terminated  in  total  blindness  at  the  end  of  the 
fourth  day. 

Kelly,  to  whom  the  patient  was  referred,  reported 
that  the  pupil  of  the  right  eye  was  moderately 
dilated  and  immobile  and  showed  no  consensual 
reaction.  Vision  was  nil,  even  perception  of  light 
being  absent.    The  fundus  was  normal. 

In  the  roentgenograms  of  the  sinuses  made  by 
Dixon  the  right  ethmoids  and  both  antrums  were 
cloudy,  but  the  left  ethmoids  were  fairly  clear.  In 
lateral  plates  the  ethmoids  and  sphenoidal  regions 
were  cloudy. 

On  the  evening  of  the  day  of  observation  King 
did  a  simple  exenteration  of  the  anterior  and  p>os- 
terior  ethmoids  and  removed  the  anterior  inferior 
wall  of  the  sphenoid.  Three  days  later  Hunt 
reported  negative  neurological  findings,  but  a  Was- 
sermann  test  was  four  plus  positive. 

Five  days  after  the  operation  vision  had  improved, 
the  patient  being  able  to  count  fingers  at  2>^  ft. 
Seven  days  after  the  operation  treatment  for  syphilis 
was  instituted.  At  the  end  of  two  weeks  vision 
was  improved  to  20/40. 

Eleven  days  after  the  operation  on  the  right  eye 
the  patient  complained  of  decreasing  visual  acuity 
in  the  left  eye.  Sight  completely  failed  in  a  few 
days,  regardless  of  specific  treatment  for  a  period  of 
two  weeks.  Following  an  operation  on  the  left 
sinus,  vision  promptly  cleared  to  20/40. 

On  the  basis  of  this  case  King  concludes  that  in 
sinus  disease  affecting  vision  operation  must  be  per- 
formed early  if  sight  is  to  be  restored. 

James  P.  Fftzgerald,  M.D. 

White,  L.  E. :  Aeration  of  the  Posterior  Accessory 
Sinuses  in  Acute  Optic  Neuritis.  Boston  M. 
b'  S.J.,  1922,  clxxxvi,  172. 

After  a  careful  study  of  accessory  sinuses  and 
numerous  cases  with  interesting  findings  White 
draws  the  following  conclusions: 

The  optic  nerve  is  in  close  relationship  only  to 
the  sphenoidal  sinus  and  the  posterior  ethmoidal  cell. 

In  order  to  reach  the  tissue  adjacent  to  it  the 
direct  and  logical  route  is  through  these  structures 
and  not  through  the  entire  ethmoidal  labyrinth. 

The  diagnosis  of  acute  optic  neuritis  can  some- 
times be  made  from  the  symptoms  alone,  while  at 


other  times  it  can  be  determined  only  after  the  most 
careful  and  painstaking  study.  Roentgenograms  are 
usually  disappointing.  Great  care  is  necessary  to 
exclude  brain  tumors. 

No  one  etiological  condition  is  res{x>nsible  for  all 
cases.  Purulent  infections  may  account  for  a  few 
but  there  arc  many  in  which  the  infection  is  non- 
suppurative. Poor  ventilation  and  faulty  drainage 
are  all-important  predisposing  factors.  The  size 
and  position  of  the  middle  and  superior  turbinates 
are  of  great  importance  in  aeration  of  the  posterior 
sinuses. 

White  enumerates  the  causes  of  the  pathology  as 
follows : 

1 .  The  direct  extension  of  acute  and  subacute  in- 
fections spreading  to  the  optic  nerve  by  continuity 
of  structure. 

2.  Toxaemia.  The  optic  nerve  may  be  involved 
by  toxins  originating  in  the  accessory  sinuses. 

3.  Bacteraimia.  Micro-organisms  may  be  car- 
ried from  the  sinuses  to  the  optic  nerve  by  way  of 
the  blood  stream  or  lymph  channels. 

4.  Hyperplasia.  This  is  a  predisposing  factor  of 
considerable  importance  as  it  tends  to  render  the 
accessor)'  sinuses  more  vulnerable. 

5.  Anaphylaxis.  There  seems  to  be  a  similarity 
between  optic  neuritis  and  certain  anaphylactic 
reactions  comparable  to  asthma  and  hay  fever.  As 
sinus  infections  cause  asthma,  it  is  conceivable  that 
they  might  also  produce  engorgement  about  the 
optic  nerve. 

The  prognosis  depends  on  the  duration  and  extent 
of  the  loss  of  vision,  the  condition  of  the  fundus,  and 
the  virulence  of  the  infection. 

In  acute  swelling  of  the  middle  or  superior  turbi- 
nate, treatment  to  cause  the  subsidence  of  the  swell- 
ing is  indicated.  In  cases  of  chronic  enlargement 
turbinectomy  is  necessary. 

Acute  inflammation  is  frequently  followed  by 
spontaneous  recovery.  1 

In  chronic  thickening  of  the  turbinates  there  is 
probably  some  change  in  the  lining  of  the  accessory 
sinuses.  In  such  cases,  following  the  removal  of  the 
middle  turbinate,  White  removes  the  front  wall  of 
the  sphenoid  and  uncaps  the  posterior  ethmoid  wall 
to  obtain  aeration. 

If  the  removal  of  all  foci  of  infection,  such  as 
teeth,  tonsils,  etc.,  is  followed  by  proper  aeration  a 
complete  ethmoid  exenteration  is  unnecessary. 

James  P.  Fitzgerald,  M.D. 

Marx,  E. :  Eye  Symptoms  Due  to  Osteomyelitis 
of  the  Superior  Maxilla  in  Infants.  Brit.  J . 
Ophlh.,  1922,  vi,  25. 

The  author  tabulates  thirty-five  cases  found  in 
a  careful  search  of  the  literature  ani  describes  cer- 
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tain  serious  and  probably  frequent  errors  that  are 
made  in  the  diagnosis  and  treatment. 

The  eye  signs  found  were:  swelling  of  the  lower 
eyelid,  conjunctivitis,  exophthalmos,  fistula  in  the  re- 
gion of  the  lachrymal  sac  or  the  lower  eyelid,  abscess 
of  the  lower  eyelid,  and  swelling  of  the  vessels  of  the 
retina.  Marx  states  that  it  is  easy  to  confuse  a 
purulent  dacryocystitis  with  fistula  formation  with 
an  osteomyelitis  of  the  superior  maxilla  and  it  is 
essential  that  the  examiner  be  careful  in  inspecting 
the  canaliculi. 

Of  the  thirty-five  cases  tabulated  eighteen  were 
cured.  Ten  of  the  patients  died  and  the  results  in 
seven  cases  are  not  known.  The  author  theorizes 
interestingly  as  to  the  causes  of  the  osteomyelitis  but 
states  that  too  little  work  has  been  done  to  warrant 
any  general  conclusions.  T.  D.  Allen.  M.D. 

Lopez,  C.  J.,  Ribon,  V.,  and  Ghavarria,  A.  P.: 
Melanotic   Epithelioma    of   the   Conjunctiva 

(Epithelioma   melanico  de   la   conjuntiva).     Siglo 
med.,  1922,  Lxix,  174. 

A  man  of  38  years  who  was  operated  upon  by  the 
authors  had  a  small,  deeply  pigmented  tumor  in  the 
internal  angle  of  the  right  eye  which  had'  been 
noticed  for  the  first  time  about  eight  months  pre- 
viously. The  tissues  surrounding  the  tumor  were 
very  vascular  and  there  was  intense  conjunctival 
irritation.  The  tumor  was  diagnosed  by  Lopez  as 
a  melanotic  conjunctival  epithelioma. 

The  tumor  was  completely  resected  under  co- 
caine-adrenalin anaesthesia  in  a  manner  similar  to 
the  removal  of  a  pterygium.  The  patient  left  the 
hospital  apparently  cured  but  ultimately  a  recur- 
rence will  probably  develop  necessitating  the  re- 
moval of  the  eye.  Histologic  examination  of  the 
removed  tumor  confirmed  the  pre-operative  diag- 
nosis of  melano-epithelioma.  W.  A.  Brennan. 

M0ller,  P.:  Metastasizing  Sarcoma  Following  For- 
eign Body  in  the  Conjunctiva  (Metastasier- 
endes  Sarkom  nach  Fremdkoerper  der  Conjunctiva). 
Ugesk.  f.  Laeger,  1921,  bcxxiii,  1239. 

A  47-year-old  man  had  a  splinter  of  wood  lodge 
in  the  left  conjunctival  sac.  Between  two  and 
three  months  later  he  noticed  irritation  with  secre- 
tion and  pain.  A  papillomatous  tumor  was  found, 
which  contained  a  fragment  of  the  splinter. 

There  were  three  recurrences  following  excision. 
Metastases  then  formed  rapidly  in  the  glands  in 
front  of  the  ear  and  then  in  those  of  the  neck  and 
axilla  and  around  the  umbilicus.  Soon  there  was 
general  subcutaneous  extension,  even  to  the  neck 
of  the  left  femur.  Death  occurred  at  the  end  of 
three  and  a  half  years.  The  metastases  in  the  glands 
yielded  to  X-ray  treatment,  but  those  in  other  parts 
of  the  body  progressed. 

Microscopically  the  tumor  was  a  large  round- 
celled  sarcoma.  Sarcomata  of  the  conjunctiva  are 
rare.  According  to  Graefe  and  Saemisch,  they  have 
been^observed  occasionally  following  injury. 

Draudt  (Z). 


Herbert,  H. :   The  After-Treatment  of  Small-Flap 
Sclerotomy.    Brit.  J.  Ophth.,  1922,  vi,  65. 

Herbert  states  that  his  failures  in  small-flap 
sclerotomy  were  due  to  beginning  massage  too  late. 
He  now  believes  the  application  of  gentle,  sustained 
finger  pressure  through  the  lower  lid  may  be  begun 
on  the  afternoon  or  the  evening  of  the  day  of  opera- 
tion and  repeated  two  or  three  times  daily,  the  an- 
terior chamber  being  partly  emptied. 

After  the  first  few  hours  the  patient  should  be 
encouraged  to  keep  his  eyes  open  and  to  blink  fre- 
quently. A  pad  over  the  eye  operated  upon  may 
be  necessary  for  the  first  night  or  two  but  during  the 
day  only  a  shield  should  be  worn. 

The  author  retracts  his  recent  suggestion  to  re- 
strict the  small-flap  operation  to  cases  of  plus  ten- 
sion that  can  be  reduced  by  eserin. 

He  believes  that  surgeons  are  too  easily  satisfied 
with  trephining,  and  cites  cases  in  which  the  ele- 
vated remains  of  conjunctiva  over  the  dark  scleral 
opening  became  progressively  thinner. 

In  conclusion  he  points  out  the  recently  limited 
return  to  the  small-flap  sclerotomy,  and  expresses 
the  hope  that  with  the  help  of  the  after-treatment 
suggested  the  movement  may  be  widely  revived, 
not  that  this  operation  is  the  ultimate  solution  of 
the  glaucoma  problem  but  because  it  is  a  partial 
settlement  which  is  practical  until  a  technical  detail 
is  discovered  that  will  make  "ideal  sclerotomy" 
acceptable. 

In  advanced  cases  of  glaucoma  in  which  the  sclero- 
corneal  wound  heals  more  or  less  firmly  other  treat- 
ment is  necessary.  J.\mes  P.  Fitzger.\ld,  M.D. 

Smith,  H.:    Glaucoma  (Simple — Chronic).    Practi- 
tioner, 1922,  cviii,  131. 

Until  more  is  known  of  the  chemical  physiology 
of  the  eye  there  seems  to  be  little  hope  of  deter- 
mining the  primary  causes  of  glaucoma  as  dis- 
tinguished from  the  final  causes.  The  theories  so 
far  advanced  are  practically  all  based  on  end 
causes.  The  most  plausible  is  Fischer's  theory  that 
glaucoma  is  an  oedema  of  the  vitreous  caused  by 
acidosis.  If  by  "acidosis"  is  meant  an  abnormal 
"substance"  circulating  in  the  blood  which  has  a 
special  affinity  for  the  vitreous  in  which  it  causes 
an  oedema,  or  if  it  is  the  absence  of  some  normal 
substance  without  which  the  vitreous  tends  to 
become  oedematous,  this  theory  seems  very  plausible 
as  it  is  known  that  myxoedema  is  caused  by  the 
absence  of  a  normal  substance,  while  in  albuminuria 
the  abnormal  substance  tends  to  cause  an  oedema 
of  the  cellular  tissue  of  the  larynx. 

Before  Legrange,  the  operative  treatment  of 
glaucoma  was  limited  to  iridectomy  because  this 
operation  strips  the  iris  from  its  attachment  at  the 
base  and  exposes  the  filtration  area.  Legrange  began 
the  complete  excision  of  a  small  section  of  the 
sclerotic  coat  just  behind  the  attachment  of  the 
conjunctiva  to  the  sclerocornea  (trephination),  his 
object  being  to  form  a  subconjunctival  drain  which 
would  function  for  some  time. 
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Unfavorable  results  from  trephination  have  been 
reported.  The  author,  however,  has  employed  it 
extensively  with  success  and  regards  it  as  a  less 
difficult  operation  than  iridectomy  through  a 
scleral  wound.  A  3-mm.  trephine  is  used,  and  an 
iridectomy  is  always  done  through  the  trephine 
woimd.  In  cases  of  acute  glaucoma  in  which  the 
sudden  swelling  of  the  lens  in  the  development  of 
cataract  presses  the  iris  forward  against  the  cornea 
and  the  lens  itself  comes  up  against  the  cornea, 
trephination  is  practically  impossible. 

If  subconjunctival  injections  have  been  given 
for  other  conditions  the  conjunctiva  must  be  re- 
flected with  the  subconjunctival  tissue  (which  is  no 
longer  loose)  so  as  to  give  sufficient  covering  for  the 
trephine  opening.  The  conjunctiva  alone  does  not 
give  sufficient  covering.  If  a  straight  incision  is 
made,  the  conjunctiva  and  subconjunctival  tissue 
are  easily  kept  out  of  the  way  during  the  operation, 
and  when  released,  tend  to  stay  in  position. 

The  clockwork  trephine  is  unsatisfactory  as  its 
speed  cannot  be  regulated  and  it  has  a  tendency  to 


become  rolled  up  in  the  loose  subconjunctival  tissue. 
Elliot's  trephine  is  so  thin  that  it  has  a  tendency  to 
plunge,  and  because  it  is  a  one-handed  instrument 
its  control  is  not  as  delicate  as  if  the  energy  were 
distributed  between  the  two  hands.  Cradle's 
trephine  is  admirable  as  it  is  thick  and  tapered  in 
the  cutting  end  and  therefore  does  not  tend  to 
plunge. 

At  present,  trephination  is  done  to  form  a  perma- 
nent drain  into  the  subconjunctival  tissues.  The 
author  thinks  this  is  not  satisfactory  because  if  the 
eye  is  to  remain  normal  there  must  be  normal 
tension  and  therefore  the  establishment  of  a  perma- 
nent drain  to  perform  a  physiological  function  is 
unsound:  if  the  drain  is  too  large  the  tension  is 
subnormal,  and  if  it  is  too  small,  the  tension  is  above 
normal.  An  iridectomy  properly  done  effects  drain- 
age for  a  limited  time  which,  if  long  enough,  permits 
the  re-establishment  of  the  physiological  equilibrium 
of  the  eye;  trephination  results  in  similar  drainage 
of  somewhat  longer  duration.  Neither  drain  remains 
permanent.  C.  Corbin  Yancey,  M.D. 
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Iglauer,  S. :  A  Review  of  Recent  Progress  in  Rhino- 
plasty.  Med.  Times,  1922,  1,  52. 

Iglauer  reviews  the  progress  made  during  the  past 
few  years  in  the  operations  for  the  correction  of 
nasal  deformity.  This  advance  has  been  due  in  a 
large  measure  to  the  impetus  given  plastic  surgery 
by  the  World  War.  In  civil  practice  corrective 
rhinoplasty  has  advanced  rapidly  since  the  more 
general  recognition  of  the  fact  that  this  type  of 
operation  constitutes  a  legitimate  field  of  surgical 
endeavor. 

For  the  replacement  of  large  nasal  defects  GLUies 
has  devised  an  ingenious  operation  employing  a 
skin  flap  with  a  tubed  pedicle  taken  from  an  adja- 
cent region  such  as  the  temporofrontal  area.  The 
tubed  pedicle  is  formed  by  parallel  incisions  leaving 
an  attachment  at  each  end.  The  skin  is  under- 
mined and  raised  and  the  free  borders  of  the  pedicle 
are  sewed  together.  After  three  weeks  the  flap 
attached  to  one  end  of  the  pedicle  is  raised  and 
sewed  into  position  in  the  nose,  the  pedicle  being 
left  in  its  tubular  form.  Subsequently  the  excess 
tubular  tissue  is  severed  from  the  nose,  unfolded, 
and  replaced  in  the  temporal  region  from  which  it 
was  taken.  When  it  is  necessary  to  implant  bone  as 
well  as  skin,  a  piece  of  cartilage  or  bone  is  implanted 
subcutaneously  and  included  in  the  tube  when  the 
latter  is  constructed. 

Blair  says  that  the  two  most  important  advances 
in  rhinoplasty  during  the  war  were  the  recognition 
of  the  fact  that  the  lining  is  as  essential  as  the 
external  covering  and  that  the  reconstructed  parts 
should  be  cut  from  carefully  made  patterns. 

For  the  correction  of  saddle  nose  deformity  the 
implantation  of  autogenous  chondral  cartilage  has 
become  the  method  of  choice.  Experimental  and 
clinical  observations  show  that  when  bone  is  trans- 
planted into  soft  tissues  it  will  gradually  degenerate 
and  disappear  but  that  if  the  transplant  is  placed 
in  contact  with  the  cut  surface  of  normal  bone  it 
will  continue  to  live,  especially  if  it  is  subjected  to 
the  stress  of  function.  It  then  not  only  survives 
but  is  capable  of  regeneration. 

Carter  states  that  in  his  experience  rib  implants 
in  saddle-nose  deformity  have  survived  for  years. 
This  is  contrary  to  the  view  held  by  many  surgeons. 

When  cartilage  is  employed  it  should  be  taken 
from  the  right  costal  synchondrosis  and  the  peri- 
chondrium should  be  left  on  one  side  of  the  implant. 
If  bone  implants  are  used,  the  removal  of  bone  from 
the  tibia  renders  the  patient  very  lame  and  liable  to 
spontaneous  fracture  of  the  tibia.  Such  a  fracture 
occurred  in  Iglauer's  experience  several  weeks  after 
operation.    Tieck,  who  uses  the  middle  or  lower 


turbinate  bone  as  the  source  of  his  implants,  reports 
excellent  results.  The  spine  of  the  scapula  seems 
also  to  be  an  excellent  and  easily  accessible  region 
from  which  to  obtain  bone  grafts  for  nasal  plastics. 

The  transplant  is  visually  introduced  through  an 
incision  made  within  the  vestibule  of  the  nose. 
Dufourmentel  describes  a  new  invisible  incision  in 
the  eyebrow.  Through  this  incision  the  soft  tissues 
over  the  nose  are  elevated  down  to  the  tip  and 
a  cartilage  implant  is  worked  down  into  place. 

Under  modern  antisyphilis  treatment  transplan- 
tation operations  to  correct  the  saddle  nose  due 
to  lues  seem  to  be  more  successful  than  in  former 
years.  Carter  presented  such  a  case  in  which  he 
obtained  an  excellent  result,  and  Iglauer  reported 
one  in  which  seven  salvarsan  injections  were  given 
prior  to  operation  and  the  transplant  still  remains 
intact  after  fourteen  months. 

For  the  grossly  oversized  nose  (rhinomegaly) , 
Cohen  describes  a  modification  of  the  usual  pro- 
cedure. After  elevation  of  the  soft  tissues  through 
vertical  subcutaneous  incisions  within  the  vestibules, 
all  irregularities  are  removed  with  a  rasp.  With 
saw  cuts,  first  on  one  side  and  then  on  the  other,  the 
nasal  bones  are  severed  at  their  attachment  to  the 
nasal  processes  of  the  superior  maxillae  and  from  the 
bony  septum  so  that  the  prominent  lower  ends  of 
the  nasal  bones  can  be  depressed.  The  tip  is  then 
shortened  and  elevated  in  the  usual  manner.  • 

As  a  mechanical  aid  in  nasal  surgery  Whitman 
has  devised  a  nasal  splint  to  hold  old  fractures  of 
the  nose  in  place  after  their  reduction.  This  splint 
is  cemented  to  the  upper  teeth  and  through  a 
vertical  arm  makes  pressure  against  one  side  of  the 
nose.  Berne  has  devised  an  excellent  concave  rasp 
for  the  removal  of  the  nasal  hump.  As  an  aid  to 
the  rhinoplastic  surgeon  Iglauer  has  recently 
remodeled  Pynchon's  motor-driven  handle.  Suit- 
able rasps  and  saws  have  been  fitted  to  it,  which 
materially  shorten  the  time  and  labor  of  the  of)era- 
tion.  Margaret  I.  Maloney. 

THROAT 

Coakley,  C.  G.,  and  Pratt,  E.  L.:  Analysis  of  the 
Systemic  and  Local  Conditions  Following 
Tonsillectomy  and  Adenoidectomy.  Laryngo- 
scope, 1922,  xxxii,  81. 

The  authors'  analysis  is  based  on  926  cases  op)er- 
ated  upon  for  tonsils  and  adenoids  during  the  period 
from  January  i,  1908,  to  July  i,  1920.  Question- 
naires were  sent  to  each  patient  asking  for  certain 
information  and  requesting  re-examination  if  the 
results  were  not  satisfactory. 

The  ages  of  the  patients  varied  from  6  months  to 
68  years.    Seven  hundred  and  ninety-four  (86  per 
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cent)  were  given  a  general  anaesthetic  and  132  (14 
per  cent)  were  operated  upon  under  local  anaesthesia. 

The  operative  technique  was  the  same  whether  the 
tonsillectomy  was  done  under  general  or  local  anaes- 
thesia. Suction  was  employed  at  all  stages.  The 
tonsil  was  seized  with  forceps,  the  anterior  and 
posterior  pillars  were  freed  from  the  capsule,  and  the 
dissection  was  completed  by  the  use  of  the  cold  wire 
snare.  A  rounded  gauze  sponge  on  a  holder  was 
inserted  into  each  fossa  and  left  for  two  or  three 
minutes.  Following  its  removal  all  bleeding  vessels 
were  ligated.  'The  fossae  and  enucleated  tonsils  were 
inspected  to  see  that  no  tonsil  tissue  was  left. 

The  amount  of  haemorrhage  in  children  under  6 
years  of  age  was  about  i  dr.  per  tonsil  and  in  adults 
6  dr.  per  tonsil.  Haemorrhage  was  usually  least 
when  local  anaesthesia  was  employed. 

In  adenoidectomy  it  was  found  impossible  to 
remove  all  traces  of  lymphoid  tissue.  The  LaForce 
adenotome  and  Goldstein's  curette  were  used;  also 
the  punch  forceps  to  excise  the  lymphoid  tissue 
below  the  eustachian  tube  on  the  lateral  wall  of  the 
pharynx.  The  amount  of  blood  lost  was  usually 
more  than  that  from  the  two  tonsils  combined. 

Haemorrhage  was  the  complication  most  to  be 
feared.  There  are  two  types  of  haemorrhage — that 
occurring  within  twelve  hours,  and  that  occurring 
several  days  later.  The  blood  usually  flowed  from 
beneath  a  clot  which  filled  the  fossa.  The  treatment 
consisted  in  the  removal  of  the  clot  and  the  applica- 
tion of  a  clamp  and  ligature. 

Haemorrhages  occurring  late  in  the  course  of  heal- 
ing were  due  to  dislodgment  of  the  exudate  in  the 
fossa.  The  clot  was  removed  and  the  bleeding 
points- ligated  if  necessary. 

Fifteen  patients  had  haemorrhages.  The  youngest 
was  13  years  of  age  and  the  oldest  45  years.  Nine 
patients  bled  within  twelve  hours  after  the  opera- 
tion. Of  the  other  six,  three  began  to  bleed  on  the 
fifth  day  and  three  on  the  sixth  day. 

Two  patients  had  haemorrhage  from  adenoids. 
One  of  them  developed  acute  otitis  media. 

Six  patients  have  died  since  the  operation.  All 
deaths  occurred  several  years  later.  Two  were  due  to 
endocarditis,  one  to  (iabetes,  one  to  meningitis, 
and  one  to  injury.  The  cause  of  one  death  is  un- 
known. 

Of  the  926  patients  only  689  replied  to  the  ques- 
tionnaire. 

Of  the  nine  patients  with  sore  throats  who  re- 
ported no  benefit  from  the  operation  tonsillar  tis- 
sue was  found  on  re-examination  in  only  one.  Of 
the  eight  others,  one  had  sinus  disease;  one,  a  de- 
viated septum  with  dry  pharyngitis;  and  five,  hyper- 
trophy of  the  lymphoid  tissue  on  the  lateral  and 
posterior  pharyngeal  walls. 

One  patient  who  complained  of  quinsy  following 
operation  had  a  small  piece  of  tonsil  in  the  right 
fossa. 

Four  patients  with  enlarged  cervical  glands  stated 
that  the  glands  were  greatly  reduced  in  size,  and 
four  ^reported  no  benefit. 


There  were  forty-two  cases  in  which  ear  trouble 
was  given  as  the  primary  cause  for  the  removal  of 
tonsils  and  adenoids. 

Thirty-five  patients  sought  relief  for  mouth 
breathing.  Seven  were  operated  upon  for  adenoids 
and  twenty-eight  for  tonsils  and  adenoids.  In  the 
thirty-five  cases,  the  operation  was  reported  unsuc- 
cessful in  two  and  only  partially  successful  in  two. 
In  one  of  the  cases  in  which  it  was  unsuccessful 
there  was  sinus  disease,  and  in  one  a  recurrence  of 
adenoids. 

Twenty  per  cent  of  the  patients  gave  some  sys- 
temic condition  as  the  chief  cause  for  operation. 
Fifty-five  conditions  were  mentioned. 

Of  the  five  heart  cases,  the  results  were  reported 
as  entirely  successful  in  three  and  as  only  partially 
successful  in  two. 

Five  patients  with  kidney  lesions  had  acute 
nephritis.  All  were  benefited,  the  symptoms  having 
disappeared. 

Of  five  asthma  cases,  the  operation  was  successful 
in  one,  only  partially  successful  in  two,  and  unsuc- 
cessful in  three. 

Two  diabetic  patients  were  operated  upon  without 
benefit.  Fifteen  patients  with  a  run-down  general 
condition  were  completely  relieved. 

Secondary  operations  were  done  on  145  patients. 
One  hundred  and  fifteen  of  these  had  had  one  pre- 
vious operation,  twenty-three  had  had  two,  and 
seven  had  had  more  than  two  operations. 

One  hundred  and  seven  patients  had  had  rheuma- 
tism previous  to  operation.  Ten  reported  that  they 
were  cured,  seventy-five  stated  that  they  were  bet- 
ter, and  twenty-two  were  unimproved.  Of  the 
forty-six  patients  who  gave  rheumatism  as  the  pri- 
mary cause  for  operation,  only  eight  reported  no 
benefit.  These  eight  patients  were  examined  and 
found  to  have  no  remaining  tonsil  tissue. 

Frequent  colds  in  the  head  were  reported  by  472 
patients.  In  346  cases  the  operation  was  entirely 
successful,  in  thirty-two  partially  successful,  and 
in  ninety-two  not  successful. 

One  hundred  and  eight  patients  had  had  frequent 
attacks  of  earache  before  operation.  Eighty  were 
entirely  relieved,  seven  partially  relieved,  and  twen- 
ty-one not  benefited. 

Fifty-three  patients  had  had  frequent  attacks  of 
otitis  media  before  operation.  Thirty-seven  re- 
ported an  entirely  successful  result,  five  a  partially 
successful  result,  and  eleven  no  benefit. 

Sixty-six  patients  had  earaches  or  acute  otitis 
media  after  the  removal  of  tonsils  and  adenoids. 
Seventy-seven  per  cent  of  these  were  children 
between  the  ages  of  i  and  10  years. 

Sixty-two  patients  reported  that  there  was  tonsil 
tissue  remaining  after  the  opxiration,  but  only  fifteen 
were  re-examined.  Three  of  the  latter  were  found 
to  have  tonsil  tissue. 

A  summary  of  the  replies  shows  that  the  opera- 
tion was  satisfactory  in  529  cases,  without  benefit  in 
eighteen,  and  unsatisfactory  in  thirty-four.  In  30 
cases  the  op>erative  indications  were  not  relieved. 


SURGERY  OF  THE  NOSE,  THROAT,  AND  MOUTH 


505 


Seventy-eight  patients  did  not  answer  the  question- 
naire.  The  authors  draw  the  following  conclusions: 

1.  When  the  pathologic  condition  of  the  tonsil 
warrants  its  removal,  age  is  as  negligible  a  factor  as 
it  is  in  the  consideration  of  any  other  common  sur- 
gical operation. 

2.  Haemorrhage,  either  during  or  after  operation, 
can  and  should  be  controlled  according  to  the  same 
surgical  principles  which  govern  its  control  else- 
where in  the  body  during  a  surgical  operation. 

3.  A  well-performed  tonsillectomy  and  adenoid- 
otomy  causes  a  marked  lessening  of  the  acute  infec- 
tions of  the  upi)er  respiratory  tract  and  lessens  the 
tendency  toward  attacks  of  acute  middle-ear  infec- 
tion. 


4.  The  percentage  of  successful  and  partially 
successful  results  in  cases  of  rheumatism  justifies 
the  removal  of  tonsils  in  cases  in  which  the  tonsils 
are  proved  to  be  diseased  and  the  elimination  of 
other  foci  of  infection  has  failed  to  relieve  the 
condition. 

5.  Cardiac  and  renal  conditions  associated  with 
infection  of  the  tonsils  should  be  studied  with  care 
before  tonsillectomy  is  advised  lest  serious  results 
ensue.  In  properly  selected  cases  the  i)ercentage  of 
successful  results  justifies  the  operation. 

6.  When  the  operation  is  well  done  for  the  relief 
of  a  definite  pathologic  condition  the  percentage  of 
successful  results  is  most  gratifying. 

French  K.  Hansel,  M.D. 
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Less  time  of  exposure.    Constant  variation  of  speed,  eliminating  the  showing  of  grid.    Easy 

and  smooth  operation  without  jar  and  jolt. 
Webbing  to  hold  patient  in  place. 

The  curved  top  is  not  cold  or  chilly  to  the  patient  and  the  webb  strap  is  ten  inches  wide. 
The  frame  is  all  aluminum,  satin  finish,  light  of  weight  and  classy  of  design. 
It  will  take  all  sizes  of  cassettes  from  5  x  7  to  14  x  17. 
May  be  used  in  vertical  or  horizontal  position. 

Made  in  various  styles  and  grids.  The  finest  and  most  precise  for. all  requirements. 
Our  fine  grid  will  give  excellent  results  with  a  medium  focus  tube  at  9  inches  back-up. 
We  make  also  a  special  size  of  Bucky  Diaphragm,  30  inches  long,  for  those  who  require  it. 

THE  WM.  MEYER  CO.      i648  n.  cirard  si.,  Chicago,  ill. 


The  storm  Binder 
and  Abdominal  Supporter 


(Patented) 


Adapted  to  ute  of  men,  women  and  children,  for  any 
purpoae  for  which  an  abdominal  aupporter  is  needed: 
Hliih  and  Low  Operations.  Ptosis,  Preiinancy. 
Obesity.  Hernia.  Relaxed  Sacro-Iliac  Articula- 
tions. Floatinii  Kidneys,  etc. 

Folder  on  request  —  with  prices,  materials 
and  physicians'  testimonials 

Hall  Orders  filled  at  Philadelphia— within  24  honrs 

Katherine  L.  Storm,  M.D. 

1701  Diamond  Street,  Philadelphia 


'□edro  Therapeutics 


ri\iL.iL. 

Condensed" 

NEW  EI>I'  V 
HO\\    l<i  KOI 
of  n;nn\  chr 
rfsjioiid  read 

HOW     In     S|. 

Sliiusolihil  C   , 
HOW  totrea    i 

>^      !t  Tails  You 

tbe  trraunent 
^  wtileh  do  not 
^cnt  metlMds 
Faradlo   ai: 
ncally. 
"wersbdomli.: 

disease*  by  Dr    Mel    K  WaaoDar's  m 
metbod  and  appllaooea. 

It  tells  you  all  about  the  (rest 

t^aetloe  Builder 

THE  MciirroSH  UNIVEtSALMODE 

"Setm  Apparatus  in  Ont" 


The  "TJnlverBalmode" 


Twenty-tliree  Modallttea. 
All    Treatment     Currents 
■  Earth  Free."  Complete  In 
(Jne  Unit  for  AC. 

UTIUTT.  ECONOMT. 

SAFETY.  DURABiUTT. 

PRICE 

All  tn  Its  Favor 

."•'-nd  coupon  today  for  your 

Copy  of  ■Electro-Thera- 

l)euilcs  Condensed" 

MclNTOSH  ELEQRICAL 
CORPORATION 

I.s!    187'.t 

Sl|(■^l■^-or^  lo  McIntosh 

Hiit;pr.\  A  ( •ptioal  Co. 

-Muiii  <  KT,cf  and  Factory 

Mcintosh  Bids- 

223233  N.  CaliforaU  Ave. 

Ckkat o.  ill. 


Gentlemen:    Please  send  me  copy  of  "Electro-Therapeutics  Con- 
densed" and  full  details  regarding  the  Mcintosh  Universalmode. 


Address 
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Your  Pretent  Victor 
Poner-Bucky  Diaphragm 
fie  the  Victor  Bucky  Table 


Your  Preient  Victor 
Tube  Stand  will  alto  fit 
the  Victor  Backy  Table 


victor  Intprovemonts 
IMill  ^t  your S>resent  Victor Tipparatus 


THE  research  systematically 
conducted  by  the  Victor  X-Ray  Cor- 
poration results  in  the  development  of 
many  improvements.  No  physician 
wishes  the  science  of  Roentgenology, 
so  dependent  on  apparatus,  to  stand 
still. 

But  what  of  the  physicicin  who  has  bought 
a  complete  Victor  equipment,  only  to 
find,  a  few  months  later,  that  improve- 
ments have  been  made?  Must  he  install 
an  entirely  new  equipment  in  order  to 
keep  abreast  of  the  times  ? 
It  ha3  been  the  jxjlicy  of  the  Victor  X- 
Ray  Corp>oration,  wherever  p>ossible,  to 
design  apparatus  and  their  accessories 
so  that  improoements  may  be  adapted  to 


existing  apparatus  without  the  necessity 
of  discarding  an  entire  equipment.  In  a 
word,  Victor  apparatus  is  standardized. 
Take  the  Victor  Bucky  Table,  for  ex- 
ample. This  table  will  readily  accommo- 
date the  Victor  Model  Potter-Bucky 
Diaphragm;  any  Victor  tube  stand  can 
also  be  attached  in  a  few  minutes.  Thus, 
in  instances  where  the  X-Ray  Labora- 
tory already  has  the  Victor  Diaphragm 
and  Tube  Stand,  the  only  expense  in- 
volved is  the  table  itself. 
So,  standardization  of  Victor  apparatus 
makes  it  possible  for  the  physician  to 
take  advemtage  of  the  latest  develoj>- 
ments  of  research  without  completely 
discarding  his  X-Ray  equipment. 


VICTOR  X-RAY  CORPORATION,  Jackson  Blvd.  at  Robey  St.,  Chicago 

Sales  Offices  and  Serrice  Stations  in  AU  Principal  Cities 
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National  Medical 
Committee 

Dr.  Charles  H.  Mayo 
Dr.  Harvey  Cushing 
Dr.  M.  W.  Ireland 
Dr.  Lewellys  F.  Barker 
Dr.  M.  J.  RosENAU 
Dr.  Hideyo  Noguchi 
Dr.  Haven  Emerson 
Dr.  Charles  E.  Humiston 
Dr.  Abraham  Zingher 
Dr.  Michael  Michailovsky 
Dr.  George  Blumer 
Dr.  Thomas  W.  Salmon 
Dr.  Phcebus  A.  Levene 
Dr.  Aaron  J.  Rosanoff 
Dr.  Jay  F.  Schamberg 
Dr.  S.  Solis  Cohen 
Dr.  Jos.  Goldberger 
Dr.  Adolph  Meyer 
Dr.  William  H.  Welch 
Dr.  Jacques  Loeb 
Dr.  G.  a.  Friedman 
Dr.  a.  M.  Barrett 
Dr.  N.athan  E.  Brill 
Dr.  Morton  Prince 
Dr.  George  Baehr 
Dr.  Walter  B.  Cannon 
Dr.  Charles  IL  Frazier 
Dr.  Howard  A.  Kelly 

WITHOUT  TOOLS 

to  what  end  are  the  surgeon's  unerring  eye, 
his  sure,  swift  hand,  those  years  of  laborious 
training?     All  his  knowledge,  all  his  skill, 
all  his  desire  to  serve  his  fellow  man  avail 
him  nothing  if  he  lacks  the  tools  of  his  trade. 

Yet  this  is  the  plight    today  of   Russia's  25,000 
physicians  and  surgeons.    War,  Revolution,  Block- 
ade  and   Famine —  seven  years  of  Isolation  and 
hardship  have  swept  her  hospital  store-rooms  bare 
alike  of  the  commonest  drugs  and  the  most  essen- 
tial instruments, 

"Not  to  be  found  an>'\vhere"  is  the  cryptic  summary 
of  the  relief  worker  in  certain  districts,  writing  of 
a\'ailable  drugs,  surgical  in<irii meats,  dressit^"-  ■>p'1 
anaesthetics. 

Of  you  AMERICAN  MEN  OF  SCIENCE 

—  so  many  to  their  few  —  they  ask  not  charity,  but 

The  Tools  of  Your  Common  Trade! 

THE  AMERICAN  MEDICAL  AID  FOR  RUSSIA 

with  the  backing  of  twenty-four  of  America's  most  eminent  physicians  and  surgeons 
ships   bi-weekly  to  Russia  medical,  surgical^  and   hospital   goods  for  distribution 
through  the  American  Friends  Service  Committee  (Quakers).     Well-known  manu- 
facturers of  supplies  are  already  assisting  this  organization,  but  the  need  of  help 
constantly  outstrips  the  response. 

Your  contribution,  large  or  small,  wilt  be  converted  at  once 
into  thermometers,  soap,  quinine,  narcotics,  disinfectants, 
dressings,  anaesthetics  and  surgical  instruments. 

National  Trade 
Committee 

Oscar  W.  Smith 
Milton  Campbell 
J.  K.  Lilly 
Herman  A.  Metz 
M.  M.  Marcuse 
Thomas  J.  Lynch 
Benjamin  F.  Hirsch 
Dr.  L.  L.  Watters 
Albert  M.  Todd 
E.  M.  Johnson,  Jr. 

Make  checks  and  money 
orders  payable  to 

AMERICAN  MEDICAL 
AID  FOR  RUSSIA 

Room  901-J 
103  Park  Ave.,  N.  Y. 

Officers 

Mrs.  Henry  Villard 

Chairman 

Mr.  Arthur  S.  Leeds 

Treasurer 

Dr.  Louis  Miller 

Secretary 
Committee  on  Supplies 

Frances  Witherspoon 

Executive  Secretary 
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EXPERTS 


Throughout  the  Bauer  &  Black  labora- 
tories, experts  are  in  charge.  And  they 
are  men  who  are  imbued  with  the  spirit 
of  maintaining  the  highest  standards. 
Every  facihty  is  at  their  command. 
And  they  are  constantly  studying  your 
requirements.  So  that  each  Bauer  & 
Black  product,  when  it  comes  to  you, 
represents  the  highest  possible  perfec- 
tion, worthy  of  your  complete  faith. 


Among  the  products  bearing  the  Bauer  &  Black  label  are: 
Handy  Package  Cotton,  Surgeon's  Soap,  Handy  Fold 
Gauze,  A  dhesive  Plasters,  Plaster  Paris  Bandages,  For- 
maldehyde Fumigators,  Ligatures  and  Sutures,  Plain  and 
Medicated  Gauze,  and  Gauze  Bandages. 
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RADIUM  RENTAL  SERVICE 

Radium  loaned  to  physicians  at  moderate  rental  fees, 
or  patients  may  be  referred  to  us  for  treatment  if 
preferred. 

Careful  consideration  will  be  given  inquiries  concern- 
ing cases  in  which  the  use  of  Radium  is  indicated. 

BOARD  OF  DIRECTORS 

William  L.  Baum,  M.  D.        N.  Sproat  Heaney,  M.  D.       Frederick  Menge,  M.  D. 
Louis  E.  Schmidt,  M.  D.  Thomas  J.  Watkins,  M.  D. 

The  Physicians  Radium  Association 

1114  Tower  Building,  6  N.  Michigan  Ave. 

Telephones,  Randolph  6897-6898      CHICAGO,    ILL.       William  L.  Brown,  Manager 


Jefferson 
Suprapubic  Apparatus 

consists    of   a 

metal  cup  with 

an  inflated  soft 

rubber  rim  and 

a  soft  catheter 

draining  out 

direct  from  the  bladder 

into  a  long  urinal  that 

is  strapped  to  leg.  Held 

in   place   by   a    body 

band.  In  ordering  send 

circumference  of  body. 

PRICE,  $20.00 

Another  Specialty — Dr.  Brick's 
Colostomy  Apparatus  -   $5.00 

Wm.  V.  Willis  &  Co. 

Surgical  Instrumentt  and 
Hospital  Supplies 

131  So.  11th  Street 
PHILADELPHIA,  PA. 


Smith  Bone  Clamps 

For  Operative  Fractures 

NO  SCREWS  ARE  USED 


These  clamps  supply  a  want  in  bone 
surgery  not  met  by  any  other  clamp 
or  device  now  in  use.  They  are  easily 
applied  and  quickly  removed,  require 
no  screws  and  nothing  is  driven  into 
the  bone  tissue. 

Smnd  f»r  Descriptiv  Circular 

sold  by  the  leading  Surgical  Supply  Housei  in 
the  United  States  and  Canada,  and  by 

The  Smith  Bone  Clamp  Co. 

Watertown,  N.  Y. 
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Habvbstinq  Digitalis  on  the  Muiford  Drug  Fabms,  Qlenolden,  Pbhita. 


DIGITOL 


(WOBD-MABK) 


Di^itol  is  a  dependable  and  uniform  Tincture  of  Digitalis — 
D.  S.  P.  Strength — from  which  the  vegetable  fats  have  been  extracted. 

It  is  adjusted  to  a  definite  standard  by  a  series  of  chemical 
and  physiological  assays. 

Comparative  tests  by  the  U.S.  Bureau  of  Hygiene  (Bulletin 
48,  December,  1908)  and  the  American  Medical  Association  (A.M.  A. 
Journal,  September  13, 1913),  have  proved  the  activity,  uniformity 
and  superiority  of  Mulford  Digitalis. 

Di^itol  is  produced  from  the  leaves  of  Digitalis  plants  grown 
on  the  Mulford  drug  farms,  and  every  step,  from  the  selection  of 
the  seed  to  the  finished  product,  is  under  scientific  control. 


^v>^''0'?o 


It  is  furnished  in  one-ounce  vials  only,  to  insure  against 
deterioration. 


«ni»-H 
H.  K.  MULFORD   COMPANY,  Philadelphia,  U.  S.  A. 


THE  PIONEER    BIOLOGICAL  LABORATOR 
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NEODIARSENOL 

( Neoarsphenatnine ) 

As  a  result  of  more  than  two  years  research  work  a  method 
of  control  of  toxic  by-products  in  the  manufacture  of  Neodiarsenol 
has  been  perfected. 

In  addition  to  possessing  in  the  highest  degree  the  physical 
and  clinical  features  desirable,  Neodiarsenol  now  offers  chemical 
purity  and  biological  results  heretofore  unequalled. 

If  you  have  an  occasion  to  use  arsenicals  this  merits  your 
attention.  Detailed  literature  and  latest  price  list  will  be  sent 
upon  request. 

Neodiarsenol  may  be  obtained  through  your  dealer,  or  direct 
from  any  of  our  offices. 

DIARSENOL  COMPANY,  Inc. 

BOSTON  BUFFALO  ATLANTA 


Benzylets 

take  the  place   of  Opium 

in  so  many  pathologic  conditions  that  their  use 
in  *'the  morphine  habit''  seems  quite  logical; 
and  the  reported  results  are  in  the  main  good. 

The  dosage  depends  upon  conditions;  the  rule 
seems  to  be  to  begin  with  two  or  three  and  repeat 
as  often  as  required. 


BENZYLETS  sharp  &  dohme 

in  boxes  of  24  at  your  druggist  Sole  Makers 
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AN   IMPROVED   NEEDLE  FORCEPS 


by 
EMMET  A.  PRINTY,  M.  D„  Chicago 

The  forceps  were  originally  made 
to  use  with  straight  needles,  when 
doing  gastro  -  intestinal  suturing, 
but  they  can  also  be  used  to  hold 
curved  needles,  especially  when  su- 
turing the  skin.  It  can  be  kept  on 
the  thumb  ready  for  instant  use  and 
does  not  have  to  be  laid  aside  when 
tying  suturing.  In  pulling  the  su- 
ture taut  the  thread  should  be 
grasped  between  the  middle  and 
ring  fingers  to  prevent  pulling  out 
the  needle.  It  may  be  used  by  the 
assistant  as  a  needle  puller. 

PRICE  $3.75 


For  Further  Detailed  Information,  Write  for  Our  Circular 

SHARP  &  SMITH 

Manufacturers  and  Exporters  of  High  Grade  Surgical  Instruments  and  Hospital  Supplies 
65  E.  LAKE  STREET,  CHICAGO,  ILL. 

Established  1844  Between  Wabash  Ave.  and  Michigan  Blvd.  Incorporated  1904 


SACROILIAC  BELTS 

"THE  MAYO" 
A  satisfactory  appliance 
for  controlling  and  reliev- 
ing   Sacro-Iliac    sub-luxa- 
tion. 

Is  constructed  of  heavy 
six  inch  orthopaedic  web- 
bing, with  a  separate  ab- 
dominal plate,  providing 
for  its  correct  adjustment, 
with  a  suitable  sacral  pad 
Front  View  attached  and  covered  with 

chamois.  Should  be  tightly  buckled  in  front  on  each  side, 
before  direct  pressure  is  secured  over  the  sacrum  by  the 
lacings  which  are  provided  at  that  p)oint. 

Price  to  patient  is  SIO.OO.  Take  measurement  around  the 
hips  three  inches  below  the  Iliac  crests,  or  directly  over  the 
trochanters. 

THE  J.  F.  HARTZ  CO. 

Physicians',  Nurses',  Hospital  and  Sick  Room  Supplies 
DETROIT,  MICH. 


TtieMiir^sfTNaiiieNecMakCe 


A  sanitary  enamel  baby-blue 
bead  necklace  is  strung  with 
white  enamel  lettered  Deads, 
spelling  name,  and  sealed  on 
baby  before  umbilical  cord  is 
cut.  Relieves  nurse  and  mother 
from  worry  and  hospital  from 
responsibility.  Adopted  by  over 
1,000  hospitals  in  1920-21. 

J.  A.  Deknate!  &  Son,  Inc. 

12  Heyward  Street 
BROOKLYN,  NEW  YORK 


The 

NEW   TECHNIQUE 
of 

Nitrous  Oxid-Oxygen 

ADMINISTRATION 

with  or  without  ether,  as 
perfected  by  our  expert 
anaesthetists,  can  be  used 
for  the  most  difficult  oper- 
ations with  perfect  success 

Pink,  Relaxed  Patients 

throughout  the  longest 
operations. 

Write  for  fuU  information 

Safety  anaesthesia  apparatus 

1652  Ogden  Ave.  Chicago,  111. 
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Is  a  special  milk  for  babies  and  not  an  ordinary  milk  powder. 

Clinical  tests,  'the  results  of  which  have  appeared  in  medical  literature  from  time  to  time,  have 
demonstrated  beyond  a  doubt  the  ready  digestibility  and  high  nutritive  index  of  Dryco. 
Nutrition  tests  of  Hess  and  Unger,  Hart,  Steenbock  and  Ellis  have  demonstrated  that  Dryco 
has  largely  retained  its  anti-scorbutic  properties. 

Every  possible  means  should  be  employed  to  maintain  breast  feeding. 

In  this  connection,  Dryco  is  an  invaluable  adjunct.  In  most  cases  mothers  are  unable  to  feed 
their  babies  without  interruption  for  five  or  six  months,  but  if  Dryco  is  substituted  for  one  of 
the  feedings,  such  as  the  3  P.  M.  feeding,  it  will  give  the  mother  a  much  needed  rest  and  afford 
her  an  opportunity  for  recreation.  This  promotes  better  health  and  therefore  insures  a  better 
milk  supply.  In  cases  where  the  milk  supply  is  not  sufficient,  added  feedings  of  Dryco  can  be 
given  after  each  breast  feeding.     Unusually  good  results  arc  reported  in  these  cases. 

Send  for  samplas  and  our  n«w  revised  edition 
"How  to  Use  Drjrco  and  Protolac" 


16  Park  Row 


THE  DRY  MILK  COMPANY 


New  York  City 


"An  International  Inttitution  for  the  Study  and  Production  of  Pure  Milk  Product*" 


Dr.  John  B.  Murphy 


A 


REPLICA  in 
plaster  (bronze 
finish)  of  a  marble 
bust  which  was  pre- 
sented to  the  Amer- 
ican College  of  Sur- 
geons by  Mrs.  John 
B.  Murphy,  will  be 
sent  on  application 
to  any  address.  The 
bust  has  been  re- 
duced to  a  size  suitable  for  desk  orna- 
ment, 5^xio^  inches. 


Price,  $i6.oo — Sent  Prepaid 


M.   THOMAS   MURPHY 
4  East  Ohio  St.  Chicago,  HI. 


/Bv  Gluten  Flour  yOC 


40<h  GLUTEN 

Onaranteed  to  comply  in  all  res(>ect8  to 

Standard   requirements  of  U.  S.  Dept.  of 

Agriculture. 

Ils]inf»ctar*4  by 

FARWELL  &  RHINES 

Watertown.  N.  Y. 


^ 


M 


THIS  COUPON  and 
ONE  DOLLAR 


Entitles  You  to 


One 

Sample 

Tube 

Each 

of 


guwttesTieKy- 


:^ 
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TAPPAN  ZEE  SURGICAL   CO. 

Box  E,  Nyack,  N.  Y. 
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A    COMPETENT    CORSET 


The  Cameo  gives  a  rigid,  vise-like  support 
combining  two  principles  of  treatment, 
viz., — an  abdominal  uplift  and  sacro-iliac 
binder.  The  Cameo  is  not  only  com- 
petent from  the  standpoint  of  the  physi- 
cian, but  its  daintiness  and  its  modish 
design  appeal  at  once  to  the  most  dis- 
criminating patient. 


Boston 
Cincinnati 
Columbus,  O. 
Denver 
Detroit 

Grand  Rapids 
Houston 
Indianapolis 
Kansas  City 
Omaha 
Philadelphia 
Los  Angeles 
Madison,  Wis. 


CORSET 

A  Gocxiwin  Corset  Shop  will  be  found  in  the 
principal  cities  of  the  United  States  as  the  follow- 
ing list  will  show.  In  addition  thereto  we  are 
pleased  to  announce  that  our  service  may  now  be 
obtained  in  London,  Liverpool  and  Manchester, 
England,  and  in  Edinburgh,  Scotland.  The 
patient  in  the  British  Isles  may  now  obtain  that 
expert  service  which  is  characteristic  of  all  Good- 
win Corset  Shops  in  the  United  States. 

REPRESENTATIVES  IN  THE  BRITISH  ISLES 

ALLEN  H  H ANBURY'S.  Ltd. 
48  Wigmore  Street  •  Cavendish  Square,  London 

ALEXANDER  &  FOWLER 
104-106  Pembroke  Place  -  -  Liverpool 

JAMES  WOOLLEY  SONS  &  CO.,  Ltd. 
76  Deansgate  ....  Manchester 

ARCHIBALD  YOUNG  &  SON 
57-61  Forrest  Road  -  -  -  Edinburgh 

Canadian    Manufacturers 

CHANDLER  &  FISHER.  Ltd. 
Keewayden  Block  -  Winni[>eg,  Man. 

GOODWIN  CORSET  SHOPS 

NEW   YORK      -      -      373  Fiftt  Avenue 
CHICAGO      -     -     59  E.  Madison  Street 


IZOBoylstonSt. 

Pittsburgh 

20 10  Jenkins  Arcad<- 

433  Race  St. 

Portland,  Ore. 

390  Morrison  St. 

I04N.  HitshSt. 

Rochester.  N.  Y.        - 

1143  Granite  Bldg. 

1 764  Broadway 

St.  Louis 

-         513  Olive  Street 

31 3  David  Whitney  Bldg. 

St.  Paul 

634  Hamm  Bldg. 

8  Monroe  Ave. 

San  f^rancisco 

•»49  Mason  St. 

1013  Rusk  Ave. 

Seattle 

300  Haight  Bldg. 

1  1  N.  Meridian  St. 

Spokane 

401  Empire  State  Bid. 

II 22  Grand  Ave. 

Springfield,  Mass. 

356  Mam  St. 

207  S   18th  St. 

Syracuse 
Tacoma 

35  The  Mowry 

1120  Walnut  St. 

II  26>  3  Broadway 

649  S.  Flower  St. 

Toledo 

315  Huron  St. 

26  N.  Carroll  St. 

Salt  Lake  Qty 

22  East  Broadway 

Address  ATI  Corres^ndence  to 

S.    H.    CAMP   y  COMPANY,   Manufacturers,   Jackson,   MicKigan 
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THE  BATTLE  CREEK  SANITARIUM  AND  HOSPITAL-EtUblished  1866 

Medical  Surgical  Orthopedic 

Neurological  Obstetrical  Reconstructive 

Educational  Department 

Training  School  for  Nurses      Normal  School  of  Physical  Exlucation      School  of  Home  Economics  and  Dietetics 

Students  received  on  favorable  terms  Registered  trained  nurses,  dietitians  and  physical  directors  supplied 

NOTE — Worthy  cases  of  charity  referred  by  physicians  receive  free  examination  and  treatment 

Full  particulars  of  the  Clinic  mil  be  sent  on  application 

Dtscriptite  littruUtn  maUtdJrm  upon  reqtust 

THE     BATTLE     CREEK     SANITARIUM 

Box  243,  BATTLE  CREEK,  MICHIGAN 


ROYAL  MAIL  TO  EUROPE 


The  Comfort  Route'* 

i^    Regular  fortnightly  sailings  from  New  York  to 


FRANCE 


ENGLAND 


GERMANY 


by  the  f  amous  "O"  steamers,  "Orbita".  "Orduna",  "Oropesa",  world-famous 
for  smooth  sailing,  excellent  cuisine  and  thoughtful  steward  service.  Your 
comfort  and  pleasure  is  always  the  first  consideration. 

Let  Us  Help  You  Plan   Your  Trip 

BERMUDA*  ^^^^'y  sailings  throughout  the  winter  by  palatial  S.  S.  "Araguaya",  17,500  tons  dis- 
*^  From  New  York  every  Saturday 

From    Bermuda    every    Tuesday 

The  largest  steamer  in  the  Bermuda  trade.     The  superior  service  of  our  European  and  South  American 
liners  will  be  maintained  on  the  "Araguaya.^' 


Special  Clinical  Tour  to  England,  Scotland  and  the  Continent,  under  direction 
of  Dr.  J.  L.  Smith  of  Chicago,  now  being  organized  to  sail  outward  about  June 
10th  and  returning  latter  part  of  August.  For  complete  information  concerning 
this  tour  address  Dr.  J.  L.  Smith,  %  Chicago  Office,  Royal  Mail  Steam  Packet  Co. 


For  rates  and  sailing  dates  to  all  points  write  Dept.  "D" 

The  Royal  Mail  Steam  Packet  Company 


117  W.  Washington  Street 
Chicago,  111. 


325  Second  Ave.,  South 
Minneapolis,  Minn. 


SURGERY,  G^'NECOLOGY  AND  OBSTETRICS 


39 


PEDIATRIC  SEMINAR 

FIRST  MONTH— Course  begins  first  of  each  month.    FEE,  $150.     1  Month 

Hours 

MONDAY              TUESDAY 

WEDNESDAY 

THURSDAY 

FRIDAY 

SATURDAY 

9-10 

Anatomy  and                  Quiz 
Physiology  of  the     Diagnostic  and 
Normal  Child     ;      Therapeutic 

Pediatric 
Conference 

Pediatric 
Conference 

Clinical 
Diagnostic 
Methods 

Bedside           1 
Rounds 

10-11 

Demonstration 
Diet  Kitchen 

Bedside  Rounds 

Cardiac  Clinic 
^Diagnostic) 

Tracheotomy 
and  Intubation 
on  the  Cadaver 

Communicable 
Diseases 

Cardiac 

Clinic 

Therapeutic 

11-12 

Hygiene  and  Pre- 
ventive Pediatrics 

Anaphylactic 
Clinic 

Physio-Therapy 

Bedside 
Therapeutics 

Contagious 
Diseases 

Malnntrition 
Clinic 

12-1 

Clinical 
Lecture 

Clinical 
Lecture 

Clinical 
Lecture 

Clinical 
Lecture 

Conference  and 
Quiz 

2-3 

Practical 
Pediatrics 

Diagnosis  and 
Treatment 

Practical 
Pediatrics 

Diagnosis  and 
Treatment 

Practical 
Pediatrics 

Diagnosis  and 
Treatment 

3-4 

Physical 
Diagnosis 

Diagnosis  and 
Treatment 

Physical 
Diagnosis 

Dermatology 

Physical 
Diagnosis 

Diagnosis  and 
Treatment 

4-S 

Infant 
Feeding 

Diagnosis  and 
Treatment 

Infant 
Feeding 

Diet  in  Older 
Children 

Infant 
Feeding 

Diseases  of  the 
Genito-Urinary 
Tract  in  Children 

TWO  MONTHS  COURSE-OPEN  ONLY  TO  THOSE  WHO  HAVE  TAKEN  THE  FIRST  MONTH  OF  THE 
PEDIATRIC  SEMINAR.    Fee,  $200—2  Months 

9-11 

Microscopical 

and  Chemical 

Diagnostic 

Methods  in 

the  Laboratories 

Microscopical 

and  Chemical 

Diagnostic 

Methods  in 

the  Laboratories 

Microscopical 

and  Chemical 

Diagnostic 

Methods  in 

the  Laboratories 

Microscopical 

and  Chemical 

Diagnostic 

Methods  in 

the  Laboratories 

Microscopical 

and  Chemical 

Diagnostic 

Methods  in 

the  Laboratories 

Microscopical 

and  Chemical 

Diagnostic 

Methods  in 

the  Laboratories 

11-12 

Clinical  Medicine 

Clinical  Medicine 

Clinical  Medicine 

Clinical  Medicine 

Contagious 
Diseases 

Surgical 
Diagnosis 
in  Children 

I2-I 

Clinical  Lecture 

Clinical  Lecture 

Clinical  Lecture 

Clinical  Lecture 

2-S 

Clinical 
Pediatrics 

Clinical 
Pediatrics 

Clinical 
Pediatrics 

Clinical 
Pediatrics 

Clinical 
Pediatrics 

Clinical 
Pediatrics 

FOURTH  MONTH— OPEN  ONLY  TO  THOSE  WHO  HAVE  TAKEN  THE  FIRST  THREE  MONTHS  OF  THE 

PEDIATRIC  SEMINAR.    Fee.  $100 

9-10 

Assigned  Work 

in 
Babies'  Wards 

Quiz 

Diagnostic  and 

Therapeutic 

Pediatric 
Conference 

Pediatric 
Conference 

Assigned  Work 

in 
Babies'  Wards 

Bedside  Rounds 

10-11 

Bedside  Roimds 

Bedside  Rounds 

Bedside  Rounds 

Bedside  Rounds 

Bedside  Roimds 

Bedside  Rounds 

11-12 

Traumatic 

Surgery 

incl.  Fractures 

Oral  Surgery 

Speech  Defects 

Oral  Surgery 

Care  of  the 

Normal  Infant 

and  Child 

Malnutrition 
Clinic 

I2-I 

Clinical  Lecture 

X-Ray  Heart 
and  Lungs 

X-Ray  Gastro- 
intestinal Tract 

X-Ray  Osseous 
System 

Radium 
Therapy 

Plaster  of  Paris 
Technique 

2:30 

to 

3:30 

Ear  Clinic 

Practical 
Ophthalmoscopy 

Neuro-surgery 
Operat  ons  or 

Lecture 

2-3 :  30 

Practical 
Ophthalmoscopy 

Fluroscopy 
3-3 

Ear  Clinic 

3:30 

to 

4:30 

Clinic 

Poliomyelitis 

and  Resulting 

Deformities 

Clinic 

Rickets 

Scorbutus 

Congenital 

Dislocations 

Clinic  Congenital 

Syphilis  and 

Arthritis 

deformans 

Flat  Foot 

Club  Foot  and 

HaUux  Valgus 

Clinic 

Bone  and  Joint 

Tuberculosis 

General 
Consideration 

Clinic  Torticollis 

Constitutional 

Affections 

producing 

General  and 

Local 
Distortions 

Clinic: 

Scoliosis  and 

PUster 

Technique 

FIFTH  AND  SIXTH  MONTHS-Ward  Duty  as  Graduate  Student 
Complete  Six  Months  Course  Fee — $500 

For  further  particulars  address 

Dean  of  the  New  York  Post-Gradnate  Medical  School  and  Hospital 

303  East  Twentieth  Street                                                                       NEW  YORK  CITY 

40  SURGERY,  GYNECOLOGY  AND    OBSTETRICS 


HYCLORITE 

CONCENTRATED 

SODIUM 

HYPOCHLORITE 


''Airways  Ready— No  Time  Lost'' 

TUTYCLORITE  is  a  rapid  solvent  of  ne- 
^  -^  crosed  tissue  even  in  high  dilution.  The 
simple  addition  of  water  makes,  in  one  min^ 
ute,  a  correct  Dakin's  solution  ( no  testing  nee 
essary)  which  is  less  irritating  than  the 
Dakin's  solution  made  in  the  ordinary  la' 
borious  way. 

Pus-free  Wounds 
Now  are  Possible 

Prepared  to  a  uniform  and  definite  hypo' 
chlorite  strength  (Na  OCl  4.05%)  and 
exceedingly  low  alkalinity  (i'6  of  1%), 
with  hypertonic  salinity. 

Can  be  used  full  strength  or  diluted  accord' 
ing  to  physician's  or  surgeon's  need. 

Possesses  remarkable  keeping  qualities. 
Council  oApproved.  oA,  iM.  oA, 

Stnd  for  Sample  and  Literature  to 

BETHLEHEM  LABORATORIES,  Inc- 

PITTSBURGH  'i  PENNA 
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